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Introduction
Pacific Gas and Electric Company (the “Plan Sponsor”) is pleased to offer the Kaiser

Permanente Exclusive Provider Organization Plan (the "EPO Plan") coverage option.
The EPO Plan is offered to retirees, their covered dependents and survivors under
the Pacific Gas and Electric Company Health Care Plan for Retirees and Surviving
Dependents. It is also offered to employees on long-term disability under the Part 2
of the Pacific Gas and Electric Company Health Care Plan for Active Employees.
This plan option is offered only to those who are not enrolled with Medicare.
The EPO Plan covers and pays for the benefits described in this SPD. Kaiser
Permanente Insurance Company (KPIC) provides claims administrative services for
the EPO Plan benefits. The Plan Sponsor self-insures the EPO Plan. The Plan
Sponsor retains exclusive and ultimate responsibility for administration of the Plan,
including the EPO Plan.
This SPD describes the basic features of the Plan and contains only a summary of
the key parts of the EPO Plan and a brief description of your rights as a Participant.
This SPD is not the complete official Plan document. If there is a conflict between
the Plan document and this SPD, the Plan document will govern. A complete
description of the Plan is on file at the office of the Plan Sponsor.
The EPO Plan is an exclusive
exclusive provider organization plan. Therefore, you must
receive all Covered Services from EPO Plan Providers, except that you can receive
covered Emergency Services, PostPost-Stabilization Care, and OutOut-ofof-Area Urgent Care
from nonnon-EPO Plan Providers as described
described in the “Emergency,
“Emergency, PostPost-Stabilization,
and OutOut-ofof-Area Urgent Care You Receive from Non–
Non–EPO Providers”
Providers” section.
When you enroll in the EPO Plan, your care will be provided in either the Northern
California or the Southern California Kaiser Permanente Region. Each Region has
its own Kaiser Service Area, but you can receive Covered Services in any of the
Region’s Kaiser Service Area(s).
Language Assistance
SPANISH (Español): Para obtener asistencia en Español, llame al 877-261-6608
TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 877-261-6608
CHINESE (
):
,
877-261-6608
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 877-261-6608

1

Plan Amendment and Termination
The Company, acting through its authorized representatives, reserves the right to amend or
terminate any or all of the plans described in this Handbook at any time and for any reason,
or to suspend contributions to the plans, in whole or in part, at any time, subject to any
applicable collective bargaining agreements.
Any change to the plans or the termination of any plans will not affect the benefits payable
to plan members (also known as “participants”) before the date the plan was changed or
ended, but such change may result in reduced levels of benefits or benefit coverage, or
higher levels of employee contributions, after the effective date of any such change.
In the event that the Company terminates a plan for any reason without replacing it, you
will be given notice.
The plans may also be terminated by judicial action if the Company is bankrupt or insolvent,
or upon complete dissolution, merger, consolidation or reorganization without provision by
a successor-company for continuation of the plans.

Grandfathered Health Plan Notice
The Kaiser EPO benefit plan available to employees on long-term disability, who are not
enrolled with Medicare under Part 2 of the Pacific Gas and Electric Company Health Plan
for Active Employees in 2014, is a “grandfathered” benefit option under the Patient
Protection and Affordable Care Act of 2010 (PPACA). This is one of the grandfathered
benefit plans that is available under the Health Care Plan for Active Employees. The Kaiser
EPO Plan offered to retirees and surviving dependents is not a grandfathered benefit.
As permitted by the PPACA, a grandfathered health plan can preserve certain basic health
coverage that already was in effect when that law was enacted. Being a grandfathered
health plan means that your plan may not include certain consumer protections of the
PPACA that apply to other plans—for example, the requirement for the provision of
preventive health services without any cost sharing. However, grandfathered health plans
must comply with certain other consumer protections in the PPACA, such as the elimination
of lifetime limits on benefits.
Questions regarding which protections apply and which protections do not apply to a
grandfathered health plan and what might cause a plan to lose grandfathered status can
be directed to the plan administrator: Pacific Gas and Electric Company Plan Administrator,
Benefits Department, 1850 Gateway Boulevard, 7th Floor, Concord, CA 94520. Or, you may
contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866444-3272 or www.dol.gov/ebsa/healthreform. This website has a table summarizing the
protections that apply to grandfathered health plans.
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ROUTINE PREVENTIVE EXAMS & CONSULTATIONS
Benefit Type

Your Cost
$10

Applies to
OOP
Yes

$10

Yes

$10

Yes

Routine Pre-Natal and Post-Partum Care

$0

N/A

Vision Exam: Includes refraction exam
Hearing Exam: Includes audiometry exam
Health Education: Includes classes for Self-Management of

$10
$10
$0

Yes
Yes
N/A

$10

Yes

Wellness Exams – Adults: Includes vision and hearing
screenings. See Vision Exams for Refractions. Frequency and Age
Limits managed by Network Provider except where noted.

Age limit: 24 months and above.
Wellness Exams – Children:

Includes vision and hearing
screenings. See Vision Exams for Refractions.

Age limit: 0-23 months
Well-Woman Exam:

Includes Pelvic Exam.

Asthma, Diabetes, Coronary Disease and other classes

Family Planning

ROUTINE PREVENTIVE TESTS & SERVICES
Preventive lab and Xray screenings not specifically listed under the Preventive Screenings section
are treated the same as non-preventive lab and Xray Services.
Benefit Type
Your Cost
Applies to
OOP
Cholesterol Test (Lipid Profile)
$0
N/A
Routine preventive retinal photography screenings
$0
N/A
Diabetes Screening (Fasting Blood Glucose Test)
$0
N/A
Fecal Occult Blood Test (FOBT)
$0
N/A
Pap Smear (with and without Human Papillomavirus screening)
$0
N/A
PSA Test
$0
N/A
Sexually Transmitted Disease Tests (e.g. Chlamydia,
$0
N/A
Gonorrhea)

HIV Tests
Tuberculosis tests
Sigmoidoscopy/Colonoscopy (Screening)
Routine preventive imaging Services, including the
following:
• abdominal aortic aneurysm screening
• bone density scans
• mammograms
• ultrasounds
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$0
$0
$10

N/A
N/A
Yes

$0

N/A

ROUTINE PREVENTIVE TESTS & SERVICES - continued
Preventive lab and Xray screenings not specifically listed under the Preventive Screenings section
are treated the same as non-preventive lab and Xray Services.
Benefit Type
Your Cost
Applies to OOP
Immunizations (Preventive)
Administered based on Centers for Disease Control
guidelines. Coverage applies to Adults and Children.
Covered immunizations include:
• Diphtheria, Tetanus, Pertussis (Td/Tdap/DTaP)
• Haemophilus Influenzae type b Hib
• Hepatitis A
• Hepatitis B
• Human Papillomavirus (HPV)
• Inactive Poliovirus
• Influenza
• Measles, Mumps, Rubella (MMR)
• Meningococcal
• Pneumococcal (polysaccharide)
• Rotavirus
• Varicella
• Zoster

$0

N/A

OUTPATIENT VISITS (Office or Outpatient Facility)
Primary Care Cost-Share will be charged for Family Practice, General Internal Medicine and General
Pediatrics specialties. Specialty Care Cost Share will be charged for visits with all other medical
specialties. Frequency and Age Limits (if any) will be managed by Network Provider.
Benefit Type
Your Cost
Applies to OOP
Office Visits
Primary Office Visit Cost Share
Specialty Office Visit Cost Share
Allergy (applicable Office Visit Cost Share based on
provider type)
Office Visit Cost-Share
Injection as part of an office visit (Includes serum)
Injection only (administration and materials)
Testing
Biofeedback Services Includes Medical and Mental
Health Services.
Cardiac Rehab
Chemotherapy Services
Dialysis Services
Routine Nephrology visit
Non-routine Nephrology visit
Health Education
Includes classes for Self-Management of Asthma,
Diabetes, Coronary Disease, and other classes
House Calls
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$10
$10

Yes
Yes

$10
$0
$5
$10
$10

Yes
N/A
Yes
Yes
Yes

$10
$0

Yes
N/A

$0
$10
$0

N/A
Yes
N/A

$0

N/A

OUTPATIENT VISITS - continued
Primary Care Cost Share will be charged for Family Practice, General Internal Medicine and General Pediatrics specialties.
Specialty Care Cost Share will be charged for visits with all other medical specialties. Frequency and Age Limits (if any) will
be managed by Network Provider.

Benefit Type
Infusion Services
Requires skilled or medical administration.
Injection only (materials and administration)
Injections and Immunizations
Non-routine including immunizations for travel
Injection only (materials and administration)
Nutrition Visits
Radiation Therapy
Respiratory/Pulmonary Therapy

Your Cost

Applies to
OOP

$0

N/A

$0
$10
$0
$10

N/A
Yes
N/A
Yes

Your Cost

Applies to
OOP

$0

N/A

$0

N/A

$0

N/A

$25

Yes

$10

Yes

$10

Yes

HOSPITAL / SURGERY CHARGES
Benefit Type
Inpatient Hospital
Includes room and board for private and semi-private
rooms; Intensive Care Unit / Cardiac Care Unit, Acute
Rehab, Inpatient Professional Services, Medically
Necessary Private Duty Nursing, Ancillary Services, and
Supplies.
Per admission
Ambulance
Emergency Ambulance
Includes Ground and Air Ambulance
Scheduled Ambulance
No member Cost Share for hospital to hospital
repatriation.
Ambulance destinations includes:
• Home to hospital & return
• Home to skilled nursing facility
• Hospital to skilled nursing facility
• Skilled nursing facility to hospital
• Skilled nursing facility to home
• Home to doctor’s office
• Hospital to hospital
• Skilled nursing facility to dialysis center and
return
Emergency Services
Coverage for Accident and Illness. Copay waived if
admitted.
Urgent and After Hours Care
Urgent Care and After-Hours settings
Outpatient Surgery
Performed in Outpatient Hospital or Ambulatory Surgery
Center.
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HOSPITAL / SURGERY CHARGES - continued
Benefit Type

Your Cost

Applies to OOP

Abortion
Includes Elective, Medically Necessary and Rape/Incest
procedures:
$10
Yes
• Office Visit
$10
Yes
• Outpatient Surgery
$0
N/A
• Inpatient Hospital
Bariatric Surgery
$10
Yes
• Office Visit
$10
Yes
• Outpatient Surgery
$0
N/A
• Inpatient Hospital
Travel and Lodging for Bariatric Surgery
Includes coverage for recipient and companion/parent for transportation and lodging. Must travel
more than 50 miles away from your home for surgery. Daily expenses for transportation and lodging
are not covered.
Transportation Limits
Coverage includes one pre-surgical visit, actual surgery
and initial post-surgical follow-up visit for patient
(maximum 3 trips); actual surgery and initial post-surgical
follow-up visit for companion (maximum 2 trips).
Maximum of $130 for each round trip.
Lodging Limits
Coverage includes one hotel room, double occupancy for
patient/companion, up to 2 days per trip for one presurgical visit and post-surgical follow-up visit; one hotel
room, double occupancy, for companion, up to 4 days,
for patient surgery. Up to$100 per day.
Reconstructive Surgery
Includes procedures to improve function and change
appearance for conditions due to disease, trauma,
congenital/developmental anomalies, post-mastectomy
(to produce symmetrical appearance only) and Medically
Necessary surgery:
• Office Visit
• Outpatient Surgery
• Inpatient Hospital
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N/A

N/A

$10
$10
$0

Yes
Yes
N/A

HOSPITAL / SURGERY CHARGES - continued
Benefit Type

Your Cost

Sexual Reassignment Surgery (SRS)
Inpatient, Outpatient hospital or Ambulatory Surgery
Center Copay
Benefit Lifetime Maximum, includes Surgery, Travel and
Lodging

Same as any other
Service

Applies to
OOP

Yes

Coverage:
•

Genital Surgery Male to Female

Yes

•

Non-Genital Surgery Male to Female

No

•

Cosmetic Surgery Male to Female

No

•
•

Genital Surgery Female to Male
Non-Genital Surgery Female to Male

•

Cosmetic Surgery Female to Male

Yes
Yes
No

•

Electrolysis or laser hair removal of skin graft for
genital surgery

No

•

Other electrolysis or laser hair removal

No

Vaniqa
Voice therapy lessons
Sperm procurement and storage in anticipation
of future infertility
• Gamete preservation and storage in anticipation
of future infertility
• Cryopreservation of fertilized embryos in
anticipation of future infertility
Sexual Reassignment Surgery Travel and Lodging
• Travel and Lodging for SRS
• Referrals outside Service Area but in US
• Referrals outside US
• Referrals in Service Area
• Transportation
• Meals
• Lodging

No

•
•
•
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No
No
No
No

Yes

N/A

HOSPITAL / SURGERY CHARGES - continued
Benefit Type

Your Cost

Applies to
OOP

$10
$10
$0

Yes
Yes
N/A

Organ Transplants

Includes organ acquisition, diagnostic
testing for donor and recipient

Office Visit
Outpatient Surgery
Inpatient Hospital
Covered Transplants:
• Bone Marrow
• Cornea
• Heart/Lung
• Heart
• Kidney
• Liver
• Lung
• Pancreas
• Pancreas after Kidney alone
• Simultaneous Kidney & Pancreas
• Small Bowel
• Small Bowel and Liver
Benefit Maximum: None
Benefit Lifetime Maximum: None
Travel and Lodging for Organ Transplants

Includes coverage for recipient, care-giver and donor for
transportation, lodging and daily expenses. Daily expenses include incidental expenses such as meals and does not include
personal expenses.

Transportation Limits: None
Lodging Limits: None
Daily Expense Limits: Reimbursement up to $50 per day per person

MATERNITY
Benefit Type
Routine Pre-Natal and Post-Partum Care
Visit to confirm pregnancy
Pre-natal and first post-partum visit
Hospital Inpatient Includes contracted Birthing Center
Per admission
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Your Cost

Applies
to OOP

$10
$0

Yes
N/A

$0

N/A

DIAGNOSTIC TESTS & PROCEDURES
Preventive lab and Xray screenings not specifically listed under the Preventive Screenings section
are treated the same as lab and Xray Services in this section.
Benefit Type
Your Cost
Applies
to OOP
Diagnostic Lab & Xray
$0
N/A
High Tech/Advanced Radiology - CT, MRI, Nuclear
$0
N/A
Medicine and PET

INFERTILITY SERVICES
Includes diagnosis and treatment of Infertility. Covered treatments include Artificial Insemination and
Surgery. Gamete Intra-Fallopian Transfer, In Vitro Fertilization and Zygote Intrafallopian Transfer are
not covered.
Benefit Type
Your Cost
Applies
to OOP
Hospital Charges
50%
Per admission
No
Office Visit
50%
No
Diagnostic Lab & Xray
50%
No
Outpatient hospital or Ambulatory Surgery Center
50%
No

MENTAL HEALTH & CHEMICAL DEPENDENCY SERVICES
Benefit Type
Mental Health – Inpatient
Per admission
Partial Hospitalization
Per episode
Mental Health – Intensive Outpatient
Includes all Services provided during the day
Mental Health – Outpatient
Individual Visit Cost Share
Group Visit Cost Share
Treatment of Autism Spectrum Disorders
Applied Behavior Analysis (ABA).

Your Cost

Applies
to OOP

$0

N/A

$0
$0

N/A
N/A

$10
$5

Yes
Yes

$10

Yes

$0

N/A

$0
$5 per day

N/A
Yes

$5 per day

Yes

$10
$5 per day

Yes
Yes

Note: There must be a diagnosis of ASD in order for benefits to apply

Value Options
(members also have benefit through Value Options)
Treatment of Autism Spectrum Disorders
Applied Behavior Analysis (ABA).
Substance Abuse – Inpatient
Detox covered under Medical benefits.

Per admission
Substance Abuse – Partial Hospitalization
Substance Abuse – Intensive Outpatient
Includes all Services provided during the day.
Substance Abuse – Outpatient
Individual Visit Cost Share
Group Visit Cost Share
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PHYSICAL, OCCUPATIONAL & SPEECH THERAPIES – Outpatient
Cost share for therapies is applied on a 'per day' basis and visit counts on a 'per visit' basis.

Benefit Type
Physical Therapy
Visit maximum: Unlimited
Occupational Therapy
Visit maximum: Unlimited
Speech Therapy
Visit maximum: Unlimited
Treatment of Autism Spectrum Disorders

Your Cost

Applies
to OOP

$10

Yes

$10

Yes

$10

Yes

$10

Yes

$10

Yes

$10

Yes

Your Cost

Applies
to OOP
No

Note: There must be a diagnosis of ASD in order for benefit to apply

Physical Therapy
Visit maximum: Unlimited
Occupational Therapy
Visit maximum: Unlimited
Speech Therapy
Visit maximum: Unlimited

SKILLED CARE
Benefit Type
Home Health Care: Includes Nurse visits (2 hrs), Aide visits (4

$0

hours), therapy visits and supplies.

Visit maximum: 3 visits per day 100 visits per calendar
year
Home Infusion: Includes Infusions and Supplies
Hospice
Respite Care limits: Up to five consecutive days for each
approved admission
Skilled Nursing Facility
Per admission
Day maximum: 100 days per benefit period
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N/A
$0
$0

N/A
N/A
N/A

$0

N/A
N/A

OTHER SERVICES
Benefit Type
Chiropractic Care

Acupuncture (provided for the treatment of
nausea or as part of a multidisciplinary pain
management program for the treatment of chronic
pain)

Your Cost

Applies
to OOP

Medically Necessary
Visits: Self-Referred
through American
Specialty Health (ASH)
Network: $10
Medically Necessary
Visits: Self-Referred
through American
Specialty Health (ASH)
Network: $10

Yes

Yes

Medical Dental Care

Includes Preparation of the Jaw for
Radiation Treatment, Dental Anesthesia under certain circumstances,
medical and surgical treatment of TMJ.

•
•
•

Office Visit
Outpatient Surgery
Inpatient Hospital

Accidental Injury to Teeth Repair of sound and natural teeth

$10
$10
$0
Not Covered

Yes
Yes
N/A
N/A

directly related to an accidental injury.

Durable Medical Equipment
Prosthetics and Orthotics Includes medically necessary

$0
$0

N/A
N/A

$0

N/A

20%
One Hearing Aid per ear
every three years

Yes

Not Covered

N/A

eyewear for diagnoses of aniridia and aphakia; colostomy/ostomy and
urological supplies.

Special Oral Foods Amino acid modified products and
elemental dietary enteral formula

Hearing Aid Services and Cochlear Ear Implants

Vision Hardware – Frames and Eyeglass Lenses
Contact Lenses
Vision Hardware – Medically Necessary Contact
Lenses
Covered for the treatment of aniridia and aphakia
Contact lens limits for treatment of Aniridia
2 sets of lenses every 12 months
Contact lens limits for treatment of Aphakia
6 contact lenses per eye per calendar year for children
from birth through age 9

14

$0
N/A
N/A

OUTPATIENT PRESCRIPTION DRUGS
Must be obtained from KP medical center pharmacies unless otherwise specified

Benefit Type

Retail Drugs
Mail Order Drugs
Blood and Blood Products
Contraceptive Devices
Diabetic Coverage
- Oral Medications and Insulin
- Diabetic testing supplies (meters, test strips)
- Diabetic administration devices (syringes)
Emergency Contraception
- Age 17 and over with or without RX
- Under age 17 with RX
Infertility Drug Coverage
Sexual Dysfunction
Limit: 8 doses, 30 days
Weight Loss
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Your Cost

Applies
to Plan
OOP

$10 up to 100 days
$10 up to 100 days
$0
$10

No
No
N/A
No

$10
$0
$10

No
N/A
No

$0
$0
50%

N/A
N/A
No

50%
$10 up to 100 days

No
No

Definitions
In this SPD, Participants and Dependents may be referred to as “you” or “your.” The
following terms, when capitalized and used in any part of this SPD, mean:
Adverse Benefit
Benefit Determination: A denial, reduction, or termination of a benefit by
the Plan, or a failure of the Plan to provide or make payment (in whole or in part) for
a benefit, including for example, any denial, reduction, termination, or failure to
provide or make payment that is based on a determination of your, or your
beneficiary’s, eligibility to participate in the Plan or resulting from the application of
any utilization review; and a failure of the Plan to cover an item or service for which
benefits are otherwise provided because such item or service is determined to be
experimental or investigational or not Medically Necessary or appropriate.
Allowance: A dollar amount the EPO Plan will pay for benefits for a service during a
specified period of time. Amounts in excess of the Allowance are your responsibility
to pay and do not apply toward your Out-of-Pocket Maximum.
Authorization / Authorize: Medical Necessity approval obtained in advance which is
required for certain services to be Covered Services under the EPO Plan.
Authorization is not a guarantee of payment and will not result in payment for
services that do not meet the conditions for payment by the Plan.
Claims Administrator:
Administrator: The KPIC self-funded claims administrator. You can find the
Claims Administrator’s address in the “Legal and Administrative Information”
section and on your Kaiser Permanente ID card.
Clinically Stable: You are considered Clinically Stable when your treating physician
believes, within a reasonable medical probability and in accord with recognized
medical standards, that you are safe for discharge or transfer and that your
condition is not expected to get materially worse during, or as a result of, the
discharge or transfer.
COBRA: Consolidated Omnibus Budget Reconciliation Act of 1985. You and your
dependents qualify for COBRA coverage if you or your dependents lose PG&Esponsored health care coverage due to:
• Termination of your employment (for any reason other than gross misconduct)
• A reduction in work hours
• A change in your employment status from full-time to part-time
• Your death while enrolled as a plan participant
• Divorce or legal separation from your opposite-sex spouse
• Loss of eligibility by your child
16

PG&E extends the same type of coverage rights to same-sex spouses, registered
domestic partners, and their children that they extend to qualified beneficiaries
under COBRA. Qualifying events to obtain this COBRA-like coverage are the same
for registered domestic partners and same-sex spouses as for opposite-sex spouses.
Coinsurance: A percentage of Eligible Charges that you must pay for certain Covered
Services as described in the “Schedule of Benefits” section.
Copayment: A specified dollar amount that you must pay for certain Covered
Services as described in the “Schedule of Benefits” section.
Cost Sharing/Share
Sharing/Share:
/Share: Copayments, Coinsurance and Deductibles.
Covered Service:
Service: Services that meet the requirements for coverage described in this
Summary Booklet.
Deductible: The amount you are required to pay for certain types of Covered
Services during a calendar year, before benefits will be paid.
Dependent: A person who is enrolled in the EPO Plan if the person’s relationship to
the Participant is the basis for eligibility. This SPD sometimes refers to a
Dependent or Participant as “you.”
Domestic Partners: To be eligible for domestic partner benefits, the domestic
partnership must be registered with a government entity (e.g., the City and County
of San Francisco), pursuant to state or local law authorizing such registrations. If
there is a loss of coverage under the Plan as a result of a qualifying event under
COBRA, a domestic partner may qualify for continuing benefits as any other covered
dependent (see “COBRA” in this “Definitions” section).
Durable Medical Equipment (DME): Durable Medical Equipment (DME) is a device
or instrument of a durable nature that meets all of the following requirements:
• It can withstand repeated use;
• It is primarily and customarily used to serve a medical purpose;
• It is generally not useful to a person in the absence of illness or injury; and
• It is appropriate for use in your home.
Eligible Charges:
Charges
• For Services provided by Kaiser Permanente, the charge in the relevant
Kaiser Foundation Health Plan's schedule of Kaiser Permanente charges for
Services provided to participants
• For Services that EPO Providers (other than Kaiser Permanente) provide
under a contract with Kaiser Permanente, the amount that the provider has
agreed to accept as payment in full under that contract
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•

•

For items obtained at a pharmacy owned and operated by Kaiser
Permanente, the amount the pharmacy would charge you for the item if your
benefits did not cover the item
For all other Services, the amounts that the Plan pays for the Services or, if
the Plan subtracts Cost Sharing from its payment, the amount the Plan
would have paid if it did not subtract Cost Sharing

Emergency Services: All of the following with respect to an Emergency Medical
Condition:
• A medical screening examination (as required under the Emergency Medical
Treatment and Active Labor Act) that is within the capability of the
emergency department of a hospital, including ancillary services routinely
available to the emergency department to evaluate the Emergency Medical
Condition
• Within the capabilities of the staff and facilities available at the hospital, the
further medical examination and treatment that the Emergency Medical
Treatment and Active Labor Act requires to Stabilize the patient
Emergency Medical Condition: A medical or psychiatric condition manifesting itself
by acute symptoms of sufficient severity (including severe pain) such that a prudent
layperson, who possesses an average knowledge of health and medicine, could
reasonably expect the absence of immediate medical attention to result in any of
the following:
Placing the person’s health (or, with respect to a pregnant woman, the health of the
woman or her unborn child) in serious jeopardy
• Serious impairment to bodily functions
• Serious dysfunction of any bodily organ or part
EPO Facility: Any facility listed in your welcome materials or on kp.org. Note:
Facilities are subject to change at any time. For the current locations, call Customer
Service.
EPO Hospital: A licensed hospital owned and operated by Kaiser Foundation
Hospitals or another hospital which contracts with Kaiser Foundation Hospitals to
provide Covered Services.
EPO Pharmacy:
Pharmacy: A pharmacy owned and operated by Kaiser Permanente, or another
pharmacy that Kaiser Permanente designates.
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EPO Physician: A licensed physician who is a partner, shareholder, or employee of
the Medical Group, or another licensed physician who contracts with the Medical
Group to provide Covered Services.
EPO Provider: A Hospital, Physician, Pharmacy, Skilled Nursing Facility, Medical
Group, or any other health care provider under contract with Kaiser Permanente to
provide Covered Services. EPO Providers are subject to change at any time without
notice. For current locations of EPO Facilities please call Customer Service at the
number listed in the “Customer Service Phone Numbers” section. To find a Kaiser
Pharmacy visit kp.org select the Locate Our Services tab, select your region, and
then select the Facilities tab.
EPO Skilled Nursing Facility: A licensed facility that provides inpatient skilled
nursing care, rehabilitation services, or other related health services that contracts
with Kaiser Permanente to provide Covered Services. The facility’s primary business
is the provision of 24-hour-a-day skilled nursing care. The term “Skilled Nursing
Facility” does not include convalescent nursing homes, rest facilities, or facilities for
the aged, if those facilities furnish primarily custodial care, including training in
routines of daily living. A “Skilled Nursing Facility” may also be a unit or section
within another facility as long as it continues to meet the definition.
ERISA: The Employee Retirement Income Security Act of 1974, as amended.
Family: A Participant and all of his or her Dependents.
Hearing Aid:
Aid An electronic device you wear for the purpose of amplifying sound and
assisting the physiologic process of hearing, including an ear mold if necessary.
HIPAA: Health Insurance Portability and Accountability Act, as amended.
Hospice: A specialized form of interdisciplinary health care designed to provide
palliative care and to alleviate the physical, emotional, and spiritual discomforts you
may experience during the last phases of life due to a terminal illness. It also
provides support to your primary caregiver and your family.
Kaiser Permanente: A network of Providers that operate through eight Regions,
each of which has a Kaiser Service Area. For each Kaiser Permanente Region,
Kaiser Permanente consists of Kaiser Foundation Hospitals (a California nonprofit
corporation) and the Medical Group for that Region:
• Kaiser Foundation Health Plan, Inc., for the Northern California Region, the
Southern California Region, and the Hawaii Region
• Kaiser Foundation Health Plan of Colorado for the Colorado Region
• Kaiser Foundation Health Plan of Georgia, Inc., for the Georgia Region
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•
•

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., for the
Mid-Atlantic States Region
Kaiser Foundation Health Plan of the Northwest for the Northwest Region

KPIC: Kaiser Permanente Insurance Company, which provides claims
administrative services for the EPO Plan.
Medical Group:
Group The following Kaiser Permanente Regions:
• The Permanente Medical Group for the Northern California Region
• The Southern California Permanente Medical Group for the Southern
California Region
• Colorado Permanente Medical Group, P.C., for the Colorado Region
• The Southeast Permanente Medical Group, Inc., for the Georgia Region
• Hawaii Permanente Medical Group, Inc., for the Hawaii Region
• Mid-Atlantic Permanente Medical Group, P.C., for the Mid-Atlantic States
Region
• Northwest Permanente, P.C., Physicians & Surgeons, for the Northwest
Region
Medically Necessary: A Service is Medically Necessary if, in the judgment of the
Claims Administrator, it meets all of the following requirements:
• It is required for the prevention, diagnosis, or treatment of your medical
condition
• Omission of the Service would adversely affect your condition
• It is provided in the least costly medically appropriate setting
• It is in accord with generally accepted professional standards of practice that
is consistent with a standard of care in the medical community.
Medicare:
Medicare: A federal health insurance program for people age 65 and older, certain
people with disabilities or end-stage renal disease (ESRD).
NonNon-EPO Provider or OutOut-ofof-Area Provider: Any provider that is not an EPO Provider.
OutOut-ofof-Pocket Maximum (OOP):
(OOP): The maximum dollar amount you can be required to
pay for certain Covered Services you receive during a calendar year. This amount
includes Cost Sharing amounts.
OutOut-ofof-Area Urgent Care: Medically Necessary Services to prevent serious
deterioration of your (or your unborn child's) health resulting from an unforeseen
illness, unforeseen injury, or unforeseen complication of an existing condition
(including pregnancy) if all of the following are true:
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• You are temporarily outside the Kaiser Service Area
• You reasonably believed that your (or your unborn child's) health would
seriously deteriorate if you delayed treatment until you returned to the
Kaiser Service Area.
Participant: A person who is enrolled in the EPO Plan if that person is eligible in his
own right and not because of his or her relationship to someone else. This
Summary Booklet sometimes refers to a Dependent or Participant as “you.”
Plan: The Pacific Gas and Electric Company Health Care Plan for Active Employees
and/or The Pacific Gas and Electric Company Health Care Plan for Retirees and
Surviving Dependents, depending on which such plan a Participant is receiving
benefits under.
Plan Sponsor: Pacific Gas and Electric Company.
PostPost-Stabilization Care:
Care Medically Necessary Services related to your Emergency
Medical Condition that you receive after your treating physician determines that
your condition is Clinically Stable.
Primary Care: Care provided by an EPO Provider who specializes in internal
medicine.
Prior Authorization: Medical Necessity approval obtained in advance which is
required for certain services to be Covered Services under the EPO Plan.
Authorization is not a guarantee of payment and will not result in payment for
services that do not meet the conditions for payment by the EPO Plan as
determined by the Claims Administrator.
Prosthetics and Orthotics: An external prosthetic device is a device that is located
outside of the body which replaces all or a portion of a body part or that replaces all
or portion of the function of a permanently inoperative or malfunctioning body part.
Internally implanted prosthetic devices are devices placed inside the body through a
surgical incision which replaces all or a portion of a body part or that replaces all or
portion of the function of a permanently inoperative or malfunctioning body part
Orthotics are rigid or semi-rigid external devices that are used for the purpose of
supporting a weak or deformed body part, improving the function of moveable parts
or for restricting or eliminating motion in a diseased or injured part of the body.
Reconstructive Surgery: Surgery to improve function and under certain conditions,
to restore normal appearance after significant disfigurement.
Region: A geographic area serviced by Kaiser Permanente.. See “Kaiser
Permanente” in this “Definitions” section.
Services: Healthcare, including mental health care, services and items.
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Kaiser Service Area: A smaller geographic area (county or portion of a county) of a
Kaiser Permanente Region (see “Kaiser Service Area Eligibility Requirement” for
further details).
SPD: The Summary Plan Description document.
Specialty Care: Care provided by an EPO Provider who provides Services other than
Primary Care Services.
Spouse: Your legal husband or wife, including same-sex spouses for marriages
performed in any state or jurisdiction allowing same-sex marriage.
Stabilize: To provide the medical treatment of the Emergency Medical Condition
that is necessary to assure, within reasonable medical probability that no material
deterioration of the condition is likely to result from or occur during the transfer of
the person from the facility. With respect to a pregnant woman who is having
contractions, when there is inadequate time to safely transfer her to another
hospital before delivery (or the transfer may pose a threat to the health or safety of
the woman or unborn child), “Stabilize” means to deliver (including the placenta).
Urgent Care: Medically Necessary Services for a condition that requires prompt
medical attention but is not an Emergency Medical Condition.
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Eligibility Requirements
Plan eligibility requirements
You must meet the Plan’s eligibility requirements as contained in the applicable
Plan documents. The Plan documents, the Summary of Benefits SPD and the
Summaries of Material Modifications, including enrollment brochures designated as
Summaries of Material Modifications collectively constitute the official plan
document for the Pacific Gas and Electric Company Health Care Plan for Active
Employees and The Pacific Gas and Electric Company Health Care Plan for Retirees
and Surviving Dependents, respectively.

Kaiser Service Area eligibility requirement
To be eligible to enroll in the Kaiser EPO Plan your home zip code must be in its
Kaiser Service Area. Membership may not be available throughout an entire county;
precise Kaiser Service Areas are specified by home zip code. Because of the
ongoing nature of service territory changes, verify the Kaiser Service Area and
provider availability with Member Services.
Note: Dependent children covered under the Plan who are residing away from home
(for example, while attending school) will receive benefits in accordance with the
provisions of the Plan. You and any covered dependents outside the Kaiser Service
Area may receive Urgent and Emergent care; see the Emergency, Post-Stabilization,
and Out-of-Area Urgent Care You Receive from Non-EPO Providers section for more
information.

Extended Benefits When Coverage Ends
Hospitalization
Hospitalizat
ion
If you or a covered dependent is hospitalized at the time coverage ends, the Health
Account EPO Plans will continue benefits for the same illness until the earlier of
the following events:
• You or your covered dependent has recovered sufficiently to be discharged
from the hospital by your doctor; or
• The maximum plan benefits have been paid.

Disability
If you or a covered dependent is “totally disabled” when your coverage ends, the
HAP EPO Plans will continue benefits for treatment of the disabling condition for up
to 12 months. For purposes of the HAP, in the case of an employee, “totally
disabled” means you are unable to perform the tasks of any employment or
soccupation for which you are qualified. In the case of a dependent, “totally
disabled” means being unable to perform all the regular and customary activities
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for a person of that age.
Benefits will end before the 12‑month period if you or your dependent:
• cease to be totally disabled;
• fail to furnish satisfactory proof of continuing disability as required by the
plan; receive maximum benefits from the plan; or
• become covered for the disabling condition under any other group health
plan.
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How to Obtain Services
As a Participant or Dependent, you must receive all Covered Services from EPO
Providers inside the Kaiser Service Area, except where specifically noted to the
contrary in the “Emergency, Post-Stabilization, and Out-of-Area Urgent Care You
Receive from Non–EPO Providers” section.
The Kaiser Permanente medical care program gives you access to all of the Covered
Services you may need, such as routine care with your own personal EPO Physician,
hospital care, laboratory and pharmacy Services, Emergency Services, Urgent Care,
and other benefits described in the "Benefits and Cost Sharing” section.

Routine Care
Routine appointments are for medical needs that are not urgent, such as routine
preventive care. Try to make your routine care appointments as far in advance as
possible.

Urgent Care
You may need Urgent Care if you have an illness or injury that requires prompt
medical attention but is not an Emergency Medical Condition. If you think you may
need Urgent Care, call the Urgent Care or advice nurse telephone number (see the
“Customer Service Phone Numbers” section or your welcome materials. Note:
Urgent Care received in a Kaiser Permanente Region from a Non-EPO emergency
department is not covered.
For information about Urgent Care outside the Kaiser Service Area, please refer to
the "Emergency, Post-Stabilization, and Out-of-Area Urgent Care You Receive from
Non–EPO Providers" section.

Advice Nurses
Sometimes it's difficult to know what type of care you need. That's why Kaiser
Permanente has telephone advice nurses available to assist you. These advice
nurses can help assess medical symptoms and provide advice over the phone,
when medically appropriate. They can often answer questions about a minor
concern, tell you what to do if an EPO Provider is closed, or advise you about what to
do next, including making a same-day appointment for you if it's medically
appropriate. To reach an advice nurse, please call the advice nurse phone number
listed in the “Customer Service Phone Numbers” section.

Your Personal Kaiser EPO Physician
Personal EPO Physicians provide Primary Care and play an important role in
coordinating care, including hospital stays and referrals to specialists. For the
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current list of physicians who are available as personal EPO Physicians, and to find
out how to select a personal EPO Physician, please call customer service at the
number listed in the “Customer Service Phone Numbers” section. You can change
your personal EPO Physician for any reason.

Referrals
You are required to obtain a referral from your personal physician prior to receiving
specialty care services under the EPO Plan. If you receive specialty care services for
which you did not obtain a referral, you will be responsible for all the charges
associated with those services.

Self Referrals
You do not need a referral or prior authorization to receive care from any of the
following:
• Your personal EPO Physician
• Generalists in internal medicine, pediatrics, and family practice
• Specialists in optometry, psychiatry, substance abuse
• Female Members do not need a referral or prior authorization in order
to obtain access to obstetrical or gynecological care from an EPO
Provider who specializes in obstetrics or gynecology
Although a referral or prior authorization is not required to receive care from these
providers, the provider may have to get prior authorization for certain Services.
Additionally some regions allow self-referral to certain specialties.

Prior Authorizations
Certain Services require Prior Authorization in order for the EPO Plan to cover them.
The Services that require Prior authorization differ by Kaiser Permanente Region
and are listed by Region in the “Services that Require Prior Authorization” section.
Your EPO Physician will request Prior Authorization when it is required, except that
you must request Prior Authorization in order to receive covered Post-Stabilization
Care from Non-EPO Providers, as described in the “Emergency, Post-Stabilization,
and Out-of-Area Urgent Care You Receive from Non–EPO Providers” section.
Required Prior-Authorization List
• All inpatient and outpatient facility services (excluding emergencies)
• Office based rehabilitation: Occupational; Speech, and Physical
therapies.
• All services provided outside a Kaiser Permanente facility
• All services provided by non-network providers
• Drugs and Durable Medical Equipment not contained on the KP
formulary
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Second Opinions
Upon request and subject to payment of any applicable Copayments or
Coinsurance, you may obtain a second opinion from:
• An EPO Physician about any proposed Covered Services or
• A Non-EPO Provider with Prior Authorization.

Your Identification Card
Your Kaiser Permanente identification card (ID card) has a medical or health record
number on it, which you will need when you call for advice, make an appointment,
or go to a provider for Covered Services. When you get care, please bring your
Kaiser Permanente ID card and a photo ID. Your medical or health record number is
used to identify your medical records and coverage information. If you need to
replace your Kaiser Permanente ID card, please call customer service at the
number listed in the “Customer Service Phone Numbers” section.
Your ID card is for identification only. In order for the EPO Plan to cover Services,
you must be a current Participant or Dependent on the date you receive the
Services. Anyone who is not a Participant or Dependent will be billed for any
Services he or she receives, and the amount billed may be different from the
Eligible Charges for the Services.

Kaiser Service Areas
Participants must live in a Kaiser Service Area at the time of enrollment. You cannot
continue enrollment as a Participant if your home zip code is outside a Kaiser
Permanente Kaiser Service Area. Contact Kaiser Member services or visit kp.org for
the most current listing of in-Kaiser Service Area zip codes.

Receiving Care in Other Kaiser Permanente Regions
You will probably receive most Covered Services in the Kaiser Service Area of the
Kaiser Permanente Region where you live or work. If you are in the Kaiser Service
Area of another Kaiser Permanente Region, you may receive Covered Services from
EPO Providers in that Region, though Services that require a referral or Prior
Authorization may differ among Regions. For information about EPO Providers or
Covered Services in another Region, please call customer service for that Region at
the number listed in the “Customer Service Phone Numbers” section.

Getting Assistance
Kaiser Permanente wants you to be satisfied with the health care you receive. If you
have any questions or concerns about the care you are receiving, please discuss
them with your personal EPO Physician or with any other EPO Providers who are
treating you. They want to help you with your questions. You may also call customer
service at the number listed in the “Customer Service Phone Numbers” section.
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Interpreter Services
If you need interpreter services when you call or when you get Covered Services,
please let Kaiser Permanente know. Interpreter services are available 24 hours a
day, seven days a week, at no cost to you, at EPO Facilities. For more information,
please call customer service at the number listed in the “Customer Service Phone
Numbers” section.

EPO Facilities
At most EPO Facilities, you can usually receive all the Covered Services you need,
including specialty care, pharmacy, and lab work. You are not restricted to a
particular EPO Facility, and you are encouraged to use the EPO Facility that will be
most convenient for you:
• All EPO Hospitals provide inpatient Services and are open 24 hours a day,
seven days a week
• Emergency Services are available from EPO Hospital Emergency
Departments as described in your welcome materials (please refer to your
welcome materials or kp.org for Emergency Department locations in your
area)
• Same-day appointments are available at many locations (please refer to
your welcome materials or kp.org for Urgent Care locations in your area)
• Many EPO Facilities have evening and weekend appointments
• Many EPO Facilities have a customer services department (refer to your
welcome materials or kp.org for locations in your area)

Welcome Materials
EPO Facilities for your area are listed in greater detail in your welcome materials
and kp.org,
kp.org which describes the types of Covered Services that are available from
each EPO Facility in your area because some EPO Facilities provide only specific
types of Covered Services. It explains how to make appointments, lists hours of
operation, and includes a detailed telephone directory for appointments and advice.
Your welcome materials provide other important information, such as preventive
care guidelines. Your welcome materials are subject to change and are periodically
updated. You can get a copy by visiting the kp.org web site or by calling customer
service.
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Emergency, Post-Stabilization,
and Out-of-Area Urgent Care You
Receive from Non–EPO
Providers
This section explains how to obtain covered emergency, post-stabilization, and out
of area Urgent Care from non–EPO Providers. The Non–EPO Provider care
discussed in this section is not covered unless it meets both of the following
requirements:
• This "Emergency, Post-Stabilization, and Out-of-Area Urgent Care You
Receive from Non–EPO Providers" section says the care is covered
• The care would be covered if you received the care from an EPO Provider
For example, non-EPO Skilled Nursing Facility care is not covered as part of
Authorized Post-Stabilization Care unless both of the following are true:
• Kaiser Permanente Authorizes the care and the care meets the definition of
"Post-Stabilization Care"
• The care would be covered if you received the care from an EPO Skilled
Nursing Facility inside the Kaiser Service Area
You do not need to get Prior Authorization from Kaiser Permanente to get
Emergency Services or Urgent Care outside the Kaiser Service Area from non–EPO
Providers. However, you (or someone on your behalf) must get Prior Authorization
from Kaiser Permanente to get covered Post-Stabilization Care from Non–EPO
Providers.

Emergency Services
If you have an Emergency Medical Condition, call 911 (where available) or go to the
nearest hospital emergency department. You do not need prior authorization for
Emergency Services. When you have an Emergency Medical Condition, the EPO
Plan cover Emergency Services you receive from EPO Providers or Non-EPO
Providers anywhere in the world, as long as the Services would have been covered
under the “Sharing” section (subject to the “General Exclusions, General Limitations,
Coordination of Benefits, and Reductions” section) if you had received them from
EPO Providers.
Emergency Services are available from Hospital emergency departments 24 hours a
day, seven days a week.
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For ease and continuity of care, you are encouraged to go to an EPO Hospital
emergency department if you are inside the Kaiser Service Area, but only if it is
reasonable to do so, considering your condition or symptoms. If you have been
admitted to a Non-EPO Hospital, your stay will be covered if Kaiser Permanente is
notified within 24 hours or as soon as reasonably possible upon stabilization of your
condition.

Post-Stabilization Care
Post-Stabilization Care is Medically Necessary Services related to your Emergency
Medical Condition that you receive after your treating physician determines that
your Emergency Medical Condition is Clinically Stable. Post-Stabilization Care
received from a Non–EPO Provider, including inpatient care at a non–EPO Hospital,
is covered only if Kaiser Permanente provides Prior Authorization for the care.
To request prior authorization to receive Post-Stabilization Care from a Non–EPO
Provider, you (or someone on your behalf) must call Kaiser Permanente toll free at
the telephone number on your Kaiser Permanente ID card before you receive the
care if it is reasonably possible to do so (otherwise, call as soon as reasonably
possible). A Kaiser Permanente representative will then discuss your condition with
the Non–EPO Provider. If Kaiser Permanente decides that you require PostStabilization Care and that this care would be covered if you received it from an EPO
Provider, they will Authorize your care from the Non–EPO Provider or arrange to
have an EPO Provider (or other designated provider) provide the care. If Kaiser
Permanente decides to have an EPO Hospital, EPO Skilled Nursing Facility, or
designated Non–EPO Provider provide your care, they may Authorize special
transportation services that are medically required to get you to the provider. If this
occurs, then those special transportation services will be covered, even if they would
not be covered under “Benefits and Cost Sharing” section if an EPO Provider had
provided them.
Be sure to ask the Non–EPO Provider to tell you what care (including any
transportation) Kaiser Permanente has Authorized, because unauthorized
Post-Stabilization Care or related transportation provided by Non–EPO Providers is
not covered.
Sometimes extraordinary circumstances can delay your ability to call Kaiser
Permanente to request Authorization for Post-Stabilization Care from a Non–EPO
Provider (for example, if you are unconscious, or if you are a young child without a
parent or guardian present). In these cases, you (or someone on your behalf) must
call Kaiser Permanente as soon as reasonably possible.
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Out-of-Area Urgent Care
If you need prompt medical care due to an unforeseen illness, unforeseen injury, or
unforeseen complication of an existing condition (including pregnancy), the EPO
Plan covers Medically Necessary Services that you receive from a Non–EPO Provider
outside the Kaiser Service Area to prevent serious deterioration of your (or your
unborn child's) health if all of the following are true:
• You receive the Services from Non–EPO Providers while you are temporarily
outside the Kaiser Service Area
• You reasonably believed that your (or your unborn child's) health would
seriously deteriorate if you delayed treatment until you returned to the Kaiser
Service Area

Services Not Covered Under this "Emergency, PostStabilization, and Out-of-Area Urgent Care You Receive
from Non–EPO Providers" Section
The following Services are not covered under this "Emergency, Post-Stabilization,
and Out-of-Area Urgent Care You Receive from Non–EPO Providers" section.
Provider care discussed in this section is not covered unless it meets both of the
following requirements:
• Services that are not Emergency Services, Post-Stabilization Care, or Urgent
Care that you receive outside the Kaiser Service Area, even if those Services
are related to your Emergency Medical Condition
• Emergency Services, Post-Stabilization Care, and Urgent Care that you
receive from EPO Providers

Payment and Reimbursement
If you receive Emergency Services, Post-Stabilization Care, or Urgent Care outside
the Kaiser Service Area from a Non–EPO Provider, you must pay the provider and
file a claim for reimbursement unless the provider agrees to bill the Claims
Administrator. To request payment or reimbursement, you must file a claim as
described in the "Claims and Appeals" section.

Cost Sharing
The Cost Sharing for Emergency Services, Post-Stabilization Care, and Urgent Care
outside the Kaiser Service Area that you receive from a Non–EPO Provider is the
Cost Sharing required for the same Services provided by an EPO Provider as
described in the "Schedule of Benefits" section. Your required Cost Sharing will be
subtracted from any payment made to you or the Non–EPO Provider.
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Benefits and Cost Sharing
The only Services that are covered under this EPO Plan are those that this “Benefits
and Cost Sharing” section says that are covered, subject to exclusions and
limitations described in this “Benefits and Cost Sharing” section and to all
provisions in the “General Exclusions, General Limitations, Coordination of Benefits,
and Reductions” section. Exclusions and limitations that apply only to a particular
benefit are described in this “Benefits and Cost Sharing” section. Exclusions,
limitations, coordination of benefits, and reductions that apply to all benefits are
described in the “General Exclusions, General Limitations, Coordination of Benefits,
and Reductions” section.
The Services described in this “Benefits and Cost Sharing” section are covered only
if all the following conditions are satisfied:
• You are a Participant or Dependent on the date that you receive the Services.
• An EPO Physician determines that the Services are Medically Necessary.
• The Services are provided, prescribed, Authorized, or directed by an EPO
Physician except where specifically noted to the contrary in the “Emergency,
Post-Stabilization, and Out-of-Area Urgent Care You Receive from Non–EPO
Providers” section or the “How to Obtain Services” section.
• You receive the Services from EPO Plan Providers inside the Kaiser Service
Area except where specifically noted to the contrary in the following sections
for the following Services:
o Authorized referrals as described under “Referrals” and “Self
Referrals” in the “How to Obtain Services” section
o Emergency Services, Post-Stabilization Care, and Out-of-Area Urgent
Care as described in the “Emergency, Post-Stabilization, and Out-ofArea Urgent Care You Receive from Non–EPO Providers” section
o Care received outside the Kaiser Service Area as described in the
“Kaiser Permanente Kaiser Service Areas
o Participants must live in a Kaiser Service Area at the time of
enrollment. You cannot continue enrollment as a Participant if your
home zip code is outside a Kaiser Permanente Kaiser Service Area.
Area.
Contact Kaiser Member services or visit kp.org for the most current
listing of inin-Kaiser Service Area zip codes.
o Receiving Care in Other Kaiser Permanente Regions” section.
o Emergency ambulance Service as described under “Benefits and Cost
Sharing” section

Cost Sharing Copayments and Coinsurance
The “Schedule of Benefits” describes the Cost Sharing you must pay for Covered
Services. Cost Sharing is due at the time you receive the Services, unless EPO
Providers agree to bill you. For items ordered in advance, you pay the Cost Sharing
32

in effect on the order date (although the item will not be covered unless you still
have coverage for it on the date you receive it). Copayments are applied per
provider, per day. Unless specified otherwise, when services can be provided in
different settings, the cost sharing is applied according to the place of service in
which the care is delivered and according to the type of provider providing the
service. For example: if the service is provided during a hospital admission, the
Hospital Inpatient Services Cost Share is applied. If the same service is performed
in an office setting by a specialist, the specialty care office visit cost share is
applied.

Benefit Maximums and Benefit Limits
The “Schedule of Benefits” describes dollar limits, Benefit Lifetime Maximums,
Maximum Benefit Allowance and any day, visit or quantity limits applicable to
Covered Services.

Ambulance Services Emergency
The EPO Plan covers Services of a licensed ambulance anywhere in the world
without Prior Authorization (including transportation through the 911 emergency
response system where available) if one of the following is true:
• You reasonably believe that you have an Emergency Medical Condition and
you reasonably believe that your condition requires the clinical support of
ambulance transport services
• Your treating physician determines that you must be transported to another
facility because your Emergency Medical Condition is not Stabilized and the
care you need is not available at the treating facility
If you receive emergency ambulance Services that are not ordered by an EPO
Provider, you must pay the provider and file a claim for reimbursement unless the
provider agrees to bill us.
Non-emergency
Inside the Kaiser Service Area, the EPO Plan covers nonemergency ambulance and
psychiatric transport van Services if an EPO Physician determines that your
condition requires the use of Services that only a licensed ambulance (or psychiatric
transport van) can provide and that the use of other means of transportation would
endanger your health. These Services are covered only when the vehicle transports
you to or from Covered Services.
The following destinations are covered when medically necessary:
• Home to hospital and return
• Home to skilled nursing facility
• Hospital to skilled nursing facility
• Skilled nursing facility to hospital
• Skilled nursing facility to home
• Home to doctor’s office
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•
•

Hospital to hospital
Skilled nursing facility to dialysis center and return

Ambulance Services exclusion
Transportation by car, taxi, bus, gurney van, wheelchair van, and any other type of
transportation (other than a licensed ambulance or psychiatric transport van) is not
covered, even if it is the only way to travel to a facility.

Preventive Care Services
The EPO Plan covers a variety of preventive care Services, which are Services that
do one or more of the following:
• Protect against disease, such as in the use of immunizations
• Promote health, such as counseling on tobacco use
• Detect disease in its earliest stages before noticeable symptoms develop,
such as screening for breast cancer
This “Preventive Care Services” section lists examples of preventive care Services,
but it does not explain coverage. For example, the EPO Plan covers a preventive
care Service that is an outpatient laboratory Service only if it is covered as described
under the “Outpatient Imaging, Laboratory, and Special Procedures” section, subject
to the “Exclusions, Limitations, Coordination of Benefits, and Reductions” section.
The following preventive care Services are provided as described in other parts of
this “Benefits and Cost Sharing” section and all provisions in the “Exclusions,
Limitations, Coordination of Benefits, and Reductions” section:
• Eye exams for refraction and preventive vision screenings
• Family planning counseling and programs
• Flexible sigmoidoscopies
• Health education counseling and programs
• Hearing exams and screenings
• Immunizations (including vaccines) administered in an EPO Plan Medical
Office
• Preventive counseling, such as STD prevention counseling
• Routine preventive imaging services, including the following:
o abdominal aortic aneurysm screening
o bone density scans
o mammograms
o ultrasounds
• Routine physical maintenance exams, including well–woman exams
• Routine preventive retinal photography screenings
• Scheduled prenatal care exams and first postpartum follow-up consultation
and exam
• Tuberculosis tests
• Well-child preventive care exams (0–23 months)
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The following laboratory tests:
o routine preventive laboratory tests, such as cervical cancer screenings
o cholesterol tests (lipid panel and profile)
o diabetes screening (fasting blood glucose tests)
o fecal occult blood tests
o HIV tests
o prostate specific antigen tests
o certain sexually transmitted disease (STD) tests

If you receive both preventive and non-preventive Services in the same visit, you
may have to pay separate Cost Sharing amounts for each Service received during
that visit. For example, if you go in for a preventive exam, and your physician
diagnoses you with an infection, you may have to pay separate Cost Sharing
amounts for both the preventive exam and for the Services performed to diagnose a
condition.

Outpatient Care
The EPO Plan covers the following outpatient care subject to the Cost Sharing
indicated:
• Most primary and specialty care consultations and exams
• Routine physical maintenance exams, including well–woman exams
• Well-child preventive exams for Participants through age 23 months
• Family planning counseling, or to obtain internally implanted time-release
contraceptives or intrauterine devices (IUDs) prescribed in accord with the
drug formulary guidelines
• After confirmation of pregnancy, the normal series of regularly scheduled
preventive care prenatal care exams and the first postpartum follow-up
consultation and exam
• Alcohol and substance abuse interventions
• Developmental screenings to diagnose and assess potential developmental
delays
• Immunizations (including vaccines) administered to you in an EPO Plan
Medical Office
• Flexible sigmoidoscopies
• Allergy injections (including allergy serum)
• Outpatient surgery and other outpatient procedures
• Voluntary termination of pregnancy
• Physical, occupational, and speech therapy
• Physical, occupational, and speech therapy provided in an organized,
multidisciplinary rehabilitation day treatment program
• Urgent Care consultations and exams
• Emergency Department visits. The Emergency Department Copayment does
not apply if you are admitted directly to the hospital as an inpatient for
covered Services, or if you are admitted for observation and are then
admitted directly to the hospital as an inpatient for covered Services (for
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•

•

•
•

•

inpatient care, please refer to “Hospital Inpatient Care” in this “Benefits and
Cost Sharing” section). However, the Emergency Department Copayment
does apply if you are admitted for observation but are not admitted as an
inpatient
House calls by an EPO Physician (or an EPO Provider who is a registered
nurse) inside the Kaiser Service Area when care can best be provided in your
home as determined by an EPO Physician
Acupuncture Services provided for the treatment of nausea or as part of a
multidisciplinary pain management program for the treatment of chronic
pain
Blood, blood products, and their administration
Administered drugs (drugs, injectables, radioactive materials used for
therapeutic purposes, and allergy test and treatment materials) prescribed in
accord with the drug formulary guidelines, if administration or observation by
medical personnel is required and they are administered to you in an EPO
Medical Office or during home visits
Some types of outpatient consultations and exams may be available as
group appointments

The following types of outpatient Services are covered only as described under
these headings in this "Benefits and Cost Sharing" section:
• Acupuncture
• Bariatric Surgery
• Substance Abuse Services
• Dental and Orthodontic Services
• Dialysis Care
• Durable Medical Equipment for Home Use
• Health Education
• Hearing Services
• Home Health Care
• Hospice Care
• Infertility Services
• Mental Health Services
• Ostomy and Urological Supplies
• Outpatient Imaging, Laboratory, and Special Procedures
• Outpatient Prescription Drugs, Supplies, and Supplements
• Prosthetic and Orthotic Devices
• Reconstructive Surgery
• Services Associated with Clinical Trials
• Transplant Services
• Vision Services
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Hospital Inpatient Care
The EPO Plan- covers the following inpatient Services in an EPO Hospital, when the
Services are generally and customarily provided by acute care general hospitals
inside the Kaiser Service Area:
• Room and board, including a private room if Medically Necessary
• Specialized care and critical care units
• General and special nursing care
• Operating and recovery rooms
• Services of EPO Physicians, including consultation and treatment by
specialists
• Anesthesia
• Drugs prescribed in accord with the drug formulary guidelines (for discharge
drugs prescribed when you are released from the hospital, please refer to
"Outpatient Prescription Drugs, Supplies, and Supplements" in this "Benefits
and Cost Sharing" section)
• Radioactive materials used for therapeutic purposes
• Durable medical equipment and medical supplies
• Imaging, laboratory, and special procedures
• Blood, blood products, and their administration
• Obstetrical care and delivery (including cesarean section). Note: If you are
discharged within 48 hours after delivery (or within 96 hours if delivery is by
cesarean section), your EPO Physician may order a follow-up visit for you and
your newborn to take place within 48 hours after discharge (for visits after
you are released from the hospital, please refer to "Outpatient Care" in this
"Benefits and Cost Sharing" section)
• Physical, occupational, and speech therapy (including treatment in an
organized, multidisciplinary rehabilitation program)
• Respiratory therapy
• Medical social services and discharge planning
Services not covered under this "Hospital Inpatient Care" section
The following types of inpatient Services are covered only as described under the
following headings in this "Benefits and Cost Sharing" section:
• Bariatric Surgery
• Dental and Orthodontic Services
• Dialysis Care
• Hospice Care
• Infertility Services
• Mental Health Services
• Prosthetic and Orthotic Devices
• Reconstructive Surgery
• Services Associated with Clinical Trials
• Skilled Nursing Facility Care
• Substance Abuse Services
• Transplant Services
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Acupuncture
Provided for the treatment of nausea or as part of a multidisciplinary pain
management program for the treatment of chronic pain. Acupuncture services are
covered with a referral and if medically necessary.

Bariatric Surgery
The EPO Plan covers hospital inpatient care related to bariatric surgical procedures
(including room and board, imaging, laboratory, special procedures, and EPO
Physician Services) when performed to treat obesity by modification of the
gastrointestinal tract to reduce nutrient intake and absorption, if all of the following
requirements are met:
• You complete the approved pre-surgical educational preparatory program
regarding lifestyle changes necessary for long term bariatric surgery success
• An EPO Physician who is a specialist in bariatric care determines that the
surgery is Medically Necessary For Covered Services related to bariatric
surgical procedures that you receive; you will pay the Cost Sharing you would
pay if the Services were not related to a bariatric surgical procedure.
If you live 50 miles or more from the facility to which you are referred for a covered
bariatric surgery, the EPO Plan will reimburse you for certain travel and lodging
expenses if you receive Prior Authorization in writing and send the Claims
Administrator adequate documentation including receipts. The EPO Plan will not,
however, reimburse you for any travel or lodging expenses if you were offered a
referral to a facility that is less than 50 miles from your home.
The EPO Plan will reimburse Authorized and documented travel and lodging
expenses for EPO plan approved and Authorized procedures.
Services not covered under this “Bariatric Surgery” section
Coverage for the following Services is described under these headings in this
“Benefits and Cost Sharing” section:
• Outpatient prescription drugs (refer to "Outpatient Prescription Drugs,
Supplies, and Supplements")

Clinical Trials
In-Network and referred Non-Network Services for an Approved Clinical Trial are
covered for Qualified Individuals to the extent services identified in the “Schedule of
Benefits” are covered outside an Approved Clinical Trial.
“Qualified Individual” means an enrollee who is eligible to participate in an
Approved Clinical Trial according to the trial protocol with respect to treatment of
cancer or other life-threatening condition (a condition from which the likelihood of
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death is probable unless the course of the condition is interrupted), as determined
in one of the following ways:
• The referring provider is a Network provider who has made this determination.
• The patient provides medical and scientific information establishing this
determination.
“Approved Clinical Trial” means a phase I, phase II, phase III, or phase IV clinical
trial that is conducted in relation to the prevention, detection, or treatment of
cancer or other life-threatening condition and that meets one of the following
requirements:
• The study or investigation is approved or funded (which may include funding
through in-kind contributions) by at least one of the following:
o The National Institutes of Health.
o The Centers for Disease Control and Prevention.
o The Agency for Health Care Research and Quality.
o The Centers for Medicare & Medicaid Services.
o A cooperative group or center of any of the above entities or of the
Department of Defense or the Department of Veterans Affairs.
o A qualified non-governmental research entity identified in the guidelines
issued by the National Institutes of Health for center support grants.
o The Department of Veterans Affairs or the Department of Defense or the
Department of Energy, but only if the study or investigation has been
reviewed and approved though a system of peer review that the HHS
Secretary determines meets all of the following requirements:
 It is comparable to the National Institutes of Health system of peer
review of studies and investigations.
 It assures unbiased review of the highest scientific standards by
qualified people who have no interest in the outcome of the
review.
• The study or investigation is conducted under an investigational new drug
application reviewed by the Food and Drug Administration.
• The study or investigation is a drug trial that is exempt from having an
investigational new drug application.

Exclusions:
•
•
•

•

Non-Approved Clinical Trials
Investigational items or services.
Items and services that are provided solely for data collection and
analysis and that are not used in the direct clinical management of the
patient.
Services which are clearly inconsistent with widely accepted and
established standards of care for the patient’s diagnosis.
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Dental and Orthodontic Services
The EPO Plan does not cover most dental and orthodontic Services, but does cover
some dental and orthodontic Services as described in this "Dental and Orthodontic
Services" section.
Dental Services for radiation treatment
The EPO Plan covers dental evaluation, X-rays, fluoride treatment, and extractions
necessary to prepare your jaw for radiation therapy of cancer in your head or neck if
an EPO Physician provides the Services or if the Claims Administrator Authorizes a
referral to a dentist.
Dental anesthesia
For dental procedures, general anesthesia in a Network Hospital or ambulatory
surgery center and the Services associated with the anesthesia are covered if all of
the following are true:
• You are under age 7
• You are developmentally disabled, or your health is compromised
• You are not able to have dental care under local anesthesia due to a
neurological or medically compromising condition.
• You have sustained extensive facial or dental trauma
The EPO Plan does not cover any other Services related to the dental procedure,
such as the dentist's Services.
For covered dental anesthesia Services, you will pay the Cost Sharing that you
would pay for hospital inpatient care or outpatient surgery, depending on the
setting.
setting.
Dental and orthodontic Services for cleft palate.
The EPO Plan covers dental extractions, dental procedures necessary to prepare the
mouth for an extraction, and orthodontic Services, if they meet all of the following
requirements:
• The Services are an integral part of a reconstructive surgery for cleft palate
that the EPO Plan covered under "Reconstructive Surgery" in this "Benefits
and Cost Sharing" section
• An EPO Provider provides the Services or the Claims Administrator
Authorizes a referral to a Non-EPO Provider who is a dentist or orthodontist.
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Outpatient imaging, laboratory, and special procedures (refer to "Outpatient
Imaging, Laboratory, and Special Procedures")
• Outpatient administered drugs (refer to "Outpatient Care"), except that the
EPO Plan covers outpatient administered drugs under "Dental anesthesia" in
this "Dental and Orthodontic Services" section
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•

Outpatient prescription drugs (refer to "Outpatient Prescription Drugs,
Supplies, and Supplements")

Dialysis Care
The EPO Plan covers acute and chronic dialysis Services if all of the following
requirements are met:
• The Services are provided inside the Kaiser Service Area
• You satisfy all the EPO Plan’s medical criteria and the facility providing the
dialysis
• An EPO Physician provides a written referral for care at the facility. After you
receive appropriate training at a designated dialysis facility, the EPO Plan
also covers equipment and medical supplies required for home hemodialysis
and home peritoneal dialysis inside the Kaiser Service Area. Coverage is
limited to the standard item of equipment or supplies that adequately meets
your medical needs. Your EPO Provider and the Medical Group decide whether
to rent or purchase the equipment and supplies, and will select the vendor.
You must return the equipment and any unused supplies to us or pay the EPO Plan
the fair market price of the equipment and any unused supply when the EPO Plan is
no longer covering them.
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Durable medical equipment for home use (refer to "Durable Medical
Equipment for Home Use")
• Outpatient laboratory (refer to "Outpatient Imaging, Laboratory, and Special
Procedures")
• Outpatient prescription drugs (refer to "Outpatient Prescription Drugs,
Supplies, and Supplements")
• Outpatient administered drugs (refer to "Outpatient Care")
Dialysis Care exclusions
• Comfort, convenience, or luxury equipment, supplies and features
• Nonmedical items, such as generators or accessories to make home dialysis
equipment portable for travel

Durable Medical Equipment for Home Use
Inside the Kaiser Service Area, the EPO Plan covers durable medical equipment for
use in your home (or another location used as your home) in accord with the EPO
Providers durable medical equipment formulary guidelines. Durable medical
equipment for home use is an item that is intended for repeated use, primarily and
customarily used to serve a medical purpose, generally not useful to a person who
is not ill or injured, and appropriate for use in the home.
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Coverage is limited to the standard item of equipment that adequately meets your
medical needs. Covered durable medical equipment (including repair or
replacement of covered equipment, unless due to loss or misuse) is provided under
the EPO Plan. Your EPO Provider decides whether to rent or purchase the
equipment, and selects the vendor.
You must return the equipment or pay the EPO Plan the fair market price of the
equipment when the EPO Plan is no longer covering it.
Durable medical equipment for diabetes
The following diabetes blood-testing supplies and equipment and insulinadministration devices are covered under this "Durable Medical Equipment for
Home Use" section:
• Blood glucose monitors and their supplies (such as blood glucose monitor
test strips, lancets, and lancet devices)
• Insulin pumps and supplies to operate the pump
Outside the Kaiser Service Area
The EPO Plan does not cover most durable medical equipment for home use
outside the Kaiser Service Area. However, if you live outside the Kaiser Service Area,
the EPO Plan covers the following durable medical equipment (subject to the Cost
Sharing and all other coverage requirements that apply to durable medical
equipment for home use inside the Kaiser Service Area) when the item is dispensed
at an EPO Facility:
• Standard curved handle cane
• Standard crutches
• For diabetes blood testing, blood glucose monitors and their supplies (such
as blood glucose monitor test strips, lancets, and lancet devices) from an
EPO Pharmacy
• Insulin pumps and supplies to operate the pump (but not including insulin or
any other drugs), after completion of training and education on the use of the
pump
• Nebulizers and their supplies for the treatment of pediatric asthma
• Peak flow meters from an EPO Pharmacy
About the durable medical equipment formulary
The EPO Plan’s durable medical equipment formulary includes an approved list of
durable medical equipment for the EPO Plan Participants. To find out whether a
particular item is included in the durable medical equipment formulary, please call
the Service Call Center.
The formulary guidelines allow you to obtain non-formulary durable medical
equipment (equipment not listed on the durable medical equipment formulary for
your condition) if the equipment would otherwise be covered and the Claims
Administrator determines that it is Medically Necessary.
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Services not covered under this "Durable Medical Equipment for Home
Use" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Dialysis equipment and supplies required for home hemodialysis and home
peritoneal dialysis (refer to "Dialysis Care")
• Diabetes urine testing supplies and insulin administration devices other than
insulin pumps (refer to "Outpatient Prescription Drugs, Supplies, and
Supplements")
• Durable medical equipment related to the terminal illness for Participants
who are receiving covered hospice care (refer to "Hospice Care")
Durable medical equipment for home use exclusions
• Comfort, convenience, or luxury equipment or features
• Exercise or hygiene equipment
• Non-medical items, such as sauna baths or elevators
• Modifications to your home or car
• Devices for testing blood or other body substances (except diabetes blood
glucose monitors and their supplies)
• Electronic monitors of the heart or lungs except infant apnea monitors

Health Education
The EPO Plan covers a variety of health education counseling, programs, and
materials that your personal EPO Physician or other EPO Providers provide during a
visit covered under another part of this "Benefits and Cost Sharing" section.
The EPO Plan also covers a variety of health education counseling, programs, and
materials to help you take an active role in protecting and improving your health,
including programs for tobacco cessation, stress management, and chronic
conditions (such as diabetes and asthma). Kaiser Permanente also offers health
education counseling, programs, and materials that are not covered, and you may
be required to pay a fee.
For more information about the health education counseling, programs, and
materials, please contact your local Health Education Department or the Service
Call Center, refer to your welcome materials, or go to the website at kp.org.
kp.org
You pay the following for these covered Services:
• Group health education programs
• Individual counseling and programs related to smoking cessation
• Individual counseling and programs related to diabetes management
• Other covered individual counseling and programs when the visit is solely for
health education
• Health education provided during an outpatient consultation or exam
covered in another part of this "Benefits and Cost Sharing" section
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Cost Sharing beyond the Cost Sharing required in this "Benefits and Cost Sharing"
section
• Covered health education materials

Hearing Services
The EPO Plan covers the following:
• Routine preventive hearing screenings
• Hearing exams to determine the need for hearing correction
Services not covered under this "Hearing Services" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Services related to the ear or hearing other than those described in this
section (refer to the applicable heading in this "Benefits and Cost Sharing"
section)
• Cochlear implants and osseo integrated hearing devices (refer to "Prosthetic
and Orthotic Devices")

Hearing Aids
The following Services are covered up to the benefit maximum listed in the
“Schedule of Benefits”:
• Tests to determine the appropriate Hearing Aid model for You; and
• Tests to determine the efficacy of the prescribed Hearing Aid; and
• Visits for fitting, counseling, adjustment, cleaning and inspection after the
warranty is exhausted; and
• One Hearing Aid per ear every three years
You do not need to purchase aids for both ears at the same time. The maximum
benefit amount for each Hearing Aid must be used at the initial point of sale. The
three year period begins at the initial point of sale for each ear and is tracked
separately for each ear. Two Hearing Aids are covered only when both are required
to provide significant improvement that is not achievable with only one Hearing Aid
as determined by a Network Provider.
Exclusions:

•
•
•
•
•

Hearing Aids prescribed or ordered prior to enrollment or after termination of
coverage
Coverage for any Hearing Aid if payment has been made for an aid for the
same ear in the previous 3 years
Replacement parts for Hearing Aids
Replacement of lost or broken Hearing Aids
Replacement batteries
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•
•

Repair of Hearing Aids beyond the warranty
Directly implanted Hearing Aids and associated surgery

Home Health Care
"Home health care" means Services provided in the home by nurses, medical social
workers, home health aides, and physical, occupational, and speech therapists.
The EPO Plan covers home health care only if all of the following are true:
• You are substantially confined to your home (or a friend's or relative's home)
• Your condition requires the Services of a nurse, physical therapist,
occupational therapist, or speech therapist (home health aide Services are
not covered unless you are also getting covered home health care from a
nurse, physical therapist, occupational therapist, or speech therapist that
only a licensed provider can provide)
• An EPO Physician determines that it is feasible to maintain effective
supervision and control of your care in your home and that the Services can
be safely and effectively provided in your home
• The Services are provided inside the Kaiser Service Area. The EPO Plan
covers only part-time or intermittent home health care, as follows:
o up to two hours per visit for visits by a nurse, medical social worker, or
physical, occupational, or speech therapist, and up to four hours per
visit for visits by a home health aide
o up to three visits per day (counting all home health visits)
o up to 100 visits per calendar year (counting all home health visits)
Note: If a visit by a nurse, medical social worker, or physical, occupational, or
speech therapist lasts longer than two hours, then each additional increment of two
hours counts as a separate visit. If a visit by a home health aide lasts longer than
four hours, then each additional increment of four hours counts as a separate visit.
For example, if a nurse comes to your home for three hours and then leaves, that
counts as two visits.
Also, each person providing Services counts toward these visit limits. For example, if
a home health aide and a nurse are both at your home during the same two hours,
that counts as two visits.
The following types of Services are covered only as described under these headings
in this "Benefits and Cost Sharing" section:
• Dialysis Care
• Durable Medical Equipment for Home Use
• Ostomy and Urological Supplies
• Outpatient Prescription Drugs, Supplies, and Supplements
• Prosthetic and Orthotic Devices
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Home health care exclusions
• Care of a type that an unlicensed family member or other layperson could
provide safely and effectively in the home setting after receiving appropriate
training. This care is excluded even if the EPO Plan would cover the care if it
were provided by a qualified medical professional in a hospital or a Skilled
Nursing Facility
• Care in the home if the home is not a safe and effective treatment setting

Home Infusion Services
Home infusion therapy is the administration of drugs in your home using
intravenous, subcutaneous, and epidural routes (into the bloodstream, under the
skin, and into the membranes surrounding the spinal cord). Home infusion includes
intravenous delivery of parenteral nutrition when nutritional needs cannot be met by
the oral or enteral route as determined by a Network Physician. The infusion
therapy must be delivered by a licensed pharmacy. Home Services are also provided
to ensure proper patient education and training and to monitor the care of the
patient in the home. These Services may be provided directly by infusion pharmacy
nursing staff or by a qualified home health agency. You do not need to be confined
to your home to receive home infusion Services. The following are covered home
infusion Services:
• Administration
• Professional pharmacy Services
• Care coordination
• All necessary supplies and equipment, including delivery and removal of
supplies and equipment
• Drugs and Biologicals
• Nursing visits related to infusion

Hospice Care
Hospice care is a specialized form of interdisciplinary health care designed to
provide palliative care and to alleviate the physical, emotional, and spiritual
discomforts of a Participant experiencing the last phases of life due to a terminal
illness. It also provides support to the primary caregiver and the Participant's family.
A Participant who chooses hospice care is choosing to receive palliative care for
pain and other symptoms associated with the terminal illness, but not to receive
care to try to cure the terminal illness. You may change your decision to receive
hospice care benefits at any time.
The EPO Plan covers the hospice Services listed below only if all of the following
requirements are met:
• An EPO Physician has diagnosed you with a terminal illness and determines
that your life expectancy is 12 months or less
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•

•
•

The Services are provided inside the Kaiser Service Area or inside California
but within 15 miles or 30 minutes from the Kaiser Service Area (including a
friend's or relative's home even if you live there temporarily)
The Services are provided by a licensed hospice agency that is an EPO
Provider
The Services are necessary for the palliation and management of your
terminal illness and related conditions

If all of the above requirements are met, the EPO Plan covers the following hospice
Services, which are available on a 24-hour basis if necessary for your hospice care:
• EPO Physician Services
• Skilled nursing care, including assessment, evaluation, and case
management of nursing needs, treatment for pain and symptom control,
provision of emotional support to you and your family, and instruction to
caregivers
• Physical, occupational, or speech therapy for purposes of symptom control or
to enable you to maintain activities of daily living
• Respiratory therapy
• Medical social services
• Home health aide and homemaker services
• Palliative drugs prescribed for pain control and symptom management of
the terminal illness for up to a 100-day supply in accord with the drug
formulary guidelines. You must obtain these drugs from EPO Pharmacies.
Certain drugs are limited to a maximum 30-day supply in any 30-day period
(please call the Service Call Center for the current list of these drugs)
• Durable medical equipment
• Respite care when necessary to relieve your caregivers. Respite care is
occasional short-term inpatient care limited to no more than five consecutive
days at a time
• Counseling and bereavement services
• Dietary counseling
• The following care during periods of crisis when you need continuous care to
achieve palliation or management of acute medical symptoms:
o nursing care on a continuous basis for as much as 24 hours a day as
necessary to maintain you at home
o short-term inpatient care required at a level that cannot be provided
at home

Infertility Services
The EPO Plan covers the following Services related to involuntary infertility:
• Services for diagnosis and treatment of involuntary infertility
• Artificial insemination
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Services not covered under this "Infertility Services" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section. Outpatient drugs, supplies, and Supplements
(refer to "Outpatient Prescription Drugs, Supplies, and Supplements")
Infertility Services exclusions
• Services to reverse voluntary, surgically induced infertility
• Semen and eggs (and Services related to their procurement and storage)

Mental Health Services
The EPO Plan covers evaluation, crisis intervention, and treatment for mental health
conditions.
Inpatient
Inpatient psychiatric care is covered in a Network Hospital or licensed residential
treatment facility. Coverage includes room and board, drugs, Services of Network
Physicians, and Services of other Network Providers who are mental health
professionals.
Outpatient Therapy
The following outpatient mental health care is covered:
• Partial Hospitalization, sometimes known as day-night treatment programs.
• Intensive outpatient programs.
• Individual and group visits for diagnostic evaluation and psychiatric
treatment.
• Other Services:
o Psychological testing.
o Biofeedback and electroconvulsive therapy (ECT).
o Visits for the purpose of monitoring drug therapy.
A Mental Disorder is a mental health condition as identified in the Diagnostic and
Statistical Manual of Mental Disorders, Fourth or Fifth Editions, Text Revision (DSM)
that results in clinically significant distress or impairment of mental, emotional, or
behavioral functioning.
Behavioral Health Treatment for Pervasive Developmental Disorders – California
Residents
Covered Services for pervasive developmental disorder or autism include:
• Inpatient, Skilled Nursing Home and Outpatient care
• Behavioral health treatment
• Applied behavior analysis and evidence-based behavior intervention
programs that develops or restores, to the maximum extent practicable, the
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functioning of a person with pervasive developmental disorder or autism and
that meet all of the following criteria:
o The treatment is prescribed by and administered by a Network
Provider who is a psychologist or Qualified Autism Service Provider
which is:
o a person, entity, or group that is certified by a national entity (such as
the Behavior Analyst Certification Board) that is accredited by the
National Commission for Certifying Agencies
o a person licensed in California as a physician, physical therapist,
occupational therapist, psychologist, marriage and family therapist,
educational psychologist, clinical social worker, professional clinical
counselor, speech-language pathologist, or audiologist
"Qualified Autism Service Professional" means a person who meets all of the
following criteria:
•

is employed and supervised by a Qualified Autism Service Provider

•

provides treatment pursuant to a treatment plan developed and approved by
the Qualified Autism Service Provider

•

is a behavioral health treatment provider approved as a vendor by a
California regional center to provide Services as an Associate Behavior
Analyst, Behavior Analyst, Behavior Management Assistant, Behavior
Management Consultant, or Behavior Management Program as defined in
Section 54342 of Title 17 of the California Code of Regulations

•

has training and experience in providing Services for pervasive
developmental disorder or autism pursuant to Division 4.5 (commencing
with Section 4500) of the Welfare and Institutions Code or Title 14
(commencing with Section 95000) of the Government Code

"Qualified Autism Service Paraprofessional" means an unlicensed and uncertified
individual who meets all of the following criteria:
•

is employed and supervised by a Qualified Autism Service Provider

•

provides treatment and implements Services pursuant to a treatment plan
developed and approved by the Qualified Autism Service Provider

•

meets the criteria set forth in the regulations adopted pursuant to Section
4686.3 of the Welfare and Institutions Code

•

The treatment plan has measurable goals over a specific timeline that is
developed and approved by the Network Qualified Autism Service Provider.
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•

The treatment plan is reviewed no less than once every six months by the
Qualified Autism Service Provider and modified whenever appropriate and
the treatment plan includes:
o the behavioral health impairments to be treated
o an intervention plan that includes the service type, number of
hours, and parent participation needed to achieve the plan's goal
and objectives, and the frequency at which the progress is
evaluated and reported
o utilizes evidence-based practices, with demonstrated clinical
efficacy in treating pervasive developmental disorder or autism
o discontinues intensive behavioral intervention Services when the
treatment goals and objectives are achieved or no longer
appropriate

o The treatment plan is not used for either of the following:
o for purposes of providing (or for the reimbursement of) respite
care, day care, or educational services
o to reimburse a parent for participating in the treatment program
Exclusions:
• Services not identified in an approved treatment plan
• Teaching manners and etiquette
• Teaching and support services to develop planning skills such as daily
activity planning and project or task planning
• Items and services for the purpose of increasing academic knowledge or
skills
• Teaching and support services to increase intelligence
• Academic coaching or tutoring for skills such as grammar, math, and time
management
• Teaching you how to read, whether or not you have dyslexia
• Educational testing
• Teaching skills for employment or vocational purposes
• Professional growth courses
• Training for a specific job or employment counseling
Applied Behavioral Analysis for treatment of autism spectrum disorder is covered by
both Kaiser and ValueOptions. To receive benefits that are provided through KPIC,
you must go through the KPIC medical management process.
In order to receive benefits from the ValueOptions program for any alternate levels
of care (including partial hospitalization, residential, intensive and structured
outpatient care), eligible EPO members must receive a referral or authorization
from ValueOptions.”
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Applied Behavioral Analysis for treatment of Autism: Contact PG&E’s Mental
Health and Substance Abuse (MHSA) Program administered by ValueOptions.
Contact ValueOptions Member Services at 1-800 - 562-3588 for further details.
Mental Disorders include the Severe Mental Illness of a person of any age and the
Serious Emotional Disturbance of a Child:
• "Severe Mental Illness" means the following mental disorders: schizophrenia,
schizoaffective disorder, bipolar disorder (manic-depressive illness), major
depressive disorders, panic disorder, obsessive compulsive disorder,
pervasive developmental disorder or autism, anorexia nervosa, and bulimia
nervosa.
• A "Serious Emotional Disturbance" of a child under age 18 means mental
disorders as identified in the DSM, other than a primary substance use
disorder or developmental disorder, that results in behavior inappropriate to
the child's age according to expected developmental norms, if the child also
meets at least one of the following three criteria:
o as a result of the mental disorder the child has substantial
impairment in at least two of the following areas: self-care, school
functioning, family relationships, or ability to function in the
community; and either (1) the child is at risk of removal from the
home or has already been removed from the home, or (2) the mental
disorder and impairments have been present for more than six
months or are likely to continue for more than one year without
treatment
o the child displays psychotic features, or risk of suicide or violence due
to a mental disorder
o the child meets special education eligibility requirements under
Chapter 26.5 (commencing with Section 7570) of Division 7 of Title 1
of the California Government Code
Outpatient Mental Health Services
The EPO Plan covers the following Services when provided by EPO Physicians or
other EPO Providers who are licensed health care professionals acting within the
scope of their license:
• Individual and group mental health evaluation and treatment
• Psychological testing when necessary to evaluate a Mental Disorder
• Outpatient Services for the purpose of monitoring drug therapy
Note: Outpatient intensive psychiatric treatment programs are not covered under
this "Outpatient mental health Services" section (refer to "Intensive psychiatric
treatment programs" under "Inpatient psychiatric hospitalization and intensive
psychiatric treatment programs" in this "Mental Health Services" section).
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Inpatient psychiatric hospitalization and intensive psychiatric treatment programs
Inpatient psychiatric hospitalization. The Plan covers inpatient psychiatric
hospitalization in an EPO Hospital.
Coverage includes room and board, drugs, and Services of EPO Physicians and other
EPO Providers who are licensed health care professionals acting within the scope of
their license.
Intensive psychiatric treatment programs. The EPO Plan covers at the following
intensive psychiatric treatment programs at an EPO Facility:
• Short-term hospital-based intensive outpatient care (partial hospitalization)
• Short-term multidisciplinary treatment in an intensive outpatient psychiatric
treatment program
• Short-term treatment in a crisis residential program in licensed psychiatric
treatment facility with 24-hour-a day monitoring by clinical staff for
stabilization of an acute psychiatric crisis
• Psychiatric observation for an acute psychiatric crisis
Services not covered under this "Mental Health Services" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Outpatient drugs, supplies, and supplements (refer to "Outpatient
Prescription Drugs, Supplies, and Supplements")
• Outpatient laboratory (refer to "Outpatient Imaging, Laboratory, and Special
Procedures")

Ostomy and Urological Supplies
Inside the Kaiser Service Area, the EPO Plan covers ostomy and urological supplies
prescribed in accord with the soft goods formulary guidelines at no charge. Your
EPO Provider selects the vendor, and coverage is limited to the standard supply that
adequately meets your medical needs.
About the soft goods formulary
The soft goods formulary includes the list of ostomy and urological supplies that
have been approved by the Soft Goods Formulary Executive Committee for
Participants. The Soft Goods Formulary Executive Committee is responsible for
reviewing and revising the soft goods formulary. The soft goods formulary is
periodically updated to keep pace with changes in medical technology and clinical
practice. To find out whether a particular ostomy or urological supply is included in
the soft goods formulary, please call the Service Call Center.
The formulary guidelines allow you to obtain non-formulary ostomy and urological
supplies (those not listed on the soft goods formulary for your condition) if they
would otherwise be covered and the Claims Administrator determines that they are
Medically Necessary.
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Ostomy and urological supplies exclusion
• Comfort, convenience, or luxury equipment or features

Outpatient Imaging, Laboratory, and Special Procedures
The EPO Plan covers the following Services at the Cost Sharing indicated only when
prescribed as part of care covered under other headings in this "Benefits and Cost
Sharing" section:
• Diagnostic and therapeutic imaging, such as X-rays, mammograms, and
ultrasounds and certain imaging procedures are covered if they are provided
in an outpatient or ambulatory surgery center or in a hospital operating
room, or if they are provided in any setting and a licensed staff member
monitors your vital signs as you regain sensation after receiving drugs to
reduce sensation or to minimize discomfort
• Preventive imaging, such as preventive mammograms, aortic aneurysm
screenings, and bone density screenings
• Nuclear medicine
• Laboratory tests (including tests for specific genetic disorders for which
genetic counseling is available):
o laboratory tests to monitor the effectiveness of dialysis
o fecal occult blood tests
o preventive laboratory tests and screenings, including cervical cancer
screenings, prostate specific antigen tests, cholesterol tests (lipid
panel and profile), diabetes screening (fasting blood glucose tests),
certain sexually transmitted disease (STD) tests, and HIV tests
o all other laboratory tests
• Routine preventive retinal photography screenings
• All other diagnostic procedures provided by EPO Providers who are not
physicians (such as EKGs and EEGs) except that certain diagnostic
procedures are covered if they are provided in an outpatient or ambulatory
surgery center or in a hospital operating room, or if they are provided in any
setting and a licensed staff member monitors your vital signs as you regain
sensation after receiving drugs to reduce sensation or to minimize
discomfort
• Radiation therapy
• Ultraviolet light treatments
Services not covered under this "Outpatient Imaging, Laboratory, and
Special Procedures" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Services related to diagnosis and treatment of infertility (refer to "Infertility
Services")
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Outpatient Prescription Drugs, Supplies, and
Supplements
The EPO Plan covers outpatient drugs, supplies, and supplements specified in this
"Outpatient Prescription Drugs, Supplies, and Supplements" section when
prescribed as follows and obtained through an EPO Pharmacy or the mail-order
service:
• Items prescribed by EPO Physicians in accord with the drug formulary
guidelines
• Items prescribed by the following Non–EPO Providers unless an EPO
Physician determines that the item is not Medically Necessary or the drug is
for a sexual dysfunction disorder:
o dentists if the drug is for dental care
o non–EPO Physicians if the EPO Provider Authorizes a written referral
to the Non–EPO Physician and the drug, supply, or supplement is
covered as part of that referral
o non–EPO Physicians if the prescription was obtained as part of
covered Emergency Services, Post-Stabilization Care, or Out-of-Area
Urgent Care described in the "Emergency Services and Urgent Care"
section (if you fill the prescription at an EPO Pharmacy, you may have
to pay Charges for the item and file a claim for reimbursement as
described under "Payment and Reimbursement" in the "Emergency
Services and Urgent Care" section)
How to obtain covered items
You must obtain covered drugs, supplies, and supplements from an EPO Pharmacy
or through the mail order service unless the item is covered Emergency Services,
Post-Stabilization Care, or Out-of-Area Urgent Care described in the "Emergency
Services and Urgent Care" section.
Please refer to your welcome materials for the locations of EPO Pharmacies in your
area.
Refills
You may be able to order refills from an EPO Pharmacy, the mail-order service, or
through the website at kp.org/rxrefill.
kp.org/rxrefill An EPO Pharmacy or your welcome materials
can give you more information about obtaining refills, including the options
available to you for obtaining refills. For example, a few EPO Pharmacies don't
dispense refills and not all drugs can be mailed through the mail-order service.
Please check with your local EPO Pharmacy if you have a question about whether or
not your prescription can be mailed or obtained from an EPO Pharmacy. Items
available through the mail-order service are subject to change at any time without
notice.
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Outpatient drugs, supplies, and supplements
The EPO Plan covers the following outpatient drugs, supplies, and supplements:
• Drugs for which a prescription is required by law. The EPO Plan also covers
certain drugs that do not require a prescription by law if they are listed on the
drug formulary.
Note: Certain tobacco-cessation drugs are covered only if you participate in a
behavioral intervention program approved by the EPO Plan:
• Diaphragms, cervical caps, contraceptive rings, contraceptive patches, and
oral contraceptives (including emergency contraceptive pills)
• Disposable needles and syringes needed for injecting covered drugs
• Inhaler spacers needed to inhale covered drugs
Cost Sharing for outpatient drugs, supplies, and supplements
The Cost Sharing for these items for up to a 100-day supply, except that the
following items require payment of a different Cost Sharing:
• Drugs prescribed for the treatment of sexual dysfunction disorders: up to a
100-day supply
• Drugs prescribed for the treatment of infertility: up to a 100-day supply
• Amino acid–modified products used to treat congenital errors of amino acid
metabolism (such as phenylketonuria) and elemental dietary enteral formula
when used as a primary therapy for regional enteritis: up to a 30-day supply
• Emergency contraceptive pills
• Hematopoietic agents for dialysis for up to a 30-day supply
• Continuity drugs (if this EPO Plan is amended to exclude a drug that had
been covered and provided to you under this EPO Plan, the EPO Plan will
continue to provide the drug if a prescription is required by law and an EPO
Physician continues to prescribe the drug for the same condition and for a
use approved by the federal Food and Drug Administration) for up to a 30day supply in a 30-day period
Note: If Charges for the drug, supply, or supplement are less than the Copayment,
you will pay the lesser amount.
Certain intravenous drugs, supplies, and supplements
The EPO Plan covers certain self-administered intravenous drugs, fluids, additives,
and nutrients that require specific types of parenteral-infusion (such as an
intravenous or intra-spinal-infusion) for up to a 30-day supply and the supplies and
equipment required for their administration. Note: Injectable drugs, insulin, and
drugs for the diagnosis and treatment of infertility are not covered under this
paragraph (instead, refer to the "Outpatient drugs, supplies, and supplements"
paragraph).
Diabetes urine-testing supplies and insulin administration devices
The EPO Plan covers ketone test strips and sugar or acetone test tablets or tapes for
diabetes urine testing at no charge for up to a 100-day supply.
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The EPO Plan covers the following insulin-administration devices for up to a 100-day
supply: pen delivery devices, disposable needles and syringes, and visual aids
required to ensure proper dosage (except eyewear).
Day supply limit
The prescribing physician or dentist determines how much of a drug, supply, or
supplement to prescribe. For purposes of day supply coverage limits, EPO
Physicians determine the amount of an item that constitutes a Medically Necessary
30 or 100-day supply for you.
Upon payment of the Cost Sharing specified in this "Outpatient Prescription Drugs,
Supplies, and Supplements" section, you will receive the supply prescribed up to the
day supply limit also specified in this section. The day supply limit is either a 30-day
supply in a 30-day period or a 100-day supply in a 100-day period. If you wish to
receive more than the covered day supply limit, then you must pay Charges for any
prescribed quantities that exceed the day supply limit.
Note: The EPO Plan covers episodic drugs prescribed for the treatment of sexual
dysfunction disorders up to a maximum of 8 doses in any 30-day period or up to 27
doses in any 100-day period.
The pharmacy may reduce the day supply dispensed at the Cost Sharing specified in
this "Outpatient Prescription Drugs, Supplies, and Supplements" section to a 30-day
supply in any 30-day period if the pharmacy determines that the item is in limited
supply in the market or for specific drugs (your EPO Pharmacy can tell you if a drug
you take is one of these drugs).
Services not covered under this "Outpatient Prescription Drugs, Supplies,
and Supplements" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Diabetes blood-testing equipment and their supplies, and insulin pumps and
their supplies (refer to "Durable Medical Equipment for Home Use")
• Durable medical equipment used to administer drugs (refer to "Durable
Medical Equipment for Home Use")
• Outpatient administered drugs (refer to "Outpatient Care")
• Drugs covered during a covered stay in an EPO Hospital or Skilled Nursing
Facility (refer to "Hospital Inpatient Care" and "Skilled Nursing Facility Care")
• Drugs prescribed for pain control and symptom management of the terminal
illness for Participants who are receiving covered hospice care (refer to
"Hospice Care")
Outpatient prescription drugs, supplies, and supplements exclusions
• Any requested packaging (such as dose packaging) other than the
dispensing pharmacy's standard packaging
• Compounded products unless the drug is listed on the drug formulary or one
of the ingredients requires a prescription by law
56

•

Drugs prescribed to shorten the duration of the common cold

Prosthetic and Orthotic Devices
The EPO Plan covers the prosthetic and orthotic devices specified in this "Prosthetic
and Orthotic Devices" section if all of the following requirements are met:
• The device is in general use, intended for repeated use, and primarily and
customarily used for medical purposes
• The device is the standard device that adequately meets your medical needs
• You receive the device from the provider or vendor that the EPO Provider
selects
Coverage includes fitting and adjustment of these devices, their repair or
replacement (unless due to loss or misuse), and Services to determine whether you
need a prosthetic or orthotic device. If the EPO Plan covers a replacement device,
then you pay the Cost Sharing that you would pay for obtaining that device.
Internally implanted devices
The EPO Plan covers prosthetic and orthotic devices, such as pacemakers,
intraocular lenses, cochlear implants, osseointegrated hearing devices, and hip
joints, if they are implanted during a surgery that is covered under another section
of this "Benefits and Cost Sharing" section.
External devices
The EPO Plan does not cover external prosthetic and orthotic devices except for the
following (and repair or replacement of these devices, unless due to loss or misuse):
• Prosthetic devices and installation accessories to restore a method of
speaking following the removal of all or part of the larynx (this coverage does
not include electronic voice-producing machines, which are not prosthetic
devices)
• Prostheses needed after a Medically Necessary mastectomy, including
custom-made prostheses when Medically Necessary and up to three
brassieres required to hold a prosthesis every 12 months
• Podiatric devices (including footwear) to prevent or treat diabetes-related
complications when prescribed by an EPO Physician or by an EPO Provider
who is a podiatrist
• Compression burn garments and lymphedema wraps and garments
• Enteral formula for Participants who require tube feeding in accord with
Medicare guidelines
• Prostheses to replace all or part of an external facial body part that has been
removed or impaired as a result of disease, injury, or congenital defect
• Other covered prosthetic and orthotic devices:
o prosthetic devices required to replace all or part of an organ or
extremity, but only if they also replace the function of the organ or
extremity
o rigid and semi-rigid orthotic devices required to support or correct a
defective body part
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Services not covered under this "Prosthetic and Orthotic Devices" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Contact lenses to treat aniridia or aphakia (refer to "Vision Services")
Prosthetic and orthotic devices exclusions
• Multifocal intraocular lenses and intraocular lenses to correct astigmatism
• Except as otherwise described above in this "Prosthetic and Orthotic
Devices" section, nonrigid supplies, such as elastic stockings and wigs
• Comfort, convenience, or luxury equipment or features
• Shoes or arch supports, even if custom-made, except footwear described
above in this "Prosthetic and Orthotic Devices" section for diabetes-related
complications

Reconstructive Surgery
The EPO Plan covers the following reconstructive surgery Services:
• Reconstructive surgery to correct or repair abnormal structures of the body
caused by congenital defects, developmental abnormalities, trauma,
infection, tumors, or disease, if an EPO Physician determines that it is
necessary to improve function, or create a normal appearance, to the extent
possible
• Following Medically Necessary removal of all or part of a breast, the EPO
Plan covers reconstruction of the breast, surgery and reconstruction of the
other breast to produce a symmetrical appearance, and treatment of
physical complications, including lymphedemas
You pay the following for covered reconstructive surgery Services as described in
this SPD:
• Consultations and exams
• Outpatient surgery
• Hospital inpatient care (including room and board, drugs, and EPO Physician
Services)
Services not covered under this "Reconstructive Surgery" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Dental and orthodontic Services that are an integral part of reconstructive
surgery for cleft palate (refer to "Dental and Orthodontic Services")
• Outpatient imaging and laboratory (refer to "Outpatient Imaging, Laboratory,
and Special Procedures")
• Outpatient prescription drugs (refer to "Outpatient Prescription Drugs,
Supplies, and Supplements")
• Outpatient administered drugs (refer to "Outpatient Care")
• Prosthetics and orthotics (refer to "Prosthetic and Orthotic Devices")
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Reconstructive surgery exclusions
Surgery that, in the judgment of an EPO Physician specializing in reconstructive
surgery, offers only a minimal improvement in appearance. Surgery that is
performed to alter or reshape normal structures of the body in order to improve
appearance.

Rehabilitation Services
The following rehabilitation Services are covered:
• Inpatient and Outpatient Multidisciplinary Rehabilitation in an approved
organized multidisciplinary program or facility.
• Outpatient Physical, Occupational, and Speech Therapy.
• Outpatient Cardiac Rehabilitation.
• Outpatient Pulmonary Rehabilitation.

Exclusions:
•
•
•
•
•

Maintenance therapy; or treatment when the Participant has no restorative
potential; or
Treatment for congenital learning or neurological disability/disorder; or
Treatment is for communication training, educational training or vocational
training.
Therapy primarily indicated for vocational training or re-training purposes,
including sports physical therapy.
Speech therapy that is not Medically Necessary, such as:
o Therapy for educational placement or other educational purposes.
o Training or therapy to improve articulation in the absence of injury, illness
or medical condition affecting articulation.
o Therapy for tongue thrust in the absence of swallowing problems.

Skilled Nursing Facility Care
Inside the Kaiser Service Area, the EPO Plan covers at no charge up to 100 days per
benefit period of skilled inpatient Services in an EPO Skilled Nursing Facility. The
skilled inpatient Services must be customarily provided by a Skilled Nursing Facility,
and above the level of custodial or intermediate care.
The following Services and supplies are covered:
A benefit period begins on the date you are admitted to a hospital or Skilled Nursing
Facility at a skilled level of care. A benefit period ends on the date you have not
been an inpatient in a hospital or Skilled Nursing Facility, receiving a skilled level of
care, for 60 consecutive days.
A new benefit period can begin only after any existing benefit period ends. A prior
three-day stay in an acute care hospital is not required.
The EPO Plan covers the following Services:
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•
•
•

•
•
•
•
•
•
•

Physician and nursing Services
Room and board
Drugs prescribed by An EPO Physician as part of your plan of care in the EPO
Skilled Nursing Facility in accord with the drug formulary guidelines if they
are administered to you in the EPO Skilled Nursing Facility by medical
personnel
Durable medical equipment in accord with the durable medical equipment
formulary if Skilled Nursing Facilities ordinarily furnish the equipment
Imaging and laboratory Services that Skilled Nursing Facilities ordinarily
provide
Medical social services
Blood, blood products, and their administration
Medical supplies
Physical, occupational, and speech therapy
Respiratory therapy

Services not covered under this "Skilled Nursing Facility Care" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Outpatient imaging, laboratory, and special procedures (refer to "Outpatient
Imaging, Laboratory, and Special Procedures")

Substance Abuse Services Inpatient detoxification
The EPO Plan covers hospitalization in an EPO Hospital only for medical
management of withdrawal symptoms, including room and board, EPO Physician
Services, drugs, dependency recovery Services, education, and counseling.
However, these excluded services may be covered by PG&E’s Mental Health and
Substance Abuse (MHSA) Program administered by ValueOptions. Contact
ValueOptions Member Services at 1-800-562-3588 for further details.
Outpatient Substance Abuse care
The EPO Plan covers the following Services for treatment of substance abuse:
• Day-treatment programs
• Intensive outpatient programs
• Individual and group substance abuse counseling
• Outpatient substance abuse consultation and treatment for withdrawal
symptoms
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Transitional residential recovery Services
The EPO Plan covers substance abuse treatment in a non-medical transitional
residential recovery setting approved in writing by the EPO Provider. These settings
provide counseling and support services in a structured environment.
Services not covered under this "Substance Abuse Services" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Outpatient self-administered drugs (refer to "Outpatient Prescription Drugs,
Supplies, and Supplements")
• Outpatient laboratory (refer to "Outpatient Imaging, Laboratory, and Special
Procedures")
Substance Abuse Services exclusion
Services in a specialized facility for alcoholism, drug abuse, or drug addiction except
as otherwise described in this "Substance Abuse Services" section

Transgender Surgery
The EPO Plan covers genital surgery and mastectomy if your Plan Provider
Authorizes the surgery.
You pay the following for these covered transgender surgical Services:
•

Consultations and exams

•

Outpatient surgery and other outpatient procedures

•

Hospital inpatient care (including room and board, drugs, and EPO Physician
Services)

Covered Services include:

•

•
•

Genital surgery (male to female – clitoroplasty, labiaplasty, penile skin
inversion, vagina construction, bilateral orchiectomy, penile amputation,
urethromeatoplasy, plastic repair of intoitus, vaginoplasty) (female to male –
hysterectomy, salpingo oopherectomy, colpectomy, phalloplasty,
urethroplasty, scrotoplasty, plastic glans formation, Insertion of penile and
testicuclar prosthesis).
Breast augmentation and mastectomy.
Reasonable transportation and lodging expenses inside and outside of the
Service Area when approved in advance by Kaiser Permanente. Coverage
will include transportation, meals and lodging for the transgender patient
plus one other person.

Limitations and Exclusions:
• Non-Genital Surgery - Male to Female (tracheal shaving, rhinoplasty,
lipoplasty of the waist, facial bone reduction, face lifts, blepharoplasty, voice
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•
•
•
•
•

modification surgery) or Female to Male (liposuction and cosmetic chest
reconstruction).
Non-Genital Surgery – Female to Male (liposuction to reduce fat in hips
thighs and buttocks; cosmetic chest reconstruction
Cosmetic Surgery - Male to Female or Female to Male.
Electrolysis or laser hair removal, except when used to prepare the perineum
for SRS (Sexual Reassignment Surgery) and pharmaceuticals such as Vaniqa
Voice therapy lessons.
Sperm procurement and storage in anticipation of future infertility, Gamete
preservation and storage in anticipation of future infertility, Cryopreservation
of fertilized embryos in anticipation of future infertility.

Services not covered under this "Transgender Surgery" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Outpatient prescription drugs (refer to "Outpatient Prescription Drugs,
Supplies, and Supplements")
•

Outpatient administered drugs (refer to "Outpatient Care")

•

Prosthetics and orthotics (refer to "Prosthetic and Orthotic Devices")

•

Psychological counseling (refer to "Mental Health Services")

•

Outpatient imaging and laboratory (refer to "Outpatient Imaging, Laboratory,
and Special Procedures")

Transgender surgery exclusion
• Referrals outside United States
•

Surgery or other Services that are intended primarily to change or maintain
your appearance, voice, or other characteristics, except for the covered
transgender surgery Services listed in this "Transgender Surgery" section

Related Services Excluded from the Lifetime Maximum and Covered in the
"Benefits and Cost Sharing" Section
•
•
•
•
•
•

Outpatient hospital or ambulatory surgery center Services
Outpatient prescription drugs
Outpatient administered drugs
Prosthetics and orthotics
Psychological counseling
Outpatient imaging and laboratory

Transplant Services
The EPO Plan covers transplants of organs, tissue, or bone marrow if your Plan
provider provides a written referral for care to a transplant facility.
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Inpatient and outpatient Services for transplants of organs or tissues are
covered. Some examples are:
• Bone Marrow transplant/stem cell rescue
• Cornea
• Heart
• Heart & lung
• Liver
• Lung
• Kidney; Simultaneous kidney & pancreas
• Pancreas; Pancreas after kidney alone
• Small bowel; Small bowel & liver
After the referral to a transplant facility, the following applies:
• If either the Claims Administrator or the referral facility determines that you
do not satisfy its respective criteria for a transplant, the EPO Plan will only
cover Services you receive before that determination is made; the EPO Plan,
EPO Hospitals, the Kaiser Medical Group, and EPO Physicians are not
responsible for finding, furnishing, or ensuring the availability of an organ,
tissue, or bone marrow donor
• In accord with the guidelines for Services for living transplant donors, the
EPO Plan provides certain donation-related Services for a donor, or an
individual identified by the EPO Provider as a potential donor, whether or not
the donor is a Participant. These Services must be directly related to a
covered transplant for you, which may include certain Services for harvesting
the organ, tissue, or bone marrow and for treatment of complications. The
guidelines for donor Services are available by calling the Participant Service
Call Center
For covered transplant Services that you receive, you will pay the Cost Sharing you
you
transplant.
would pay if the Services were not related to a transplant
The EPO Plan provides or pays for donation-related Services for actual or potential
donors (whether or not they are Participants) in accord with the guidelines for donor
Services.
Services not covered under this "Transplant Services" section
Coverage for the following Services is described under these headings in this
"Benefits and Cost Sharing" section:
• Outpatient imaging and laboratory (refer to "Outpatient Imaging, Laboratory,
and Special Procedures")
• Outpatient prescription drugs (refer to "Outpatient Prescription Drugs,
Supplies, and Supplements")
• Outpatient administered drugs (refer to "Outpatient Care")
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Vision Services
The EPO Plan covers the following:
• Routine preventive vision screenings
• Eye exams for refraction to determine the need for vision correction and to
provide a prescription for eyeglass lenses
• Up to two Medically Necessary contact lenses, fitting, and dispensing per eye
every 12 months to treat aniridia (missing iris)
• Up to six Medically Necessary aphakic contact lenses, fitting, and dispensing
per eye per calendar year to treat aphakia (absence of the crystalline lens of
the eye) for Participants through age 9
Services not covered under this "Vision Services" section
• Services related to the eye or vision other than Services covered under this
"Vision Services" section
Vision Services exclusions
• Industrial frames
• Services for the purpose of correcting refractive defects such as myopia,
hyperopia, or astigmatism
• Eyeglass lenses and frames
• Contact lenses, including fitting and dispensing (except for contact lenses to
treat aphakia or aniridia as described under this "Vision Services" section)
• Eye exams for the purpose of obtaining or maintaining contact lenses
• Low vision devices
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General Exclusions, General
Limitations and Coordination of
Benefits
General Exclusions
The Services listed in this section are excluded from coverage. These exclusions
apply to all Services that would otherwise be covered. Additional exclusions that
apply only to a particular benefit are listed in the description of that benefit in the
"Benefits and Cost Sharing" section.
Acupuncture Services and the Services of an acupuncturist except for Services
covered under "Outpatient Care" in the "Benefits and Cost Sharing" section
Before coverage begins - Any services, drugs, or supplies you receive while you are
not enrolled in this Plan
Behavioral/Conduct Problems - Any educational services and programs or therapies
for behavioral/conduct problems. This exclusion does not apply to coverage for
Medication Management
Blood -The cost of whole red blood or red blood cells when they are donated or
replaced or billed, except expenses for administration and processing of Blood and
Blood Products (except Blood Factors) covered as part of inpatient and outpatient
services
Care by nonnon-EPO Providers except for Authorized referrals, emergencies and out of
area urgent care
Care in a halfway house
Coordination of benefits - KPIC will assume the EPO Plan is primary if the claim
indicates no other coverage. If KPIC has conflicting other coverage information,
claims will be soft denied and KPIC will follow prescribed investigation procedures.
Cosmetic services - Except as otherwise specified for services covered under
"Reconstructive Surgery"
Crime – Treatment of injuries sustained while committing a crime
Custodial Care - Custodial care means assistance with activities of daily living (for
example: walking, getting in and out of bed, bathing, dressing, feeding, toileting,
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and taking medicine), or care that can be performed safely and effectively by
people who, in order to provide the care, do not require medical licenses or
certificates or the presence of a supervising licensed nurse. This exclusion does not
apply to Services covered under "Hospice Care"
Dental coverage will not be provided for extractions, treatment of cavities, care of
the gums or structures directly supporting the teeth. Structures supporting the
teeth mean the periodontium, which includes the gingivae, dentogingival junction,
periodontal membrane, cementum of the teeth, and alveolar process, treatment of
periodontal abscess, removal of impacted teeth, orthodontia (including braces),
false teeth, or any other dental services or supplies, except as otherwise covered
under the Plan
Dental procedures and appliances to correct disorders of the temporomandibular
(jaw) joint (also known as TMD or TMJ disorders).
Equipment: that basically serves comfort or convenience functions or is primarily for
the convenience of a person caring for you or your Dependent, i.e., exercycle or
other physical fitness equipment, elevators, hoyer lifts, shower/bath bench, air
conditioners, air purifiers and filters, batteries and charges, dehumidifiers,
humidifiers, air cleaners and dust collection devices
Education: Coverage does not include services other than self-management of a
medical condition as determined by the Plan to be primarily educational in nature
Experimental or investigational Services – A Service is experimental or
investigational if the Plan, in consultation with Medical Group, determines that:
• Generally accepted medical standards do not recognize it as safe and
effective for treating the condition in question (even if it has been authorized
by law for use in testing or other studies on human patients);
• It requires government approval that has not been obtained when Service is
to be provided;
• It cannot be legally performed or marketed in the United States without FDA
approval;
• It is the subject of a current new drug or device application on file with the
FDA;
• It is provided as part of a research trial; see specific section for Clinical Trials;
• It is provided pursuant to a written protocol or other document that lists an
evaluation of the service’s safety, toxicity or efficacy as among its objectives;
• It is subject to approval or review of an Institutional Review Board or other
body that approves or reviews research;
• It is provided pursuant to informed consent documents that describe the
services as experimental or investigational, or indicate that the services are
being evaluated for their safety, toxicity or efficacy; or
• The prevailing opinion among experts is that use of the services should be
substantially confined to research settings or further research is necessary to
determine the safety, toxicity or efficacy of the service
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Foot care: except when Medically Necessary
Government Programs – Treatment where payment is made by any local, state, or
federal government (except Medicaid), or for which payment would be made if the
Participant had applied for such benefits. Services that can be provided through a
government program for which you as a member of the community are eligible for
participation. Such programs include, but are not limited to, school speech and
reading programs
Hair loss or growth treatment - Items and services for the promotion, prevention, or
other treatment of hair loss or hair growth
Infertility services related to the diagnosis and treatment of Infertility including but
not limited to:
• In vitro fertilization (IVF), gamete intrafallopian transfer (GIFT), zygote
intrafallopian transfer (ZIFT) and variations of these procedures;
• Reversal of male and female voluntary sterilization;
• Infertility services when the infertility is caused by or related to voluntary
sterilization;
• Donor charges and services;
• Cryopreservation of donor sperm and eggs; and
• Any experimental, investigational or unproven infertility procedures or
therapies
Intermediate care
Care in a licensed intermediate care facility. This exclusion does not apply to
Services covered under “Durable Medical Equipment”, “Home Health Care”, and
“Hospice Care” in the “Benefits and Cost Sharing” section.
Items and services that are not health care items and services
For example, we do not cover:
• Teaching manners and etiquette
• Teaching and support services to develop planning skills such as daily
activity planning and project or task planning
• Items and services that increase academic knowledge or skills
• Teaching and support services to increase intelligence
• Academic coaching or tutoring for skills such as grammar, math, and time
management
• Teaching you how to read, whether or not you have dyslexia
• Educational testing
• Teaching art, dance, horse riding, music, play or swimming
• Teaching skills for employment or vocational purposes
• Vocational training or teaching vocational skills
• Professional growth courses
• Training for a specific job or employment counseling
• Aquatic therapy and other water therapy
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Massage Therapy except when provided as a procedure during a covered therapy
Medical Reports – Completion of specific medical reports not directly related to
treatment of the Participant, e.g., employment or insurance physicals, and reports
prepared in connection with litigation
Medical supplies: Disposable Supplies for Home Use; Disposable supplies for home
use, such as bandages, gauze, tape, antiseptics, dressings, Ace-type bandages, and
diapers, underpads, and other incontinence supplies. This exclusion does not apply
to disposable supplies covered under "Durable Medical Equipment for Home Use,"
"Home Health Care," "Hospice Care," "Ostomy and Urological Supplies," and
"Outpatient Prescription Drugs, Supplies, and Supplements" in the "Benefits and
Cost Sharing" section
Membership costs or fees associated with health clubs, weight loss programs
Nutritional supplements and formulas except for formula needed for the treatment
of inborn errors of metabolism. This exclusion does not apply to any of the
following:
• Amino acid – modified products and elemental dietary enteral formula
covered under “Outpatient Prescription Drugs, Supplies, and Supplements” in
the “Benefits and Cost Sharing” section
• Enteral formula covered under “Prosthetic and Orthotic Devices” in the
“Benefits and Cost Sharing” section"
Obesity: Weight reduction programs: Fees and charges relating to fitness programs,
weight loss or weight control programs
Outpatient Prescription Drugs
• Compounded products unless the drug is listed on our drug formulary or one
of the ingredients requires a prescription by law
• Drugs prescribed for cosmetic purposes
• Drugs that shorten the duration of the common cold
• Drugs used to enhance athletic performance
• Drugs which are available over the counter and prescriptions for which drug
strength may be realized by the over the counter product
• Drugs used for the treatment of weight control, unless prescribed by a
physician with a Medically Necessary exception and then its covered at
benefit Cost Share
• Experimental or Investigational Drugs
• If a Service is not covered under the Plan, any drugs or supplies needed in
connection with that Service are not covered
• Prescription drugs for which there is an over the counter drug equivalent
• Replacement of lost, damaged or stolen drugs
• Drugs and supplies needed solely for travel
• Special packaging; packaging of prescription medications is limited to Kaiser
Permanente standard packaging
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Personal Comfort Items – Personal comfort items such as those that are furnished
primarily for your personal comfort or convenience, including those services and
supplies not directly related to medical care, such as guest’s meals and
accommodations, hospital admission kit, barber services, telephone charges, radio
and television rentals, homemaker services, travel expenses, over the counter
convenience items and take-home supplies
Physical examinations and other Services, and related reports and paperwork, in
connection with third-party requests or requirements, such as those for:
employment, participation in employee programs, insurance, disability, licensing, or
on court order or for parole or probation
Private Duty Nursing as a registered bed patient unless an EPO physician
determines medical necessity. Delete the period
Private Duty Nursing in home or long term facility
Private room unless medically necessary or if a semi-private room is not available
Provider (Close Relative) – Services rendered by a Provider who is a close relative or
member of your household. Close relative means wife or husband, parent, child,
brother or sister, by blood, marriage or adoption
Recreational,
Recreational diversional and play activities
Religious,
Religious personal growth counseling or marriage counseling including services and
treatment related to religious, personal growth counseling or marriage counseling,
unless the primary patient has a DSM IV diagnosis
Residential care
Care in a facility where you stay overnight, except that this exclusion does not apply
when the overnight stay is part of covered care in a EPO Facility, EPO Skilled
Nursing Facility, inpatient respite care covered in the “Hospice Care“ section, a
licensed facility providing crisis residential Covered Services under the “Mental
Health Services“ section, or a licensed facility providing transitional residential
recovery Services covered under the “Substance Abuse Services“ section of the SPD
Reversal of Sterilization - This Plan does not cover services to reverse voluntary,
surgically induced sterility
Services,
Services drugs, or supplies not required to prevent, diagnose, or treat a medical
condition
Services for conditions that an EPO Physician determines are not responsive to
therapeutic treatment
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Services outside the United States
Services, except Emergency Services, Urgent Care and Stabilization Care received
outside the United States whether or not the Services are available in the United
States
Services related to a nonnon-Covered Service
When a Service is not covered, all Services related to the non-Covered Service are
excluded, except for Services we would otherwise cover to treat complications of the
non-Covered Service. For example, if you have a non-Covered cosmetic surgery, we
would not cover Services you receive in preparation for the surgery or for follow-up
care. If you later suffer a life-threatening complication such as a serious infection,
this exclusion would not apply and we would cover any Services that we would
otherwise cover to treat that complication"
Sexual Reassignment Surgery except as described in the Sexual Reassignment
Surgery section
Shoes – Shoe inserts, orthotics (except for care of the diabetic foot), and orthopedic
shoes (except when an orthopedic shoe is joined to a brace)
Surrogacy – In situations where you receive monetary compensation to act as a
surrogate, the Plan will seek reimbursement of all Charges for covered Services you
receive that are associated with conception, pregnancy and/or delivery of the child.
A surrogate arrangement is one in which a woman agrees to become pregnant and
to surrender the baby to another person or persons who intend to raise the child
Testing for ability,
ability aptitude, intelligence or interest
Travel or transportation (other than a state licensed Professional Ambulance
Service) expenses even though prescribed by a Network Provider except as noted
under Transplants
Travel and lodging expenses
Travel and lodging expenses, except that in some situations if the Medical Group
refers you to a non–EPO Provider as described in under “Getting a Referral” in the
“How to Obtain Services” section, we may pay certain expenses that we preAuthorize in accord with our travel and lodging guidelines. Our travel and lodging
guidelines are available from our Member Services Call Center. This exclusion does
not apply to reimbursement for travel and lodging expenses provided under
“Transplant”, “Bariatric Surgery“ or “Sexual Reassignment Surgery“ in the “Benefits
and Cost Sharing“ section
Usual, Customary and Reasonable Fees - Expenses in excess of Usual, Customary
and Reasonable Fees
Vision (Surgical Correction) - Radial keratotomy; and surgery, services, evaluations
or supplies for the surgical correction of nearsightedness and/or astigmatism or any
other correction of vision due to a refractive problem
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Vision: Medical benefits for low vision aids, eyeglasses, contact lenses for
prescription or fitting and follow-up care thereof, except that Covered Expenses will
include the loss of lens due to eye disease for aphakia or aniridia.
Vision: Hardware (eyeglasses, lenses, contact lenses) as prescribed to correct visual
acuity
Waived fees: Free Care (no charge items)
War – Any disease or Injury resulting from a way, declared or not, or any military
duty or any release of nuclear energy. Also excluded are charges for services directly
related to military service provided or available from the Veterans’ Administration or
military medical facilities as required by law.
Workers’ Compensation – Care for any condition or Injury recognized or allowed as
a compensable loss through any Workers’ Compensation, occupational disease or
similar law.

General Limitations
EPO Providers will try to provide or arrange for the provision of Covered Services in
the event of unusual circumstances that delay or render impractical the provision of
Services, such as major disaster, epidemic, war, riot, civil insurrection, disability of a
large share of personnel at an EPO Provider’s facility, complete or partial
destruction of facilities, or labor disputes. EPO Plan, KPIC, nor any EPO Provider
shall have any liability for delaying or failing to provide Services in the event of this
type of unusual circumstance.
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Dispute Resolution
Grievances
You may appoint an authorized representative to help you file your grievance. A
written authorization must be received from you before any information will be
communicated to your representative.
Kaiser Permanente is committed to providing quality care and a timely response to
your concerns. You can discuss your concerns with the Member Services
representatives at most EPO Facilities, or you can call Member Services at the
number on your ID card.
You can file a grievance for any issue. Here are some examples of reasons you
might file a complaint:
•

You are not satisfied with the quality of care you received

•

You are dissatisfied with how long it took to get Services, including getting
an appointment, in the waiting room, or in the exam room

•

You want to report unsatisfactory behavior by providers or staff, or
dissatisfaction with the condition of a facility

Your grievance must explain your issue, such as the reasons why you are
dissatisfied about Services you received. You must submit your complaint orally or
in writing within 180 days of the date of the incident that caused your
dissatisfaction as follows:
•

Grievances may submitted in one of the following ways:
o to the Member Services Department at an EPO Facility (please refer
to your welcome materials for addresses)
o by calling the Customer Service Call Center at the number on the
back of your id card
o through kp.org

You will receive a confirmation letter within five days after receipt of your grievance.
You will receive a written decision within 30 days after receipt of your grievance.
Note: If your issue is resolved to your satisfaction by the end of the next business
day after your grievance is received orally, or through kp.org, and a Customer
Services representative notifies you orally about the decision, the Claims
Administrator will not send you a confirmation letter or a written.
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Claims and Appeals
You may appoint an authorized representative to help you file grievance claim or
appeal. A written authorization must be received from you before any information
will be communicated to your representative.
Timing of Claim Determinations
The Claims Administrator adheres to certain time limits when processing claims for
benefits. If you do not follow the proper procedures for submitting a claim, KPIC will
notify you of the proper procedures within the time frames shown in the chart
below. If additional information is needed to process your claim, KPIC will notify
you within the time frames shown in the chart below, and you will be provided
additional time within which to provide the requested information as indicated in
the chart below in this “Timing of Claim Determinations” section.
Determination on your claim will be made within the time frames indicated below
based upon the type of claim: Urgent Claim, Pre-Service Claim, Post-Service Claim,
or Concurrent Care Claim.
An “Urgent Care Claim” is any claim for a Service with respect to which the
application of the time periods for making non-urgent care determinations either (a)
could seriously jeopardize Your life, health, or ability to regain maximum function, or
(b) would, in the opinion of a physician with knowledge of Your medical condition,
subject you to severe pain that cannot be adequately managed without the Services
that are the subject of the claim, or a claim that your attending provider determines
is urgent.
A “Pre-Service Claim” is any claim for a Service with respect to which the terms of
the Plan condition receipt of the Service, in whole or in part, on approval by the Plan
of the Service in advance.
A “Post-Service Claim” is any claim for a Service that is not a Pre-Service Claim, a
Concurrent Care Claim, or an Urgent Care Claim.
A “Concurrent Care Claim” is any claim for Services that are part of an on-going
course of treatment that was previously approved by the Claims Administrator for a
specific period of time or number of treatments.
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Type of Notice or
Claim Event
Plan Notice of
Failure to Follow
the Proper
Procedure to File a
Claim

Plan Notice of
Initial Claim
Decision

Urgent Care Claim

Pre-Service Care Claim

Post-Service Care Claim

Not later than 24 hours after
receiving the improper claim.

Not later than 5 days after
receiving the improper claim.

Not applicable.

If the claim when initially filed is
proper and complete, a decision
will be made as soon as
possible, taking into account the
medical exigencies, but not later
than 72 hours after receiving the
initial claim.

If the claim when initially filed
is proper and complete, a
decision will be made within a
reasonable period of time
appropriate to the medical
circumstances, but not later
than 15 days after the initial
claim is received, unless an
extension, of up to 15 days, is
necessary due to matters
beyond the control of the
Claims Administrator. You
will be notified within the initial
15 days if an extension will be
needed by the Plan. The
notice will state the reason for
the extension.

A decision will be made within
a reasonable amount of time,
but not later than 30 days
after the initial claim is
received, unless an
extension, of up to 15 days, is
necessary due to matters
beyond the control of the
Claims Administrator. Youwill
be notified within the initial 30
days if an extension will be
needed by the Plan. The
notice will state the reason for
the extension.

If the claim is not complete, the
Claims Administrator will notify
You as soon as possible, but not
later than 24 hours of receipt of
the claim. You will have 48
hours to provide the information
necessary to complete the claim.
A decision will be made not later
than 48 hours after the
administrator receives the
requested information, or within
48 hours after the expiration of
the 48-hour deadline for
submitting additional
information, whichever is earlier.

A decision will be made not
later than 15 days after the
initial claim is received,
unless additional information
is required from You. You will
be notified during the initial 15
day period, and will have 45
days to provide the additional
information requested. A
decision will be made within
15 days after receiving the
additional information, or
within 15 days after the
expiration of the 45-day
deadline for submitting
additional information, whichever is earlier.

A decision will be made not
later than 30 days after the
initial claim is received,
unless additional information
is required from You. You will
be notified during the initial 30
day period, and will have 45
days to provide the additional
information requested. A
decision will be made within
15 days after receiving the
additional information or,
within 15 days after the
expiration of the 45-day
deadline for submitting
additional information,
whichever is earlier.

* All listed time frames are calendar days

Concurrent Care Claims
If you have a Concurrent Care Claim that is also an Urgent Care Claim to extend a
previously approved on-going course of treatment provided over a period of time or
number of treatments, KPIC will make a determination as soon as possible, taking
into account the medical exigencies, and notify you of the determination within
twenty-four (24) hours after receipt of the claim, provided that the claim was made
to KPIC at least twenty-four (24) hours prior to the expiration of the prescribed
period of time or number of treatments previously approved. If your request for
extended treatment is not made at least twenty-four (24) hours prior to the end of
the prescribed period of time or number of treatments, the request will be treated
as an Urgent Care Claim and decided according to the timeframes described above.
If your Concurrent Care Claim is not an Urgent Care Claim, and there is a reduction
or termination of the previously approved on-going course of treatment provided
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over a period of time or number of treatments (other than by Plan amendment or
termination) before the end of the period of time or number of treatments, you will
be notified by KPIC sufficiently in advance of the reduction or termination to allow
you to appeal the denial and receive a determination on appeal before the
reduction or termination of the benefit.
Post-Service Claims
To obtain payment from the Plan for Services you have paid for, or to obtain review
of a claims payment decision, you must follow the procedures outlined in this
“Claims and Appeals” section. If you miss a deadline for filing a claim or appeal,
review may be declined. Before you can file a civil action under ERISA section
502(a)(1)(B), you must meet any deadlines and exhaust the claims and appeals
procedures set forth in this “Claims and Appeals” section. The Plan does not charge
you for claims or appeals, but you must bear the cost of anyone you hire to
represent or help you.

How to File a Claim
EPO Providers are responsible for submitting claims for their services on your behalf
and will be paid directly by the Plan for the services they render. If an EPO Provider
bills you for a Covered Service (other than for Cost Sharing), please call customer
service at the telephone number listed in the “Customer Service Phone Numbers“
section.
For services rendered by Non-EPO providers, where the provider agrees to submit a
claim on your behalf, eligible claims payment to the provider will require a valid
assignment of benefits. Even if the Non-EPO Provider agrees to bill on your behalf,
you are responsible for making sure that the claim is received within 730 days of
the date of service and that all information necessary to process the claim is
received.
To receive reimbursement for Services you have paid for, you must complete and
mail a claim form or (or write a letter) to the Claims Administrator at the address
listed in the “Customer Service Phone Numbers” section, within 730 days after you
receive Services. The claim form (or letter) must explain the Services, the date you
received them, where you received them, who provided them, and why you think the
Plan should pay for them. Include a copy of the bill and any supporting documents.
Your claim form (or letter) and the related documents constitute your claim.
Your claim must include all of the following information:
• Patient name, address, and Kaiser Permanente ID card medical or health
record number
• Date(s) of service
• Diagnosis
• Procedure codes and description of the Services
• Charges for each Service
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•
•
•

The name, address, and tax identification number of the provider
The date the injury or illness began
Any information regarding other medical coverage

To obtain a medical or pharmacy claim form, visit the Kaiser Permanente Web site
at kp.org, log in, and then go to My Health Manager, then My Plan and Coverage,
then select the bullet Claims Summary.. The claim form will inform you about other
information that you must include with your claim.
If the Plan pays a Post-Service Claim, it will pay you directly, except that it will pay
the provider if one of the following is true:
• Before the claim is processed, a written notice is received indicating you
have assigned your right to payment to the provider
• Your claim includes a written request that the Plan pay the provider
If you have any questions about submitting a claim for payment for a Service from a
Non-EPO Provider, please call customer service at the telephone number listed on
your ID card or in the “ Customer Service Phone Numbers” section.

If a Claim Is Denied
If all or part of your claim is denied, the Claims Administrator will send you a written
notice. If the notice of denial involves an Urgent Care Claim, the notice may be
provided orally (a written or electronic confirmation will follow within 3 days). This
notice will explain:
• The reasons for the denial, including references to specific Plan provisions
upon which the denial was based
• If the claim was denied because you did not furnish complete information or
documentation, the notice will specify the additional materials or
information needed to support the claim and an explanation of why the
information or materials are necessary
• If the claim is denied based on an internal rule, guideline, protocol, or other
similar criterion, the notice will either (a) include the specific rule, guideline,
protocol, or other similar criterion, or (b) or include a statement that the rule,
guideline, protocol, or other similar criterion was relied upon in making the
adverse determination and that a copy of the rule, guideline, protocol, or
other criterion will be provided free of charge upon request
If the claim is denied based on a medical necessity or experimental
treatment or a similar exclusion or limit, the notice will also include an
explanation of the scientific or clinical judgment for the determination,
applying the terms of the Plan to the medical circumstances, or include a
statement that this explanation will be provided free of charge upon request.
• The notice will also state how and when to request a review of the denied
claim.
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•

If applicable, the notice will also contain a statement of your right to bring a
civil action under Section 502(a) of ERISA following an adverse benefit
determination following completion of all levels of review.

Note: You have the right to request any diagnostic and treatment codes and
their meanings that may be the subject of Your claim. To make such a request,
you should contact Customer Service at the number on Your identification card.

How to Appeal a Denied Claim
You may appeal a denied claim by submitting a written request for review to the
Plan. You must make the appeal request within 180 days after the date of the
denial notice. Send the written request to the Plan at:
Kaiser Permanente Insurance Company – Appeals
3701 Boardman-Canfield Road
Canfield Ohio 44406
You may instead fax your appeal to 614-212-7110.
To appeal a pharmacy claim, submit your form to:
Kaiser Permanente
Attn: SFAS National Self-Funding
3840 Murphy Canyon Rd
San Diego, CA 92123
Fax: 858-614-7912
The request must explain why you believe a review is in order and it must include
supporting facts and any other pertinent information. The Plan may require you to
submit such additional facts, documents, or other material as it may deem
necessary or appropriate in making its review.
In addition, certain states have Consumer Assistance Programs that can assist you
in filing your appeal. Please find contact information for CA below. A full list of
Consumer Assistance Programs can be found at:
www.dol.gov/ebsa/capudatelist.doc.
California Consumer Assistance Program
Operated by the CA Department of Managed Health Care and Department of
Insurance
980 9th Street, Suite #500
Sacramento, CA 95814
(888) 466- 2219
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Procedures on Appeal
As part of the review procedure, you may submit written comments, documents,
records, and other information relating to the claim.
Upon request and free of charge, you will be provided reasonable access to, and
copies of, all documents, records, and other information (other than legally or
medically privileged documents) relevant to your claim.
The Plan will review the claim, taking into account all comments, documents,
records, and other information submitted relating to the claim, without regard to
whether that information was submitted or considered in the initial benefit
determination.
The review will not afford deference to the initial claim denial and shall be
conducted by the Claims Fiduciary (named in the “Legal and Administrative
Information” section), who is neither the individual who made the adverse benefit
determination that is the subject of the appeal, nor the subordinate of that
individual.
In deciding an appeal that is based in whole or in part on a medical judgment,
including determinations with regard to whether a particular treatment, drug, or
other item is experimental, investigational, or not Medically Necessary, the Claims
Fiduciary will consult with a health care professional who has appropriate training
and experience in the field of medicine involved in the medical judgment, and that
health care professional will not be the individual who was consulted in connection
with the adverse benefit determination that is the subject of the appeal (or the
subordinate of that individual).
Upon request, the Plan will provide for the identification of any medical or
vocational experts whose advice was obtained on behalf of the Plan in connection
with the adverse benefit determination, without regard to whether the advice was
relied upon in making the benefit determination.
Benefits for an ongoing course of treatment will not be reduced or terminated while
an appeal is pending. However, if the appeal is denied in whole or in part, You may
be financially responsible for the cost of the denied portion.

Timing of Initial Appeal Determinations
The Claims Administrator will act upon each request for a review within the time
frames indicated in the chart below:
Urgent Care Claim
Not later than 72 hours
after receiving the
appeal.

Pre-Service Claim
Not later than 15 days after
receiving the appeal

* All listed time frames are calendar days
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Post-Service Claim
Not later than 30 days
after receiving the appeal.

Notice of Determination on Initial Appeal
Within the time prescribed in the “Timing of Initial Appeal Determinations” section,
the Claims Administrator will provide you with written notice of the Claim Fiduciary’s
decision. If the Claims Administrator determines that benefits should have been
paid, the Claims Administrator will take whatever action is necessary to pay them
as soon as possible.
If your claim is denied on review, the notice will state:
• The reasons for the denial, including references to the specific Plan
provisions upon which the denial was based.
• That you are entitled to receive, upon request and free of charge,
reasonable access to, and copies of, all documents, records, and other
information (other than legally or medically privileged documents)
relevant to your claim.
• If an internal rule, guideline, protocol, or other similar criterion was relied
upon in making the adverse determination, the notice will either (a)
include the specific rule, guideline, protocol, or other similar criterion, or
(b) include a statement that the rule, guideline, protocol, or other similar
criterion was relied upon in making the adverse determination and that a
copy of the rule, guideline, protocol, or other criterion will be provided
free of charge upon request.
• If the claim is denied based on a Medical Necessity, Experimental, or
similar exclusion or limit, the notice will also include an explanation of
the scientific or clinical judgment for the determination, applying the
terms of the Plan to the medical circumstances, or include a statement
that such explanation will be provided free of charge upon request.
• For Pre-Service Claims and Post-Service Claims, the notice will also state
how and when to request a review of the denial of the initial appeal.
• For Urgent Care Claims, the notice will also describe any voluntary appeal
procedures offered by the Plan and your right to obtain the information
about those procedures.
• The notice will also include a statement of your right to bring an action
under section 502(a) of ERISA following an adverse benefit
determination following completion of all levels of review.
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How to File a Final Appeal
For Pre-Service Claims and Post-Service Claims, you may appeal the denial of your
initial appeal by submitting a written request for review to the Claims Administrator.
You must make the appeal request within 60 days after the date of notice that your
appeal is denied. Send the written request to Plan at:
Kaiser Permanente Insurance Company – Appeals
3701 Boardman-Canfield Road
Canfield, OH 44406
You may instead fax your appeal to 614-212-7110.
To appeal a pharmacy claim, submit your form to:
Kaiser Permanente
Attn: SFAS National Self-Funding
3840 Murphy Canyon Rd
San Diego, CA 92123
Fax: 858-614-7912

Timing of Final Appeal Determinations
For Pre-Service Claims and Post-Service Claims, the Claims Administrator will act
upon each request for a review of the denial of your initial appeal within the time
frames indicated in the chart below:
Pre-Service Claim
Not later than 15 days after the appeal is
received.

Post-Service Claim
Not later than 30 days after the appeal
is received.

* All listed time frames are calendar days

Notice of Determination on Final Appeal
Within the time prescribed in the “Timing of Final Appeal Determinations” section,
the Claims Administrator will provide you with written notice of its decision. If the
Claims Administrator determines that benefits should have been paid, the Claims
Administrator will take whatever action is necessary to pay them as soon as
possible.
If your claim is denied on review, the notice will state:
• The reasons for the denial, including references to specific Plan
provisions upon which the denial was based.
• That you are entitled to receive, upon request and free of charge,
reasonable access to, and copies of, all documents, records, and other
information (other than legally or medically privileged documents)
relevant to your claim for benefits.
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•

•

•
•

If an internal rule, guideline, protocol, or other similar criterion was relied
upon in making the adverse determination, the notice will either (a)
include the specific rule, guideline, protocol, or other similar criterion, or
(b) include a statement that the rule, guideline, protocol, or other similar
criterion was relied upon in making the adverse determination and that a
copy of the rule, guideline, protocol, or other criterion will be provided
free of charge upon request.
If the claim is denied based on a Medical Necessity, Experimental
treatment or similar exclusion or limit, the notice will also include an
explanation of the scientific or clinical judgment for the determination,
applying the terms of the Plan to the medical circumstances, or include a
statement that this explanation will be provided free of charge upon
request.
Any voluntary appeal procedures offered by the Plan and your right to
obtain the information about those procedures.
The notice will also include a statement of your right to bring an action
under section 502(a) of ERISA following an adverse benefit
determination following completion of all levels of review.
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PG&E’s Voluntary Review Process
If you are not satisfied with the claims and appeals process completed with Kaiser,
you may elect to use PG&E’s Claims and Appeals Review Process. You have 90 days
from the date of receipt of the final decision from Kaiser to elect this review
process. Initiation of the Voluntary Review Process does not restrict your ability to
bring a civil action against the Plan or limit your rights to bring an action under
Section 502(a) of ERISA.
Step 1
The first step of the Claims and Appeals Review Process is to write to the Benefits
Department, requesting a review of your appeal. Your appeal should include all
pertinent documentation. To expedite processing, you should also include a HIPAA
AUTHORIZATION FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH
INFORMATION form. You can access a copy by calling the HR Service Center at
Company extension 8-223-4357, externally at 415-973-HELP (415-973-4357) or
toll-free at 1-800-788-2363.
Send your appeal to:
Pacific Gas and Electric Company
Benefits Department
Appeals – Step One
1850 Gateway Blvd, 7th Floor
Concord, CA 94520
The PG&E Benefits Department will review your appeal and make a decision within
60 days of the date on which the appeal is received (non-receipt of the HIPAA
Authorization form may delay your appeal). There may be special circumstances
where an extension of up to 90 days may be required. You will be notified if such an
issue occurs. If the Benefits Department denies your claim, you will receive a written
response that will include:
• the reason(s) for the denial;
• a reference to the Plan provision(s) that apply to the denial; and
• an explanation of additional appeals procedures.
Step 2
You may then have your appeal reviewed by the Employee Benefit Appeals
Committee (EBAC). To do so, you must submit a new appeal in writing within 60
days of the date on which you received the Step One denial. Your appeal should
state the reason(s) for your appeal and should include all relevant documentation
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and information supporting your appeal. Unless there are special circumstances
where an extension of up to an additional 90 days may be required, you shall
receive EBAC’s decision within 90 days of EBAC’s receipt of the appeal.
Send your appeal to:
Pacific Gas and Electric Company
Benefits Department
EBAC Appeals
1850 Gateway Blvd., 7th Floor
Concord, CA 94520

If EBAC denies your appeal, you will receive a written response which will include:
• the specific reason(s) for the denial;
• a reference to the specific Plan provision(s) on which the denial is based;
• a statement that you are entitled to receive, upon request and free of charge,
reasonable access to, and copies of, all documents, records and other
information relevant to your claim for benefits; and
• a statement of your right to bring a civil action under section 502(a) of
ERISA.
Requirement to File First- and Second-Level Appeals Before Filing a
Lawsuit
You must exhaust all mandatory Kaiser Permanente appeals before you may bring
a civil action under Section 502(a) of ERISA. You do not have to pursue the PG&E
Voluntary Review Process.

Subrogation and Reimbursement
Payments Made
A payment made under another plan offering by PG&E or another carrier’s health
plan may include an amount that should have been paid under this Plan. If that
occurs, reimbursement of that amount will be made to the party that made the
payment. That amount will then be treated as though it was a benefit paid under
this Plan and that amount will not be paid again. The term "payment made"
includes providing benefits in the form of Services, in which case "payment made"
means the reasonable cash value of the benefits provided in the form of Services.
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Right of Recovery
The Plan may receive the amount of any payments overpaid from one or more of
the persons for whom it has paid; or any other person or organization that may be
responsible for the benefits or Services provided for the covered person. The
“amount of the payments made” includes the reasonable cash value of any benefits
provided in the form of Services.
Subrogation Recovery
The Plan has the right to recover 100% of the payments made or to be made on
your behalf when you, your heirs, assigns, representatives or estate recover money
or have the right to recover money from any of the following sources. These sources
are called "Third Parties":
• Any person or entity alleged to have caused you to suffer sickness, injuries
or damages, or who caused or is responsible for the sickness, injuries or
damages.
• Any insurer or other indemnifier of any person or entity alleged to
• have caused or who caused the sickness, injuries or damages.
• Your employer.
• Any person or entity who is or may be obligated to provide health care
benefits or payments to you, including health care benefits or
payments for underinsured or uninsured motorist protection, no-fault
or traditional auto insurance, medical payment coverage (auto,
homeowners or otherwise), Workers' Compensation coverage,
medical malpractice coverage, or coverage by other insurance
carriers or third-party administrators.
• Any person or entity that is liable for payment to you on any equitable or
legal theory.
The Plan may obtain recovery through subrogation, reimbursement, refunds of
overpayments or through any other available legal theory. The right of recovery applies
regardless of whether you have been fully compensated for your injuries or condition.
Subrogation is the substitution of one person or entity in place of another with
reference to a lawful claim, demand or right. The Plan will be subrogated to and
shall succeed to all rights of recovery that you may have against a Third Party under
any legal theory of any type for 100% of the benefits that the Plan provides to you
or will provide to you. In addition to any subrogation rights and in consideration of
the coverage provided by the Plan, the Plan also has an independent right to be
reimbursed by you for 100% of the benefits the Plan provides to you or will provide
to you.
You agree as follows:
84

•

That you will cooperate with the Plan and its Claims Administrators in a
timely manner in protecting the Plan's legal and equitable rights to
subrogation and reimbursement, including, but not limited to:
o Notifying the Plan's Claims Administrators in writing as soon
as you learn that a Third Party may be liable for causing your
need for health care benefits,
o Providing any relevant information requested by the Plan or its
Claims Administrators,

•

Signing and/or delivering such documents as the Plan or its Claims
Administrators reasonably request to secure the subrogation and
reimbursement claims,
Responding to requests for information about any sickness, accident or
injuries,
Appearing at legal proceedings such as depositions and in court, and
Obtaining the consent of the Plan or its Claims Administrators before
releasing any party from liability of payment of health care expenses.
That failure to cooperate in this matter will be deemed a breach of
contract, and as such the Plan has the right to terminate health care
benefits and/or instituting legal action against you. If the Plan incurs
attorney’s fees and costs in order to enforce its rights of subrogation and
reimbursement, it has the right to recover those fees and costs from you.
You will also be required to pay interest on any amounts you hold which
should have been paid to the Plan,
That the Plan has the sole authority and discretion to resolve all disputes
regarding the interpretation of the language stated herein.
That no court costs or attorneys' fees may be deducted from our recovery
without express written consent from the Plan or Claims Administrators;
any so-called "Fund Doctrine" or "Common Fund Doctrine" or "Attorney's
Fund Doctrine" will not defeat this right, and the Plan is not required to
participate in or pay court costs or attorneys' fees to the attorney hired by
you to pursue your damage/personal injury claim.
That regardless of whether you have been fully compensated or made
whole, the Plan may collect from you the proceeds of any full or partial
recovery that you or your legal representative obtain, whether in the form
of a settlement (either before or after any determination of liability) or
judgment no matter how those proceeds are captioned or characterized.

•
•
•
•

•
•

•

The proceeds available for collection will include, but are not limited to, any
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•
•

•

•

•

•

•

•

•

and all amounts earmarked as economic, non-economic and punitive
damages, whether in the form of settlements or judgments. No “collateral
source” rule, any “Made-Whole Doctrine” or “Make-Whole Doctrine” claim
of unjust enrichment, nor any other equitable limitation shall limit the
Plan’s subrogation and reimbursement rights.
That the health care benefits paid by the Plan or its Claim Administrators
may also be considered to be health care benefits advanced.
That you agree that if you receive any payment from any Third Party or an
insurer as a result of an injury or illness, whether by settlement (either
before or after any determination of liability), or judgment, you will serve as
a constructive trustee over the funds, and failure to hold such funds in trust
will be deemed as a breach of your duties hereunder.
That you or an authorized agent, such as your attorney, must hold any
funds received from any Third Party that are due and owed to the Plan, as
stated herein, separately and alone (e.g.in a separate bank account or in
your attorney’s trust account), and failure to hold funds as such will be
deemed as a breach of contract, and may result in the termination of
health care benefits or the institution of legal action against you.
That you will transfer title to the constructive trust to the Plan for all health
care benefits that have been paid or will be paid as a result of your
sickness, injury or illness.
That the Plan will be entitled to recover reasonable attorney fees from you
that are incurred in collecting from you any funds held by you that you
recovered from any Third Party.
That the Plan may offset from any future health care benefits otherwise
allowed the value of health care benefits paid or advanced under this
section to the extent not covered by the Plan.
That you will neither accept any settlement that does not fully compensate
or reimburse the Plan without the written approval of the Plan or its Claims
Administrators, nor will you do anything to prejudice the Plan's rights under
the provision.
That you will assign to the Plans all rights of recovery against Third Parties,
to the extent of the reasonable value of services and health care benefits
the Plan provided, plus reasonable costs of collection.
That the Plan's rights will be considered as the first priority claim against
Third Parties, including tortfeasors for whom you are seeking recovery, to
be paid before any other of your claims are paid. Further, the first priority
right to payment is superior to any and all claims, debts or liens asserted
by any medical providers, including but not limited to hospitals or
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•

•
•

•
•

•

•

•

emergency treatment centers, that assert a right to payment from funds
payable from or recovered from an allegedly responsible or responsible
third party and/or insurance carrier,
The Plan's subrogation and reimbursement rights apply to full and partial
settlements or judgments or other recoveries paid or payable to you or your
representative on your behalf no matter how those proceeds are captioned
or characterized. Payments include, but are not limited to, economic, noneconomic and punitive damages, whether in the form of settlements or
judgments. The Plan is not required to help you to pursue your claim for
damages or personal injuries and no court costs or attorneys' fees may be
deducted from our recovery without express written consent from the Plan
or Claims Administrators; any so-called "Fund Doctrine" or "Common Fund
Doctrine" or "Attorney's Fund Doctrine" will not defeat this right,
That the Plan's rights will not be reduced due to your own negligence.
That the Plan may, at its option, take necessary and appropriate action to
preserve its rights under these subrogation and reimbursement provisions,
including but not limited to providing or exchanging medical payment
information with an insurer, the insurer’s legal representative or other third
party, and/or filing suit in your name, which does not obligate the Plans in
any way to pay you part of any recovery the Plans might obtain.
That the Plan shall not be obligated in any way to pursue this right
independently or on your behalf.
That if the injury or condition giving rise to subrogation or reimbursement
involves a minor child, this section also applies to the parents or guardian
of the minor child.
That in the case of a wrongful death, this section also applies to your
estate, personal representative of your estate, and your heirs, legatees or
beneficiaries.
That if the injury or condition giving rise to subrogation or reimbursement
involves the wrongful death of a Plan Participant, also called "member,"
this section will apply to any personal representative of the Plan
Participant.
If a third part causes or is alleged to have caused you to suffer a sickness,
injury or damages while you are covered under the Plan, the provisions of
this section will continue to apply, even after you are no longer covered,

The Plan and the Plan Administrator (or the Claims Administrators acting on their
behalf) have the authority and discretion to resolve all disputes regarding the
interpretation of the language contained in these provisions, and shall have the
such powers and duties as are necessary to discharge their duties and functions,
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including the discretionary authority to (1) construe and enforce the terms of these
subrogation and reimbursement provisions and rights, and (2) make determinations
with respect to the subrogation amounts and reimbursements owed to the Plan.
Within 30 days after submitting or filing a claim or legal action against a third party,
you must send written notice of the claim or legal action to:
Harrington Health
3701 Boardman-Canfield Rd., Bldg B
Canfield, OH. 44406-7005
In order for the Plan to determine the existence of any rights the Plan may have and
to satisfy those rights, you must complete and send all consents, releases,
authorizations, assignments, and other documents, including lien forms directing
your attorney, the third party, and the third party's liability insurer to pay the Plan
directly. You may not agree to waive, release, or reduce the Plan’s rights under this
provision without the Plan’s prior written consent.
If your estate, parent, guardian, or conservator asserts a claim against a third party
based on your injury or illness, your estate, parent, guardian, or conservator and any
settlement or judgment recovered by the estate, parent, guardian, or conservator
shall be subject to the Plan’s liens and other rights to the same extent as if you had
asserted the claim against the third party. The Plan may assign its rights to enforce
liens and other rights.
If you are entitled to Medicare, Medicare law may apply with respect to Services
covered by Medicare.Workers’
Workers’ compensation or employer’s liability benefits
benefits
You may be eligible for payments or other benefits, including amounts received as a
settlement (collectively referred to as "Financial Benefit"), under workers’
compensation or employer’s liability law. The Plan will provide covered Services
even if it is unclear whether you are entitled to a Financial Benefit, but the Plan may
recover the value of any covered Services from the following sources:
• From any source providing a Financial Benefit or from whom a Financial
Benefit is due
• From you, to the extent that a Financial Benefit is provided or payable or
would have been required to be provided or payable if you had diligently
sought to establish your rights to the Financial Benefit under any workers’
compensation or employer’s liability law
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Binding Arbitration
Binding Arbitration for Participants and Dependents
Assigned to the Kaiser Permanente Northern California
Region or Southern California Region
This “Binding Arbitration for Participants and Dependents Assigned to the Kaiser
Permanente Northern California Region or Southern California Region” section
applies only to Participants and Dependents who are assigned to the Kaiser
Permanente Northern California Region or Southern California Region.
For all claims subject to this “Binding Arbitration for Participants and Dependents
Assigned to the Kaiser Permanente Northern California Region or Southern
California Region” section, both Claimants and Respondents give up the right to a
jury or court trial and accept the use of binding arbitration.
Scope of Arbitration
Any dispute shall be submitted to binding arbitration if all of the following
requirements are met:
• The claim arises from or is related to an alleged violation of any duty
incident to or arising out of or relating to a Participant or Dependent
Party’s relationship to Kaiser Permanente or KPIC as a Participant or
Dependent, a member, or a patient, including any claim for medical or
hospital malpractice (a claim that medical services or items were
unnecessary or unauthorized or were improperly, negligently, or
incompetently rendered), for premises liability, or relating to the delivery
of services or items, irrespective of the legal theories upon which the
claim is asserted
• The claim is asserted by one or more Participant or Dependent Parties
against one or more Kaiser Permanente Parties or by one or more Kaiser
Permanente Parties against one or more Participant or Dependent Parties
• The claim is not within the jurisdiction of the Small Claims Court
• The claim is not a benefit-related request that constitutes a "benefit
claim" in Section 502(a)(1)(B) of ERISA
As referred to in this “Binding Arbitration for Participants and Dependents Assigned
to the Kaiser Permanente Northern California Region or Southern California Region”
section, "Participant or Dependent Parties" include:
• A Participant or Dependent
• A Participant’s or Dependent’s heir, relative, or personal representative
• Any person claiming that a duty to him or her arises from a Participant’s
or Dependent's relationship to one or more Kaiser Permanente Parties
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"Kaiser Permanente Parties" include:
• Kaiser Permanente Insurance Company (KPIC)
• Kaiser Foundation Health Plan, Inc.
• Kaiser Foundation Hospitals (KFH)
• KP Cal, LLC (KP Cal)
• The Permanente Medical Group, Inc. (TPMG)
• Southern California Permanente Medical Group (SCPMG)
• The Permanente Federation, LLC
• The Permanente Company, LLC
• Any KFH, TPMG, or SCPMG physician
• Any individual or organization whose contract with any of the
organizations identified above requires arbitration of claims brought by
one or more Participant or Dependent Parties
• Any employee or agent of any of the foregoing
"Claimant" refers to a Participant or Dependent Party or a Kaiser Permanente Party
who asserts a claim as described above. "Respondent" refers to a Participant or
Dependent Party or a Kaiser Permanente Party against whom a claim is asserted.
Initiating Arbitration
Claimants shall initiate arbitration by serving a Demand for Arbitration. The
Demand for Arbitration shall include the basis of the claim against the
Respondents; the amount of damages the Claimants seek in the arbitration; the
names, addresses, and telephone numbers of the Claimants and their attorney,
if any; and the names of all Respondents. Claimants shall include all claims against
Respondents that are based on the same incident, transaction, or related
circumstances in the Demand for Arbitration.
Serving Demand for Arbitration
KPIC, Kaiser Foundation Health Plan, Inc., KFH, KP Cal, TPMG, SCPMG, The
Permanente Federation, LLC, and The Permanente Company, LLC, shall be served
with a Demand for Arbitration by mailing the Demand for Arbitration addressed to
that Respondent in care of one of the following:
If the claim relates to a Participant or Dependent who is assigned to the Kaiser
Permanente Northern California Region:
Kaiser Foundation Health Plan, Inc.
Legal Department
1950 Franklin St., 17th Floor
Oakland, CA 94612

90

If the claim relates to a Participant or Dependent who is assigned to the Kaiser
Permanente Southern California Region:
Kaiser Foundation Health Plan, Inc.
Legal Department
393 E. Walnut St.
Pasadena, CA 91188
Service on that Respondent shall be deemed completed when received. All other
Respondents, including individuals, must be served as required by the California
Code of Civil Procedure for a civil action.
Filing Fee
The Claimants shall pay a single, nonrefundable filing fee of $150 per arbitration
payable to "Arbitration Account" regardless of the number of claims asserted in the
Demand for Arbitration or the number of Claimants or Respondents named in the
Demand for Arbitration.
Any Claimant who claims extreme hardship may request that the Office of the
Independent Administrator waive the filing fee and the neutral arbitrator's fees and
expenses. A Claimant who seeks such waivers shall complete the Fee Waiver Form
and submit it to the Office of the Independent Administrator and simultaneously
serve it upon the Respondents. The Fee Waiver Form sets forth the criteria for
waiving fees and is available by calling Customer Service at the telephone number
listed on your ID card.
Number of Arbitrators
The number of Arbitrators may affect the Claimant's responsibility for paying the
neutral arbitrator's fees and expenses.
If the Demand for Arbitration seeks total damages of $200,000 or less, the dispute
shall be heard and determined by one neutral arbitrator, unless the parties
otherwise agree in writing that the arbitration shall be heard by two party arbitrators
and one neutral arbitrator. The neutral arbitrator shall not have authority to award
monetary damages that are greater than $200,000.
If the Demand for Arbitration seeks total damages of more than $200,000, the
dispute shall be heard and determined by one neutral arbitrator and two party
arbitrators, one jointly appointed by all Claimants and one jointly appointed by all
Respondents. Parties who are entitled to select a party arbitrator may agree to
waive this right. If all parties agree, these arbitrations will be heard by a single
neutral arbitrator.
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Payment of Arbitrators' Fees and Expenses
Kaiser Foundation Health Plan, Inc. will pay the fees and expenses of the neutral
arbitrator under certain conditions as set forth in the Rules for Kaiser Permanente
Member Arbitrations Overseen by the Office of the Independent Administrator
("Rules of Procedure") http://www.oia-kaiserarb.com/.. In all other arbitrations, the
fees and expenses of the neutral arbitrator shall be paid one-half by the Claimants
and one-half by the Respondents.
If the parties select party arbitrators, Claimants shall be responsible for paying the
fees and expenses of their party arbitrator and Respondents shall be responsible for
paying the fees and expenses of their party arbitrator.
Costs
Except for the aforementioned fees and expenses of the neutral arbitrator, and
except as otherwise mandated by laws that apply to arbitrations under this “Binding
Arbitration for Participants and Dependents Assigned to the Kaiser Permanente
Northern California Region or Southern California Region” section, each party shall
bear the party's own attorneys' fees, witness fees, and other expenses incurred in
prosecuting or defending against a claim regardless of the nature of the claim or
outcome of the arbitration.
Rules of Procedure
Arbitrations shall be conducted according to the Rules of Procedure developed by
the Office of the Independent Administrator in consultation with Kaiser Permanente
and the Arbitration Oversight Board. Copies of the Rules of Procedure may be
obtained from Customer Service at the telephone number listed in the “Customer
Service Phone Numbers” section.
General Provisions
A claim shall be waived and forever barred if (1) on the date the Demand for
Arbitration of the claim is served, the claim, if asserted in a civil action, would be
barred as to the Respondents served by the applicable statute of limitations, (2)
Claimants fail to pursue the arbitration claim in accord with the Rules of Procedure
with reasonable diligence, or (3) the arbitration hearing is not commenced within
five years after the earlier of (a) the date the Demand for Arbitration was served in
accord with the procedures prescribed herein, or (b) the date of filing of a civil action
based upon the same incident, transaction, or related circumstances involved in the
claim. A claim may be dismissed on other grounds by the neutral arbitrator based
on a showing of a good cause. If a party fails to attend the arbitration hearing after
being given due notice thereof, the neutral arbitrator may proceed to determine the
controversy in the party's absence.
The California Medical Injury Compensation Reform Act of 1975 (including any
amendments thereto), including sections establishing the right to introduce
evidence of any insurance or disability benefit payment to the patient, the limitation
on recovery for non-economic losses, and the right to have an award for future
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damages conformed to periodic payments, shall apply to any claims for
professional negligence or any other claims as permitted or required by law.
Arbitrations shall be governed by this “Binding Arbitration for Participants and
Dependents Assigned to the Kaiser Permanente Northern California Region or
Southern California Region” section, Section 2 of the Federal Arbitration Act, and
the California Code of Civil Procedure provisions relating to arbitration that are in
effect at the time the statute is applied, together with the Rules of Procedure, to the
extent not inconsistent with this “Binding Arbitration for Participants and
Dependents Assigned to the Kaiser Permanente Northern California Region or
Southern California Region” section.
In accord with the rule that applies under sections 3 and 4 of the Federal Arbitration
Act, the right to arbitration under this “Binding Arbitration for Participants and
Dependents Assigned to the Kaiser Permanente Northern California Region or
Southern California Region” section shall not be denied, stayed, or otherwise
impeded because a dispute between a Participant or Dependent Party and a Kaiser
Permanente Party involves both arbitrable and nonarbitrable claims or because one
or more parties to the arbitration is also a party to a pending court action with a
third party that arises out of the same or related transactions and presents a
possibility of conflicting rulings or findings.
Arbitration Agreement for Participants and Dependents Assigned to the Kaiser
Permanente Northern California Region or Southern California Region

I understand that if I am assigned to the Kaiser Permanente Northern California
Region or Southern California Region, then except for Small Claims Court cases,
cases subject to a Medicare appeals procedure,, and certain benefit-related
disputes, any dispute between myself, my heirs or relatives, or other associated
parties on the one hand and Kaiser Permanente Parties on the other hand (Kaiser
Permanente Insurance Company, Kaiser Foundation Health Plan, Inc., Kaiser
Foundation Hospitals, The Permanente Medical Group, the Southern California
Permanente Medical Group, or other associated parties), for alleged violation of any
duty relating to or arising from a relationship to any of the Kaiser Permanente
Parties as a participant in this medical plan, a member, or a patient, including any
claim for medical or hospital malpractice (a claim that medical services were
unnecessary or unauthorized or were improperly, negligently, or incompetently
rendered), for premises liability, or relating to the delivery of services or items,
irrespective of legal theory, must be decided by binding arbitration under California
law and not by lawsuit or resort to court process, except as applicable law provides
for judicial review of arbitration proceedings. I agree to give up my right to a jury
trial and accept the use of binding arbitration. I understand that the full arbitration
provision is contained in the summary plan description.
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Termination
Certificates of Creditable Coverage
The Health Insurance Portability and Accountability Act (HIPAA) requires Plan
Sponsors to issue “Certificates of Creditable Coverage” to terminated Plan
participants. The certificate is used to prove prior creditable coverage when a
terminated participant seeks new coverage. When your participation terminates, or
at any time upon request, a certificate will be mailed to you. If you have any
questions, please contact Ceridian Benefit Services at 800-877-7994.

94

Legal and Administrative
Information
The following is the plan name, identification number, and fiscal records information of the
Plan.
Plan Name:
The Pacific Gas and Electric Company Health Care Plan for Active Employees
Plan Medical Option Kaiser Permanente Exclusive Provider Organization
I.D. No.:

541

Year Ends:

12/31

Type of Plan Option
Claims Administrator:
Claims Fiduciary:
Plan Administrator:

Self-funded Medical Benefit Plan
Kaiser Permanente Insurance Company
Kaiser Permanente Insurance Company
Pacific Gas and Electric Company

Funding Medium:
Contributing Source:
Service of Legal Process:

Self-funded; paid from trust assets
Employer and Participants
Vice President, Corporate Governance and
Corporate Secretary
Pacific Gas and Electric Company
77 Beale Street
Mail Code B24W
San Francisco, CA 94105

Employers/Sponsors Offering Benefits
Pacific Gas and Electric Company
PG&E Corporation
PG&E Corporation Support Service, Inc.
PG&E Corporation Support Service II, Inc.
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Plan Name:
The Pacific Gas and Electric Company Health Care Plan for Retirees and Surviving
Dependents
Plan Medical Option Kaiser Permanente Exclusive Provider Organization
I.D. No.:

535

Year Ends:

12/31

Type of Plan Option
Claims Administrator:
Claims Fiduciary:
Plan Administrator:

Self-funded Medical Benefit Plan
Kaiser Permanente Insurance Company
Kaiser Permanente Insurance Company
Pacific Gas and Electric Company

Funding Medium:
Contributing Source:
Service of Legal Process:

Self-funded; paid from general assets and trust assets
Employer and Participants
Vice President, Corporate Governance and
Corporate Secretary
Pacific Gas and Electric Company
77 Beale Street
Mail Code B24W
San Francisco, CA 94105

Employers/Sponsors Offering Benefits
Pacific Gas and Electric Company
PG&E Corporation
PG&E Corporation Support Service, Inc.
PG&E Corporation
Corporation Support Service II, Inc.
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January 1, 2014
Keep this EPO SPD for your future reference when you want to find details about EPO plan
benefits under:
•

The Pacific Gas and Electric Company Health Care Plan for Active Employees

•

The Pacific Gas and Electric Company Health Care Plan for Retirees and
Surviving Dependents

When changes are made to the Plans, PG&E communicates those changes to employees.
In many, but not all, instances, changes are communicated through Summaries of Material
Modifications (SMMs). SMMs are frequently part of the Open Enrollment materials. Please
keep the communications that notify you of changes in the Plan with this SPD for future
reference. You can also access this SPD online from the HR intranet site.
The 2014 Open Enrollment materials (including Legal Supplement) (referred to collectively
as your “enrollment materials”) are designed, in part, to make you aware of important
changes that have been made to the Plan. Your 2014 enrollment materials are an SMM
but are not an exhaustive explanation of the Health Care Plan. Additional information
about the Plan is contained in the documents entitled the Plan document itself and this
SPD and any SMMs, collectively constitute the official plan document. The Employee
Benefit Committee of PG&E Corporation is the Plan Administrator of the Plan and has the
discretionary authority to interpret and construe the terms of the official plan document, to
resolve any conflicts or discrepancies between the documents that comprise the official
plan document and to establish rules that are necessary for the administration of the Plan.
Unless otherwise noted, references to PG&E in this booklet and in other open enrollment
materials mean Pacific Gas and Electric Company. Pacific Gas and Electric Company,
PG&E Corporation and their affiliates are referred to collectively as “Participating
Employers.”
Pacific Gas and Electric Company has the right to amend or terminate the Plan at any time
and for any reason, subject to notice provisions if such notice is required under applicable
collective bargaining agreements.
Generally, an amendment to or termination of the Plan will apply prospectively and will
affect your rights and obligations under the Plan prospectively.
If you have any questions about your benefits that are not answered by this SPD, you can
contact the HR Service Center at Company extension 8-223-4357, externally at
415-973-HELP (415-973-4357) or toll-free at 1-800-788-2363. You can also send an email
to the HR Service Center at hrbenefitsquestions@exchange.pge.com or, if applicable,
contact your union business Representative or the Local Union Headquarters.
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Customer Service Phone Numbers
General Customer Service
Northern California Region
Southern California Region

800-663-1771
800-533-1833

Utilization Management for Out-of Plan Emergency Services
Northern California Region
800-225-8883
Southern California Region
800-225-8883
Advice Nurses
Northern California Region
Southern California Region

866-454-8855
888-576-6225

Interpreter Services
Northern California Region
Southern California Region

800-663-1771
800-533-1833

TTY

771 or 877-870-0283

Pharmacy Benefit Information
All Regions

866-427-7701

Claims Administrator:
KPIC Self-Funded Claims Administrator
P.O. Box 30547
Salt Lake City, UT 84130-0547
Payor ID # 94320
Autism Applied Behavioral Analysis (ABA) Benefit Information
ValueOptions – All Regions
800-562-3588
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Schedule of Benefits
This section summarizes Cost Sharing and benefit limits such as day limits, visit
limits and benefit maximums. It does not describe all the details of your benefits.
To learn what is covered for each benefit, please refer to the identical heading in the
“Benefits and Cost Sharing” section. For exclusions and limitations please refer to
the “General Exclusions, General Limitations, Coordination of Benefits, and
Reductions” section.

PG&E Benefit Summary
Long-Term Disability (LTD) Employees without Medicare, and Retirees and Surviving
Dependents without Medicare
KP Use only: ES023 and ES024

This is a Benefit Summary for EPO Plan administered by Kaiser Permanente

OVERALL PLAN FEATURES
Plan Accumulation Type

Calendar Year

Annual Out-of-Pocket Maximum
Per Person

$1,500

Per Family

$3,000

Embedded Deductible - Each family member has an individual Out-of-Pocket Maximum amount
within the family Out-of-Pocket Maximum. The individual cannot contribute to the family Out-ofPocket Maximum more than the amount of a single Out-of-Pocket Maximum.
Out-of-Pocket Maximum applies to the following:
Inpatient Services- Yes
Outpatient Services- Yes
Ancillary Services- Yes
Client Specification- Cost share for Infertility Services, Outpatient Prescription Drugs, Durable
Medical Equipment or Prosthetics & Orthotics does not apply to the out-of-pocket maximum.
Services without a Cost Share do not apply to the out-of-pocket maximum.
Copayments: One Copay per provider or specialty group is charged per visit.
Visits: If multiple visits occur on the same day, each visit counts toward the applicable benefit
limit.
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