Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

: Wells Fargo HMO - California

Coverage Period: 01/01/2021-12/31/2021
Coverage for: Individual / Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see www.kp.org/plandocuments or
call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.

Important Questions

What is the overall

Answers

$500 Individual / $1,000 Family

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each

deductible? family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible

Are there services amount. But a copayment or coinsurance may apply. For example, this plan covers

covered before you meet
your deductible?

Yes. Preventive care and services indicated in
chart starting on page 2.

certain preventive services without cost-sharing and before you meet your
deductible. See a list of covered preventive services at
https://www.healthcare.qgov/coverage/preventive-care-benefits/.

Are there other

deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$3,000 Individual / $5,700 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

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

Premiums, health care this plan doesn't cover,
and services indicated in chart starting on page 2

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

Will you pay less if you
use a network provider?

Yes. See my.kp.org/wf or call 1-800-278-3296
(TTY: 711) for a list of plan providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you
might receive a bill from a provider for the difference between the provider’s charge
and what your plan pays (balance billing). Be aware your network provider might use
an out-of-network provider for some services (such as lab work). Check with your
provider before you get services.

Do you need a referral to
see a specialist?

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

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a referral before you see the specialist.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Common : - . Limitations, Exceptions, & Other Important
Medical Event Services You May Need Plan Provider Non-Plan Provider Information
(You will pay the least) (You will pay the most)
angry care visit to treat $25 / visit, deductible does not Not covered None
an injury or illness apply.
Icfa);gu \r/iiitdi pga:)ltfzce Specialist visit iggli/ visit, deductible does not Not covered None
or clinic You may have to pay for services that aren’t
Preventive care/screening/ | No charge, deductible does not NG GoaE preventive. Ask your provider if the services
immunization apply. n;aedeg:lare pfreventlve. Then check what your
plan will pay for.
l?l?ogc\;vsélri)t est (x-ray, 20% coinsurance Not covered None
If you have a test ,
:\r/lns%ng [EIFIET ST 20% coinsurance Not covered None
-~ . Up to a 30-day supply (retail); Up to a 100-day
Generic drugs $r1£sf:rr?t?ilol)r,1 $§2d(un(1:filglgrgggs/not Not covered supply (mail order). No charge, deductible does
g g | prion. not apply for contraceptives. Subject to formulary
If you need drugs to PRY- guidelines.
treat your illness or . . Up to a 30-day supply (retail); Up to a 100-da
condi){ion Preferred brand drugs $r2e55<(:rr?t?ilol)r;1 $§gd(urzgglgrgggs/not Not covered Slf)pply (il o)r/der?.pl\}lo(charée, _geductible dOZS
More information about g gpply pron, noF ap_ply for contraceptives. Subject to formulary
prescription drug ' guidelines.
—g—mrzpiz /?gfr:ﬁ’;?vat Non-preferred brand drugs | Same as Preferred brand drugs Not covered tSh?gLZﬁihzrzfg;%gga;rggéggs’ when approved
- . Up to a 30-day supply (retail). Subject to
Specialty drugs gzg:(fﬁ% (();e;zg)lil Not covered formulary guidelines, when approved through the
= ' exception process.
Facility fee (e.g., o i
If you have ambulatory surgery center) 20% coinsurance Not covered None
outpatient surgery Physician/surgeon fees 20% coinsurance Not covered None
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Common
Medical Event

Services You May Need

Plan Provider
(You will pay the least)

Non-Plan Provider
(You will pay the most

)

Limitations, Exceptions, & Other Important
Information

If you need
immediate medical
attention

Emergency room care 20% coinsurance 20% coinsurance None
Emergency medical . )

g Y 20% coinsurance 20% coinsurance None
transportation E— —_—

Urgent care

$25 / visit, deductible does not

$25 / visit, deductible

Non-Plan providers covered when temporarily

services

apply. does not apply. outside the service area.
_ Facility fee (e.g., hospital 20% Coinsurance Not covered None
If you have a hospital | room) -
stay Physician/surgeon fees 20% coinsurance Not covered None
Mental / Behavioral health: $25 /
individual visit, deductible does not
0
" d tal 3&%"&%&% / day for Mental / Behavioral health: $12 / group visit.,
you need menta _ . ibl n V. nce Abuse:
health, behavioral Outpatient services Substance Abuse: $25 / individual = Not covered deductible does not apply. Substance Abuse: $5/
) - . group visit., deductible does not apply.
health, or substance visit, deductible does not apply.
abuse services 20% coinsurance up to $5 / day for
other outpatient services,
deductible does not apply.
Inpatient services 20% coinsurance Not covered None
Depending on the type of services, a copayment,
o No charge, deductible does not coinsurance, or deductible may apply. Maternity
S N , . )
Office visits apply. ot covered care may include tests and services described
o T AT elsewhere in the SBC (i.e. ultrasound.)
Ch||db|r_th/deI|very 0% coinsurance et o) None
professional services -
Childbirth/delivery facilty 20% coinsurance Not covered None
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Common Limitations, Exceptions, & Other Important

. rvices You May N i - ' .
Medical Event Services You May Need ign FBHEED on .Plﬂ AU Information
(You will pay the least) (You will pay the most)
Home health care 20% coinsurance, deductible does NGl GaEE 2-hour limit / visit, 3 visit limit / day, 100 visit limit /
not apply. year.
Rehabilitation services Outpgﬂer]t: 325/ \.”S't Not covered None
Inpatient: 20% coinsurance
If you need help Outpatient: $25 / visit
i ilitati i : Not covered
recovering or have Habilitation services Inpatient: 20% coinsurance None
other special health _ , _ . L
needs Skilled nursing care 20% coinsurance Not covered 100 day limit / benefit period.
. Y .
Durgble medical 20% coinsurance, deductible does NG GoaE Prior authorization required.
equipment not apply.
Hospice services No charge, deductible does not Not covered None
apply.
_ Children’s eye exam A chgrge U7 GRS S0 Not covered None
If your child needs deductible does not apply.
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up | Not covered Not covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Children’s glasses e Hearing aids ¢ Private-duty nursing

o Cosmetic surgery e Long-term care ¢ Routine foot care

o Dental care (Adult and child) e Non-emergency care when traveling outside the U.S o Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Acupuncture (plan provider referred) e Chiropractic care (20 visit limit/year) ¢ Routine eye care (Adult)
e Bariatric surgery e Infertility treatment

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

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

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
BenefitConnect™ | COBRA 1-877-292-6272 or https://cobra.ehr.com

Department of Labor’'s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight 1-877-267-2323 61565 or www.CCii0.CmSs.qov

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

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
Chinese (H 32): an LA R S0y EEEL, BT 5-151-800-757-7585 (TTY: 711)

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

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible $500
B Specialist copayment $45

controlled condition)

W The plan’s overall deductible $500
B Specialist copayment $45

up care)

M The plan’s overall deductible $500
B Specialist copayment $45

M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20%
M Other (blood work) coinsurance 20%  ® Other (blood work) coinsurance 20% ™ Other (x-ray) coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost \ $12,700 Total Example Cost \ $5, 600 Total Example Cost ] $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $500 Deductibles $90 Deductibles $500
Copayments $10 Copayments $800 Copayments $200
Coinsurance $1,900 Coinsurance $100 Coinsurance $300
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $ 2,460 The total Joe would pay is $990 The total Mia would pay is $1,000
6 of 6

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

Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex,
gender identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information,
citizenship, primary language, or immigration status.

Language assistance services are available from our Member Service Contact Center 24 hours a day, 7 days a week (except closed holidays).
Interpreter services, including sign language, are available at no cost to you during all hours of operation. Auxiliary aids and services for individuals
with disabilities are available at no cost to you during all hours of operation. We can also provide you, your family, and friends with any special
assistance needed to access our facilities and services. You may request materials translated in your language at no cost to you. You may also request
these materials in large text or in other formats to accommodate your needs at no cost to you. For more information, call 1-800-464-4000 (TTY 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. For example, if
you believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of Insurance
or speak with a Member Services representative for the dispute-resolution options that apply to you.

You may submit a grievance in the following ways:
e By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day, 7 days a week (except closed holidays).
e By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you.

e In person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your provider
directory at kp.org/facilities for addresses)

e Online: Use the online form on our website at kp.org
Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin,
sex, age, or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16" Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and
Human Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TTY).
Complaint forms are available at hhs.gov/ocr/office/file/index.html.
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Aviso de no discriminacién

Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen, antecedentes culturales, ascendencia, religion,
sexo, identidad de género, expresion de género, orientacion sexual, estado civil, discapacidad fisica o mental, fuente de pago, informacidn genética,
ciudadania, lengua materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el idioma las 24 horas del dia, los 7 dias de la semana
(excepto los dias festivos). Se ofrecen servicios de interpretacion sin costo alguno para usted durante el horario de atencién, incluido el lenguaje de
sefias. Se ofrecen aparatos y servicios auxiliares para personas con discapacidades sin costo alguno durante el horario de atencion. También
podemos ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten para acceder a nuestros centros de atencion y servicios.
Puede solicitar los materiales traducidos a su idioma sin costo para usted. También los puede solicitar con letra grande o en otros formatos que se
adapten a sus necesidades sin costo para usted. Para obtener mas informacion, llame al 1-800-788-0616 (TTY 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a través del proceso de quejas. Por ejemplo, si usted
cree que ha sufrido discriminacion de nuestra parte, puede presentar una queja. Consulte su Evidencia de Cobertura (Evidence of Coverage) o
Certificado de Seguro (Certificate of Insurance), 0 comuniguese con un representante de Servicio a los Miembros para conocer las opciones de resolucion
de disputas que le corresponden.

Puede presentar una queja de las siguientes maneras:

e Por teléfono: Llame a servicio a los miembros al 1-800-788-0616 (TTY 711) las 24 horas del dia, los 7 dias de la semana (excepto los
dias festivos).

e Por correo postal: LlIamenos al 1-800-788-0616 (TTY 711) y pida que se le envie un formulario.

e En persona: Llene un formulario de Queja Formal o Reclamo/Solicitud de Beneficios en una oficina de servicio a los miembros ubicada
en un Centro de Atencion del Plan (consulte su directorio de proveedores en kp.org/facilities [haga clic en “Espafiol”’] para obtener
las direcciones).

e Enlinea: Use el formulario en linea en nuestro sitio web en kp.org/espanol.
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informaré al Coordinador de Derechos Civiles de Kaiser Permanente (Civil Rights Coordinator) de todas las quejas relacionadas con la
discriminacion por motivos de raza, color, pais de origen, género, edad o discapacidad. También puede comunicarse directamente con el
coordinador de derechos civiles de Kaiser Permanente en:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16" Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

También puede presentar una queja formal de derechos civiles de forma electrénica ante la Oficina de Derechos Civiles (Office for Civil Rights) en el
Departamento de Salud y Servicios Humanos de los Estados Unidos (U.S. Department of Health and Human Services) mediante el Portal de Quejas
Formales de la Oficina de Derechos Civiles (Office for Civil Rights Complaint Portal), en ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés) o por
correo postal o por teléfono a: U.S. Department of Health and Human Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington,
D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TTY). Los formularios de queja formal estan disponibles en hhs.gov/ocr/office/file/index.html

(en inglés).


https://kp.org/facilities
https://kp.org/espanol
https://hhs.gov/ocr/office/file/index.html
http://ocrportal.hhs.gov/ocr/portal/lobby.jsf

TSNS

Kaiser PermanenteZE [ DUFF#S ~ AR ~ IR ~ [0~ JREGRE ~ SUE&E R~ Mmae ~ 5580 PER1 ~ PERIREE] ~ MEAIRREE ~ PR ~ SR »
AL HEE R (RO ~ BEE - ARB  LEES BRI I RHEMEAEAA -

G AR ERE T O EETRER 24 NG RIEE SRS (EiREERIN) - AsE el st A e s IR ORI - BTk
¥ o ARG LERBhas I Ars - BeffiE o] R fEAnayR A te B8 A e i B i 155 P A R AL TRy Bl ol ST e B 2R MR R
THEESHVE R - G ] RE R S EF KA AR e SO AR SUHIRCAR - SRR 2 &R - 5521 1-800-757-7585 (TTY 711) -

FREME Ao BRI R 1 PR TR SRR A RRAIBCE » B SRS R EH O BNEAR - BRI - EFREEEANECH
FEREETE - 5520 ORIREIEERBIE ) (Evidence of Coverage) % ( frl&5HI=E) (Certificate of Insurance) - B4 E B RE A
fnrEE DU R R H AT
o EBTEES | SHE(EE1-800-757-7585 (TTY 711) Hidy B G EII4E - BBl Rle 87K » R24/ N (BRIREFRIN) -
o EEEM:  F5E(EEL-800-757-7585 (TTY 711) BlF(Mssliah IR =S T4 -
o BHIEX : fEtEEHTE BB SR IE SRR R FEEE (552 5ikp.org/facilities AY{R{ESEE Xk B ML)
o &L AT RAVAR BFRAS > 48hk Fskp.org
WIS EAE TR T TR B - SEEE R MIA S BAREBRAE FLs -

HRFE -~ [FE  JREFEE - MR~ SRR R — U R SR ED i A Kaiser Permanentel’y RAESE 517758 & (Civil Rights Coordinator) -
fat A B Kaiser Permanentery Bt S5 75 np e B B BER4% > HiHE -

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16™ Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

g n] DL 1 i FUE R B A = YAER A L1481k (Office for Civil Rights Complaint Portal) [m15% B {# 4= B B G AR #5505 (U.S. Department of
Health and Human Services) /N2 (Office for Civil Rights) $2H ESMERESTT » 481EZocrportal.hhs.gov/ocr/portal/lobby.jsfak &z 1840 &
S E e EE s 7 =UERg% © U.S. Department of Health and Human Services, 200 Independence Ave. SW, Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TTY) - 53 vl 1t 485hhs.gov/ocr/office/file/index.html N & -


http://kp.org/facilities
http://kp.org
http://hhs.gov/ocr/office/file/index.html
http://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Thdéng B4o Khdng Ky Thi

Kaiser Permanente khng phan biét doi xir dya trén tuoi tac, ching toc, sac toc, mau da, nguyén quan, hoan canh van hoa, t0 tién, ton gido, gisi tinh,
nhéan dang gidi tinh, cach the hign gidi tinh, khuynh huéng tinh dyc, gia canh, khuyet tat ve the chat hogc tinh than, nguon tién thanh toan, thong tin
di truyen, quoc tich, ngon ngir chinh, hay tinh trang di trd.

Cac dich vy trg gilp ngon ngir hién co tir Trung Tam Lién Lac ban Dich Vu Hoi Vién cua chung t6i 24 glo trong ngay, 7 ngay trong tuan (ngoai trir
ngay 1&). Dich vu thong dich, ké ca ngén ngit ky hi¢u, dugc cung Cap mién phi cho quy vi trong gio lam viéc. Cac phuong tién trg gilp va dich vu b
sung cho nhiing nguoi khuyét tat dugc cung cap mién phi cho quy vi trong gio lam viéc. Chung t6i cling O thé cung cap cho quy vi, gia dinh va ban
beé quy vi moi hd tro dac biét Can thiét de su dung co so va dich vu cua ching toi. Quy vi ¢d thé yéu cau mién phi tai licu dugc dich ra ngon ngi cua
quy vi. Quy vi ciing c6 thé yéu cau mién phi céc tai liéu nay dudi dang chix 16n hodc dudi cac dang khac dé dap wng nhu cau caa quy vi. Dé biét thém
théng tin, goi 1-800-464-4000 (TTY 711).

Mot phan nan 1 bat cir thé hién bt man nao dwoc quy vi hay vi dai dién duoc uy quyén cua quy vi trinh bay qua thi tuc phan nan. Vi du, néu quy vi
tin rang chiing t6i da ky phan biét ddi xt vai vi, quy vi ¢ thé d¢ don phan nan. Vui long tham khao Chuang Tir Bao Hiém (Evidence of Insurance)
hay Chizng Nhan Bao Hiém (Certificate of Insurance), hodc néi chuyén véi mét nhan vién ban Dich Vu Hoi Vién dé biét cac lya chon giai quyét
tranh chap c6 thé &p dung cho quy vi.

Quy Vi ¢6 thé nop don phan nan bang céc hinh thirc sau day:

e Qua dién thoai: Goi cho ban dich vu hi vién theo sé 1-800-464-4000 (TTY 711) 24 gio trong ngay, 7 ngay trong tuan (ngoai trir dong
cira ngay |8).

e Qua buu dién: Goi cho ching ti theo sé 1-800-464-4000 (TTY 711) va yéu cau dugc giri mot mau don.

e Truc tiép: Dién mot mau don Than Phién ‘hay Yéu Cau Quyén Loi/Yéu Cau tai mot van phong ban dich vy hi vién tai mot Co So Thudc
Chuong Trinh (xem danh muc nha cung cip caa quy vi tai kp.org/facilities dé biét dia chi)

e Truc tuyén: Sir dung miu don truc tuyén trén trang mang cua ching tdi tai kp.org
Xin goi Trung Tam Lién Lac ban Dich Vu Hai Vién cua ching toi néu quy vi can tro gitp nép don phan nan.

biéu Phéi Vién Dan Quyen (Civil Rights Coordinator) Kaiser Permanente s& duoc thong béo vé tat ca phan nan lién quan téi viéc ky thi trén co s6
chung toc, mau da, nguyén quan, gidi tinh, tuoi tac, hay tinh trang khuyét tat. Quy vi cling c6 thé lién lac truc tiép vai Biéu Phoi Vién Dan Quyén
Kaiser Permanente tai:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16" Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

Quy vi ciing co thé dé don than phién vé dan quyén vai Bo Y Té va Nhan Sinh Hoa Ky (U.S. Department of Health and Human Services), Phong
Dan Quyén (Office of Civil Rights) bang dudng dién t théng qua Cong Thong Tin Phong Phu Trach Khiéu Nai vé Dan Quyén (Office for Civil
Rights Complaint Portal), hién c6 tai ocrportal.hhs.gov/ocr/portal/lobby.jsf, hay bang duong buu dién hoic dién thoai tai: U.S. Department of Health
and Human Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TTY).
Mau don than phién hién ¢ tai hhs.gov/ocr/office/file/index.html.
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NOTICE OF LANGUAGE ASSISTANCE

English: This is important information from Kaiser Permanente. If you need help
understanding this information, please call 1-800-464-4000 and ask for language
assistance. Help is available 24 hours a day, 7 days a week, excluding holidays.

saebuall 4 sal sacbus il 5 1-800-464-4000 &1 e Jlai¥) oo g ccila glaall s3a agh 8 saebuall dalay i€ 1Y Kaiser Permanente o« fage Slaslaa e 445 6l) 038 (5 5ia5 : Arabic
Ayl claall ol el o sl ol ALk delull jlae e 5 sk

Armenian: Uw juplnp mbnklnipniu k «Kaiser Permanente»-hg: Gpt wju mtinklnipiniip hwuljwbwint hwdwp Qkq ogunipnit L hupuydnp, jpunpnid
tup quuquhwpt) 1-800-464-4000 htnwjunuwhwdwpny b odwinulnipni unwbw) {kqyh hwpgnid: Quuquhwpbp opp 24 dwid, swpwpn 7 op’ pugh mnt
opkphg:

Chinese: 2272 5 Kaiser Permanente fYEE &1 - R IEFTE 7 BIIRR L EEN > 5550 1-800-757-7585 = >KEES18) o TMFHE 7 K > K 24 /NF B et
B (EiREKRE) -

SaS 2S Cal ga 5 Al alaal )y 543 K ulas 1-800-464-4000 o bes L lilal cay a3l SeaS 4y cle Dal () Gaegd 2SI 23l .« Kaiser Permanente ¢ s« ) eee <Dkl ol :Farsi
o) 3 g ga Jabant 5l 55 el iy 55, 7 5§yl el 24 0 Sl

Hindi: g Kaiser Permanente @1 3iX & Hgcaqol Faelm g1 A IRl $H FAAT H HHASA & [T Heg & S 8, o AT 1-800-464-4000 T HieT
ﬁaﬂimﬂmma:ﬁmq@lmmaﬁm ToaTE % @il e, Rt & 24 €2, 3qesy ¥

Hmong: Qhov xov xwm no tseem ceeb los ntawm Kaiser Permanente. Yog koj xav tau kev pab kom nkag siab cov xov xwm no, thov hu rau 1-800-464-4000
thiab thov kev pab txhais lus. Muaj kev pab 24 teev ib hnub twg, 7 hnub ib lim tiam twg, tsis xam cov hnub caiv.

Japanese: Kaiser Permanente /b EELRBHOENH Y £9, ZOFREZ RS 572D~ VT NRLERGEIE. 1-800-464-4000 (ZFEFG L C, Sagd—
EREZUAHL T ES VY, TOY—EXIEREKR (BURA ZERS) TIFANWZRET £,

Khmer:iS: ﬁmﬂﬁH‘ISﬁiZ]S H‘ﬁﬂ Kaiser Permanente‘] iUﬁjSHﬁLﬁimiﬁStﬁ @J[TISUIEUN&HﬁHWSiS ﬁjﬁgiﬁimmIWB 1-800-464-4000 SﬁiﬁjfUﬁSUIS"lﬁ
M ﬁS[ijﬁ"tﬂS 24 ﬁﬂﬁ’tilliﬁﬁ 7 iﬁ"til’.ijmgﬁj iHQ’]mGUﬂﬂjﬁﬁ“]

Korean: - A 1 1= Kaiser Permanente o| 4] 23l S 23 WA X YUt} HE AW E o|a)sl= d) =] FQ3A|H, 1-800-464-4000 H o =2 & 33 <o
Ah AMu] 25 QA1 8d F Al Zte] #AIGlo] A A & Alwsl] EHYUTHEFY A9

Laotlan wcwuzuumaumn Kaiser Permanente. mm mumajmuamuaayLGeiumwaas‘fznczﬂ%zuun nssm?ms 1-800-464-4000 (a2 (S9nau
aawmsmmwﬁm mwaommeﬁ‘imm u90 24 aa?ua, 7 Sudeaiio, Uaouamwnmgj

Navajo: Dii éi hane’ biholniihii at’éego Kaiser Permanente yee nihalne’. Dii hane’igii doo hazh¢’6 bik’i’diitithgdoo t’aa shodi koji’ hodiilnih 1-800-464-4000 ako saad
bee aka i’iilyeed yidiikil. Kwe’¢é aka ana’alwo’ t’aa atahji’ naadiind{i’ ahéé’ilkidgoo doo tsosts’id ji aa’at’é. Dahodilzingone’ éi da’deelkaal.

Punjabi: £J Kaiser Permanente 28 Tgsl Areard! J1 1 3976 foH AEadt & AWSE B8 HTE ©f 83 J, 37 [J9Ur 999 1-800-464-4000 '3 S IS W3 FH
AT B8 Ul HeT, ¢ § 83 3, I3 © 7 fes, w3 fea © 24 Wi ¥ige J

Russian: 3T1o BaxxHas nHdopmaums ot Kaiser Permanente. Ecnin Bam TpebyeTcsa nomoLub, 4Tobbl NOHATE 3Ty MHbOpMaLMio, MO3BOHMTE MO HOMEpPY
1-800-464-4000 1 nonpocuTe NpegoctaButb Bam ycnyru nepesogynka. NomMollb AocTynHa 24 yaca B CyTKW, 7 OHEWN B Heento, KpoMe NpasaHUYHbIX OHEN.



Spanish: La presente incluye informacién importante de Kaiser Permanente. Si necesita ayuda para entender esta informacién, llame al 1-800-788-0616 y
pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.

Tagalog: Ito ay importanteng impormasyon mula sa Kaiser Permanente. Kung kailangan ninyo ng tulong para maunawan ang impormasyong ito, mangyaring
tumawag sa 1-800-464-4000 at humingi ng tulong kaugnay sa lengguwahe. May makukuhang tulong 24 na oras bawat araw, 7 araw bawat linggo, maliban
sa mga araw ha pista opisyal.

Thai: flifluriayaddeyann Kaiser Permanente minaasasnsANNamdalunsvinanuinlatayai asaninslldonunaa 1-800-464-4000 tiazanuhe
WidadIun I §nsaTnsdasa’ldnaas 24 M luanniu aniuiungainania.

Vietnamese: Day la thong tin quan trong ti» Kaiser Permanente. Néu quy vi can dwoc gitip d& dé hiéu ré thong tin nay, vui long goi sO 1-800-464-4000 va
yéu cau duoc cap dich vu vé ngdn ngir. Quy vi sé dwoc gilp d& 24 gi® trong ngay, 7 ngay trong tuan, triv ngay |é.



	Wells Fargo HMO - California 
	Excluded Services & Other Covered Services:
	Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:
	Language Access Services:
	About these Coverage Examples:
	Nondiscrimination Notice 
	Aviso de no discriminación
	無歧視公告 
	Thông Báo Không Kỳ Thị
	NOTICE OF LANGUAGE ASSISTANCE




