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Disclosure Form Part One — Principal Benefits for
Kaiser Permanente Traditional Plan (6/1/06—5/31/07)

The Services described below are covered only if all the following conditions are satisfied:

+ The Services are Medically Necessary

= The Services are provided, prescribed, authorized, or directed by a Plan Physician and you receive the Services from
Pian Providers inside our Service Area, except where specifically noted to the contrary in the Evidence of Coverage for
authorized referrals, Emergency Care, Post-stabilization Care, Out-of-Area Urgent Care, and emergency ambulance

Services
For one Member o $1500 ;S'ér calendar year
For an entire Family Unit of two or more Members $3,000 per calendar year

Prrmary‘andkspemaity care vrsrtsw(rucludes routine and urgent care $15 per visit

appointments)
Routine preventive physical exams $15 per visit
Well-child preventive care visits (0-23 months) $15 per visit
Family planning visits 315 per visit
Scheduled prenatal care and first postpartum visit $15 per visit
Eye exams $15 per visit
Hearing tests $15 per visit

Physrcaf occupatlonal and speech therapy visits $15 per visit

wOutpatrent surgery $15 per procedure

Allergy injection visits $5 per visit

Allergy testing visits $15 per visit
Immunizations No charge

X-rays and lab tests No charge

Heaith education $15 per individual visit

No charge for group visits

‘Hospitalization Service :
Room and board, surgery, anesthesia, X-rays Iab tests, and drugs No charge
‘Emergency:-Health Coverag ‘

Emergency Department visits $50 per visit (does not apply if admitted directly
to the hospital as an inpatient)

Anibtilance Service 0
Ambulance Servrces No charge
' . u.Pay.

Most covered outpatlent |tems in accord wzth our drug formulary from Plan
Pharmacies:

Generic items $10 for up to a 100 day supply
Brand name items $20 for up to a 100 day supply
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continued

You Pay
No charge

al Health Serv
lnpatlent psychiatric care (up io 45 days per calendar year) No charge
QOutpatient visits:

Up to a total of 20 individual and group therapy visits per calendar year  $15 per individual therapy visit
$7 per group therapy visit
Up to 20 additional group therapy visits that meet the Medical Group $7 per group therapy visit
criteria in the same calendar year
Note: Visit and day limits do not apply to serious emotional disturbances of children and severe mental ilinesses as described
in the Evidence of C

‘Chemical - Depends i

Inpatient detoxification No charge
Qutpatient individual therapy visits $15 per visit
Qutpatient group therapy visits 85 per visit

Transitional residential recovery Services (up to 60 days per calendar year, $100 per admission
not to exceed 120 days in any five- ear period)

-Home health cﬁa.re (up to 100 two-hour visits per caiendar year) iNo charge
'"Eyewear purchased from Plan Optical Sales Offices every 24 months 3175 Allowance
Skilled Nursing Facility care (up to 100 days per benefit period) No charge
Hospice care No charge

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, exclusions, or limitations,
and it does not list all benefits, Copayments, and Coinsurance. For a complete explanation, please refer to the Evidence of
Coverage. Please note that we provide all benefits required by law (for example, diabetes testing supplies).



