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Contact us

Member Services

If you need assistance with or have questions
about your health plan or specific benéfits, you
can speak with one of our Member Services
representatives at 1-888-777-5536 (TTY 711),
7 days a week, 8 a.m.to 8 p.m.

Appointments and 24-hour medical advice

You can call to make appointments 24 hours
a day, 7 days a week. Medical advice is also
available 24 hours a day, 7 days a week.

For either of these services, call:

e Within the Washington, DC, metro area,
1-703-359-7878 (TTY 711).

e Qutside the Washington, DC, metro area,
1-800-777-7904 (TTY 711).

If your doctor is in the community, call his or
her office directly. If you would like to leave a
nonurgent message for a medical advice nurse,
registered users can do so at kp.org; you will
receive an answer within one business day.

Prescription refills

Available 24 hours a day by calling
1-800-700-1479.

How to access a list of providers

To access our online provider directory, visit
kp.org/directory. To request a copy of the
provider directory, please call Member Services.

Member rights and responsibilities:
Our commitment to each other

Kaiser Permanente is committed to providing
you and your family with quality health care
services. In a spirit of partnership with you, here
are the rights and responsibilities we share in
the delivery of your health care services.

Member rights: We must honor your rights
as a member of our plan

1. We must provide information in a way that
works for you (in languages other than
English, braille or large print)

To get information from us in a way that works
for you, please call Member Services. Our plan
has people and free interpreter services
available to answer questions from disabled
and non-English-speaking members. This
booklet is available in Spanish by calling
Member Services. We can also give you
information in braille or large print at no cost if
you need it. We are required to give you
information about our plan’s benefits in a
format that is accessible and appropriate for
you. To get information from us in a way that
works for you, please call Member Services.

If you have any trouble getting information
from our plan in a format that is accessible and
appropriate for you, please call to file a
grievance with Member Services. You may also
file a complaint with Medicare by calling
1-800-MEDICARE (1-800-633-4227) or directly
with the Office for Civil Rights. Contact
information is included in your Evidence of
Coverage or with this mailing, or you may
contact Member Services for additional
information.

2. We must ensure that you get timely access
to your covered services and drugs

As a member of our plan, you have the right to
choose a primary care provider (PCP) in our
network to provide and arrange for your
covered services. Call Member Services to
learn which doctors are accepting new patients.
You also have the right to go to a women'’s



health specialist (such as a gynecologist)
without a referral, as well as other providers.

As a plan member, you have the right to get
appointments and covered services from our
network of providers within a reasonable
amount of time. This includes the right to get
timely services from specialists when you need
that care. You also have the right to get your
prescriptions filled or refilled at any of our
network pharmacies without long delays.

If you think that you are not getting your
medical care or Part D drugs within a
reasonable amount of time, your Evidence of
Coverage tells you what you can do. (If we have
denied coverage for your medical care or
drugs and you don't agree with our decision,
your Evidence of Coverage tells you what you
can do.) To receive a copy of your Evidence of
Coverage, call Member Services.

3. We must protect the privacy of your
personal health information

Federal and state laws protect the privacy of
your medical records and personal health
information. We protect your personal health
information as required by these laws.

* Your “personal health information” includes
the personal information you gave us when
you enrolled in our plan as well as your
medical records and other medical and
health information.

* The laws that protect your privacy give you
rights related to getting information and
controlling how your health information is
used. We give you a written notice, called a
“Notice of Privacy Practices,” that tells you
about these rights and explains how we
protect the privacy of your health information.

How do we protect the privacy of your

health information?

* We make sure that unauthorized people
don't see or change your records.

* |In most situations, if we give your health
information to anyone who isn't providing
your care or paying for your care, we are

required to get written permission from you
first. Written permission can be given by you
or by someone you have given legal power
to make decisions for you.

* There are certain exceptions that do not
require us to get your written permission
first. These exceptions are allowed or
required by law.

— For example, we are required to release
health information to government agencies
that are checking on quality of care.

— Because you are a member of our plan
through Medicare, we are required to give
Medicare your health information,
including information about your Part D
prescription drugs. If Medicare releases
your information for research or other
uses, this will be done according to federal
statutes and regulations.

You can see the information in your records and
know how it has been shared with others

You have the right to look at your medical
records held by our plan, and to get a copy of
your records. We are allowed to charge you a
fee for making copies. You also have the right
to ask us to make additions or corrections to
your medical records. If you ask us to do this,
we will work with your health care provider to
decide whether the changes should be made.

You have the right to know how your health
information has been shared with others for
any purposes that are not routine.

If you have questions or concerns about the
privacy of your personal health information,
please call Member Services.

4. We must give you information about our
plan, our network of providers, and your
covered services

As a member of our plan, you have the right to
get several kinds of information from us. (As
explained above in number 1, you have the
right to get information from us in a way that
works for you. This includes getting the
information in Spanish, braille, or large print.)



If you want any of the following kinds of
information, please call Member Services:

* Information about our plan. This includes, for
example, information about our plan'’s
financial condition. It also includes
information about the number of appeals
made by members and our plan’s
performance ratings, including how it has
been rated by plan members and how it
compares to other Medicare health plans.

* Information about our network providers,
including our network pharmacies.

- For example, you have the right to get
information from us about the
qualifications of the providers and
pharmacies in our network and how we
pay the providers in our network.

— For a list of the providers in our network,
visit kp.org/directory.

— For a list of the pharmacies in our network,
visit kp.org/directory.

— For more detailed information about our
providers or pharmacies, you can call
Member Services or visit our website at
kp.org/directory.

* Information about your coverage and the
rules you must follow when using your
coverage.

- In your Evidence of Coverage, we explain
what medical services are covered for you,
any restrictions to your coverage, and what
rules you must follow to get your covered
medical services.

— To get the details about your Part D
prescription drug coverage, see your
Evidence of Coverage and our plan’s Drug
List. The Evidence of Coverage, together
with the Drug List, tell you what drugs are
covered and explain the rules you must
follow and the restrictions to your
coverage for certain drugs.

- If you have questions about the rules or
restrictions, please call Member Services.

* Information about why something is not
covered and what you can do about it.

- If a medical service or Part D drug is not
covered for you, or if your coverage is
restricted in some way, you can ask us
for a written explanation. You have the
right to this explanation even if you
received the medical service or drug from
an out-of-network provider or pharmacy.

- If you are not happy or if you disagree with
a decision we make about what medical
care or Part D drug is covered for you, you
have the right to ask us to change the
decision. You can ask us to change the
decision by making an appeal. For details
on what to do if something is not covered
for you in the way you think it should be
covered, see your Evidence of Coverage. It
gives you the details about how to make
an appeal if you want us to change our
decision. (Your Evidence of Coverage also
tells you about how to make a complaint
about quality of care, waiting times, and
other concerns.)

- If you want to ask us to pay our share of a
bill you have received for medical care or
a Part D prescription drug, see your
Evidence of Coverage.

5. We must treat you with dignity and respect
and support your right to make decisions
about your care

You have the right to know your treatment
options and participate in decisions about your
health care

You have the right to get full information from
your doctors and other health care providers
when you go for medical care. Your providers
must explain your medical condition and your
treatment choices in a way that you can
understand.

You also have the right to participate fully in
decisions about your health care. To help you
make decisions with your doctors about what



treatment is best for you, your rights include
the following:

* To know about all of your choices. This
means that you have the right to be told
about all of the treatment options that are
recommended for your condition, no matter
what they cost or whether they are covered
by our plan. It also includes being told about
programs our plan offers to help members
manage their medications and use drugs
safely.

* To know about the risks. You have the right
to be told about any risks involved in your
care. You must be told in advance if any
proposed medical care or treatment is part
of a research experiment. You always have
the choice to refuse any experimental
treatments.

* The right to say “no.” You have the right to
refuse any recommended treatment. This
includes the right to leave a hospital or other
medical facility, even if your doctor advises
you not to leave. You also have the right to
stop taking your medication. Of course, if
you refuse treatment or stop taking a
medication, you accept full responsibility for
what happens to your body as a result.

* To receive an explanation if you are denied
coverage for care. You have the right to
receive an explanation from us if a provider
has denied care that you believe you should
receive. To receive this explanation, you will
need to ask us for a coverage decision. Your
Evidence of Coverage tells you how to ask us
for a coverage decision.

You have the right to give instructions about
what is to be done if you are not able to make
medical decisions for yourself

Sometimes people become unable to make
health care decisions for themselves due to
accidents or serious illness. You have the right
to say what you want to happen if you are in
this situation. This means that, if you want to,
you can:

* Fill out a written form to give someone the
legal authority to make medical decisions for

you if you ever become unable to make
decisions for yourself.

* Give your doctors written instructions about
how you want them to handle your medical
care if you become unable to make decisions
for yourself.

The legal documents that you can use to give
your directions in advance in these situations
are called “advance directives.” There are
different types of advance directives and
different names for them. Documents called
“living will” and “power of attorney for health
care” are examples of advance directives.

If you want to use an “advance directive” to
give your instructions, here is what to do:

e Get the form. If you want to have an advance
directive, you can get a form from your
lawyer, from a social worker, or from some
office supply stores. You can sometimes get
advance directive forms from organizations
that give people information about
Medicare. You can also contact Member
Services to ask for the forms.

* Fill it out and sign it. Regardless of where you
get this form, keep in mind that it is a legal
document. You should consider having a
lawyer help you prepare it.

* Give copies to appropriate people. You
should give a copy of the form to your
doctor and to the person you name on the
form as the one to make decisions for you if
you can’t. You may want to give copies to
close friends or family members as well. Be
sure to keep a copy at home.

If you know ahead of time that you are going to
be hospitalized, and you have signed an advance
directive, take a copy with you to the hospital.

* If you are admitted to the hospital, they will
ask you whether you have signed an advance
directive form and whether you have it with
you.

* If you have not signed an advance directive
form, the hospital has forms available and
will ask if you want to sign one.



Remember, it is your choice whether you want
to fill out an advance directive (including
whether you want to sign one if you are in the
hospital). According to law, no one can deny
you care or discriminate against you based on
whether or not you have signed an advance
directive.

What if your instructions are not followed?

If you have signed an advance directive, and
you believe that a doctor or hospital did not
follow the instructions in it, you may file a
complaint with:

District of Columbia residents

District of Columbia Department of
Insurance, Securities and Banking
810 First St. NE, Suite 701
Washington, DC 20002

Maryland residents

Maryland Insurance Administration

Consumer Complaint Investigation
200 St. Paul Place, Suite 2700
Baltimore, MD 21202

Virginia residents

State Corporation Commission Virginia
Bureau of Insurance

P.O.Box 1157

Richmond, VA 23218

6. You have the right to make complaints and
to ask us to reconsider decisions we have
made

If you have any problems or concerns about
your covered services or care, your Evidence of
Coverage tells you what you can do. It gives
you the details about how to deal with all types
of problems and complaints.

What you need to do to follow up on a
problem or concern depends upon the
situation. You might need to ask us to make a
coverage decision for you, make an appeal to
us to change a coverage decision, or make a
complaint. Whatever you do—ask for a
coverage decision, make an appeal, or make a
complaint—-we are required to treat you fairly.

You have the right to get a summary of
information about the appeals and complaints
that other members have filed against our plan
in the past. To get this information, please call
Member Services.

7. What can you do if you believe you are
being treated unfairly or your rights are not
being respected?

If it is about discrimination, call the Office

for Civil Rights

If you believe you have been treated unfairly or
your rights have not been respected due to
your race, disability, religion, sex, health,
ethnicity, creed (beliefs), age, or national origin,
you should call the Department of Health and
Human Services’ Office for Civil Rights at
1-800-368-1019 or TTY 1-800-537-7697,

or call your local Office for Civil Rights.

Is it about something else?

If you believe you have been treated unfairly or
your rights have not been respected, and it's
not about discrimination, you can get help
dealing with the problem you are having:

¢ You can call Member Services.

* You can call the State Health Insurance
Assistance Program. For details about this
organization and how to contact it, see your
Evidence of Coverage.

e Or you can call Medicare at 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.

8. How to get more information about

your rights

There are several places where you can get

more information about your rights:

* You can call Member Services.

* You can call the SHIP. For details about this
organization and how to contact it, see your
Evidence of Coverage.

* You can contact Medicare:

- You can visit the Medicare website to read
or download the publication “Medicare
Rights & Protections.” (The publication is



available at www.medicare.gov/Pubs/
pdf/11534-Medicare-Rights-and-
Protections.pdf.)

— Or you can call 1-800-MEDICARE
(1-800-633-4227), 24 hours a day,
7 days a week. TTY users should call
1-877-486-2048.

9. Information about new technology
assessments

Rapidly changing technology affects health care
and medicine as much as any other industry.

To determine whether a new drug or other
medical development has long-term benefits,
our plan carefully monitors and evaluates new
technologies for inclusion as covered benefits.
These technologies include medical procedures,
medical devices, and new drugs.

10. You can make suggestions about rights and
responsibilities

As a member of our plan, you have the right to

make recommendations about the rights and

responsibilities included in this booklet. Please

call Member Services with any suggestions.

Member responsibilities: You have some
responsibilities as a member of our plan

What are your responsibilities?

Things you need to do as a member of our
plan are listed below. If you have any
questions, please call Member Services. We're
here to help.

* Get familiar with your covered services and
the rules you must follow to get these
covered services. Use your Evidence of
Coverage to learn what is covered for you
and the rules you need to follow to get your
covered services.

- Your Evidence of Coverage gives details
about your medical services, including
what is covered, what is not covered, rules
to follow, and what you pay.

- Your Evidence of Coverage gives details
about your coverage for Part D
prescription drugs.

* If you have any other health insurance

coverage or prescription drug coverage in
addition to our plan, you are required to tell
us. Please call Member Services to let us
know.

- We are required to follow rules set by
Medicare to make sure that you are using
all of your coverage in combination when
you get your covered services from our
plan. This is called “coordination of
benefits” because it involves coordinating
the health and drug benefits you get from
us with any other health and drug benefits
available to you. We'll help you coordinate
your benefits. (For more information about
coordination of benefits, see your
Evidence of Coverage.)

Tell your doctor and other health care
providers that you are enrolled in our plan.
Show your plan membership card whenever
you get your medical care or Part D
prescription drugs.

Help your doctors and other providers help
you by giving them information, asking
questions, and following through on your
care.

— To help your doctors and other health care
providers give you the best care, learn as
much as you are able to about your health
problems and give them the information
they need about you and your health.
Follow the treatment plans and instructions
that you and your doctors agree upon.

— Make sure you understand your health
problems and participate in developing
mutually agreed upon treatment goals
with your providers whenever possible.
Make sure your doctors know all of the
drugs you are taking, including over-the-
counter drugs, vitamins, and supplements.

- If you have any questions, be sure to ask.
Your doctors and other health care
providers are supposed to explain things
in a way you can understand. If you ask a
question and you don't understand the
answer you are given, ask again.



* Be considerate. We expect all our members
to respect the rights of other patients. We
also expect you to act in a way that helps the
smooth running of your doctor’s office,
hospitals, and other offices.

* Pay what you owe. As a plan member, you
are responsible for these payments:

— In order to be eligible for our plan, you
must have Medicare Part A and Medicare
Part B. Some plan members must pay a
premium for Medicare Part A. Most plan
members must pay a premium for
Medicare Part B to remain a member of
our plan.

— For most of your medical services or drugs
covered by our plan, you must pay your
share of the cost when you get the service
or drug. This will be a copayment (a fixed
amount) or coinsurance (a percentage of
the total cost). Your Evidence of Coverage
tells you what you must pay for your
medical services. Your Evidence of
Coverage tells you what you must pay for
your Part D prescription drugs.

- If you get any medical services or drugs
that are not covered by our plan or by
other insurance you may have, you must
pay the full cost.

- If you disagree with our decision to deny
coverage for a service or drug, you can
make an appeal. Please see your Evidence
of Coverage for information about how to
make an appeal.

- If you are required to pay the extra amount
for Part D because of your yearly income,
you must pay the extra amount directly to
the government to remain a member of
our plan.

* Tell us if you move. If you are going to move,
it's important to tell us right away. Call
Member Services.

- If you move outside of your plan’s service
area, you cannot remain a member of our
plan. (Your Evidence of Coverage tells you
about our service area.) We can help you
figure out whether you are moving outside

our service area. If you are leaving our
service area, you will have a special
enrollment period when you can join any
Medicare plan available in your new area.
We can let you know if we have a plan in
your new area.

— If you move within your plan'’s service area,

we still need to know so we can keep your
membership record up-to-date and know
how to contact you.

— If you move, it is also important to tell
Social Security at 1-800-772-1213 (TTY
1-800-325-0778), Monday through Friday,
7 a.m.to 7 p.m. or the Railroad Retirement
Board at 1-877-772-5772 (TTY
1-312-751-4701).

 Call Member Services for help if you have

questions or concerns. We also welcome any
suggestions you may have for improving our
plan.

Member Services - contact

Method |information

Call 1-888-777-5536

Calls to this number are free,
7 days a week, 8 a.m.to 8 p.m.

Member Services also has free
language interpreter services
available for non-English speakers.

TTY 711

Calls to this number are free,
7 days a week, 8 a.m. to 8 p.m.

Fax 1-866-640-9826

Write Kaiser Permanente

Member Services
2101 E. Jefferson St.
Rockville, MD 20852

Website | kp.org




Member compliment and
complaint procedures

You have the right to file a compliment or
complaint with Kaiser Permanente. We encourage
you to let us know about the excellent care you
have received as a member of Kaiser Permanente
or about any concerns or problems you have
experienced.

Member Services representatives are dedicated
to answering questions about your health plan
benefits, available services, and the facilities
where you can receive care. For example, they
can explain how to make your first medical
appointment, what to do if you move or need
care while you are traveling, or how to replace
an ID card. They can also help you file a claim
for emergency services and urgent care
services, both in and outside of our service
area, or file an appeal.

Member assistance and resource specialists are
available at most Kaiser Permanente medical
center administration offices, or you can call
Member Services.

Written compliments or complaints should be
sent to:

Kaiser Permanente Member Services
Correspondence Unit

2101 East Jefferson Street

Rockville, MD 20852

A Member Services representative will
coordinate with the appropriate departments
to investigate and resolve your complaint.

If your complaint involves the health plan’s
decision not to authorize medical services

or drugs, or not to pay a claim, you have the
right to file an appeal.

10

How to file an urgent appeal

Expedited appeals are available for medically
urgent situations. In these cases, call Member
Services.

After business hours, call an advice nurse

e within the Washington, DC metro area,
1-703-359-7878 (TTY 711) or

* outside the Washington, DC metro area, toll
free at 1-800-777-7904 (TTY 711).

How to file a nonurgent appeal

Appeals for nonurgent services must be
submitted in writing. When doing so, please
include

e The member’'s name and medical record
number

* A description of the service or claim that was

denied

* Why you believe the Health Plan should
authorize the service or pay the claim

* A copy of the denial notice you received
Send your appeal to:

Kaiser Permanente Member Services
Appeals Unit

2101 East Jefferson St.

Rockville, MD 20852

Your request will be acknowledged by an appeals
analyst, who will inform you of any additional
information when necessary. The analyst will
also conduct research and prepare your
request for review by the appeals/grievances
committee. Once the review is complete, you
will receive a written notice of the health plan’s
decision regarding your appeal/grievance
request. You will also receive information on
any additional levels of review available to you.
Detailed information on procedures for
sharing compliments and complaints or for
filing an appeal/grievance is provided in your
Evidence of Coverage.



How Kaiser Permanente physicians
and health care professionals decide
what to prescribe

When writing prescriptions for patients, most
physicians and health care providers refer to a
drug formulary, or list of covered drugs. The
formulary is selected by our plan in
consultation with a team of health care
providers and represents drug therapies
believed to be necessary for quality treatment.

Our drug formulary must meet requirements
set by Medicare and is approved by Medicare.
The presence of a drug on our formulary does
not necessarily mean that your plan physician
will prescribe it for your medical condition. Our
drug formulary guidelines allow you to obtain
Medicare Part D prescription drugs if a plan
physician determines that they are medically
necessary for your condition. If you disagree
with your plan physician’s decision on which drug
to prescribe, you have the right to file an appeal
with Kaiser Permanente. For information about
the Kaiser Permanente appeals procedure,
contact Member Services or refer to your
Evidence of Coverage.

While most changes in drug coverage happen
at the beginning of the year, there are some
changes that may happen during the year. For
example, we may, remove a drug from our
formulary, replace a brand-name drug with a
generic drug when a less expensive generic
becomes available.

Usually these types of changes won't affect you
until January 1 of the next year. But in some
cases, you'll be affected by a change before
January 1. If that happens, we'll either tell you
30 days before the change, or give you a
30-day supply when you ask for a refill at a
Kaiser Permanente or affiliated pharmacy.

If the FDA decides a drug on our formulary isn't
safe, or if the drug’s manufacturer removes the
drug from the market, we'll immediately
remove the drug from our formulary and notify
members who take the drug.

The cost sharing you pay for your drugs
depends on your coverage stage and your
drug’s cost sharing tier on our formulary. The
six drug cost-sharing tiers include preferred
generic, generic, preferred brand name, non-
preferred brand name, specialty drugs, and
injectable Part D vaccines. Generic drugs have
lower cost sharing than brand name or
specialty drugs. Drugs in the preferred generic
and preferred brand name tiers have lower
cost sharing than drugs in the generic and non-
preferred brand name tiers. Please refer to our
Part D formulary for information about the cost-
sharing tier for the drugs you take.

Note: If we approve your request for a tiering
exception of a generic, preferred brand, or
nonpreferred brand name drug, you will pay
the cost sharing applicable to the preferred
generic, generic, or preferred brand name
drugs. Generally we will not approve your
request for a tiering exception if a preferred
generic or preferred brand name drug on our
drug formulary would be just as effective as the
generic or nonpreferred brand name drug.
Tiering exceptions cannot be made for
preferred generic drugs or specialty drugs. For
information regarding the Kaiser Permanente
appeals procedure, contact Member Services
or refer to your Evidence of Coverage. To

learn more about the drug formulary,
including how to request a tiering exception,
please refer to the Abridged Formulary or visit
kp.org/seniorrx. Check kp.org regularly for
changes to the formulary. You can also request
a copy of the formulary by calling Member
Services.

Kaiser Permanente Medicare health plan drug
benefits vary based upon the health benefit
plan under which you are enrolled. Some, but
not all, Kaiser Permanente Medicare health
plans include coverage for Medicare Part D
prescription drugs. Drug benefits may change
from contract year to contract year. Please refer
to your current Evidence of Coverage for your
plan’s prescription drug benefit.

The formulary and/or provider network may change at any time. You will receive notice

when necessary.

1



Language services

As part of the Kaiser Permanente mission, we
are committed to providing access to quality
care and culturally competent service for all of
our valued members—regardless of language
preference, ability to hear, or cultural
background. You have the right to no-cost
language services for your health care needs.
These services are available, so you can be
confident that you will be understood whenever
you call or visit a Kaiser Permanente medical
center. Language services include the following:

* 24-hour access to an interpreter. We will
connect you with someone who speaks your
language when you call us to make an
appointment or to talk with a medical advice
nurse, your doctor, or a Member Services
representative.

* Translation services. Some member materials
may be available in your preferred language.
To request member materials in your
preferred language, call Member Services.

* Bilingual physicians and staff. In some
medical centers and facilities, we have
bilingual physicians and staff to assist you
with your health care needs. You can call
Member Services or search online in the
medical staff directory at kp.org.

* Telecommunications Relay Service (TRS). If
you are deaf, hard of hearing, or speech
impaired, we have TRS access numbers that
you can use to make an appointment or talk
with an advice nurse, your doctor, or a
Member Services representative.

* Braille or large print. If you are blind or
vision impaired, you can request for
documents in Braille or large print by calling
Member Services.

* Sign language interpreter services. These
services are available for appointments. In
general, advance notice of two to three
business days is required to arrange for a
sign language interpreter. Availability cannot
be guaranteed without proper notification.
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* Educational resources. Selected health
promotion materials are available in foreign
languages upon request. To access Spanish
language information and many educational
resources, go to kp.org/espanol or kp.org to
access La Guia en Espanol (The Guide in
Spanish). You can also look for the fi symbol
on the English language Web page. The i
points to relevant Spanish content available
in La Guia en Espanol.

* Medicine labels. Upon request, your
pharmacist can provide medicine labels in
Spanish for most medications filled at your
Kaiser Permanente pharmacy.

The collection of race, ethnicity, and
language preference information

To meet our members’ linguistic needs and
provide culturally appropriate services, we need
information to help us create additional programs
and resources. As part of our electronic medical
record system, we will make efforts to collect
demographic and language preference data in a
routine manner. When visiting your medical
center, you will be asked to provide your
demographic information, including race,
ethnicity, and language preference.

At Kaiser Permanente, we are committed to
providing health care to all our members
regardless of their race, ethnic background, or
language preference. It will be entirely your
choice whether to provide us with your
demographic information. The information is
confidential and will be used only to improve
the quality of care for you and other Health Plan
members. The information also enables us to
respond to required reporting regulations that
ensure nondiscrimination in the delivery of
health care.

If you would like additional information, please
call Member Services.

We believe that by understanding your cultural
and language preferences, we can more easily
customize our care delivery and services to
meet your specific needs.



Fuel your good health with knowledge

We encourage you to learn more about your
physician’s background and the quality of area
hospitals. Being informed can help you stay
healthy. In addition to kp.org, there are many
other sites that provide helpful information.

To find information about the education, training,
and qualifications of your physician, look at the
online Find a Doctor page at kp.org. You may
also call Member Services. Each state requires
that physicians be licensed in its jurisdiction in
order to practice. The licensing authorities in
each state make certain information available.
To find out more about the education, training,
and licensure status of any physician practicing
in our service areas, visit the following sites.

* Maryland, go to
www.mbp.state.md.us/bpgapp

* Virginia, go to
http://www.vahealthprovider.com/search.asp

* Washington, DC, go to
https://app.hpla.doh.dc.gov/Weblookup/

Board certification denotes that a physician has
gone beyond the necessary requirements for
licensure and has fulfilled certification
requirements established by a specialty board.
A physician’s status of board certified indicates
that he or she has the appropriate knowledge,
skills, and experience needed to deliver quality
care in a specific area of medicine. To verify a
physician’s board certification status from 1 of
the 24 specialty boards accredited by the
American Board of Medical Specialties, visit
www.abms.org. 95% of the physicians in
Mid-Atlantic Permanente Medical Group are
board certified.” Hospitals and nursing facilities
are licensed by the jurisdiction in which they
operate. In addition, other regulatory or
accreditation entities rate quality. To find quality
information about a specific hospital, nursing

home, or skilled nursing facility, search one of
the following:

* The Joint Commission:
jointcommission.org

* Maryland Health Care Commission:
mhcc.maryland.gov

* Quality Improvement Organization
for the State of Maryland:
mdgqio.org

e Virginia Health Information: vhi.org

e Official U.S. government site for people with
Medicare: medicare.gov

Kaiser Permanente cannot vouch for the
accuracy, completeness, or integrity of data
provided via commercial websites. (Some sites
charge a fee for each query.) Members are
urged to exercise caution when gathering
information from these sites and/or drawing
conclusions about the overall quality of care of
a health care provider based exclusively on
such data. Data from such sources may not be
reliable: It may not be appropriately validated
or may lack suitable risk-adjustment
methodologies that would neutralize case mix
disparities among facilities or practitioners.

Investigation and approval of new and
emerging medical technologies

Nearly every day, medical research identifies
promising new drugs, procedures, and devices
for the diagnosis, prevention, treatment, and
cure of diseases. To assist physicians and
patients in determining whether or not a new
drug, procedure, or device is medically
necessary and appropriate, our technology
review and implementation committee, in
collaboration with the Interregional New
Technologies Committee and The Permanente
Medical Group (TPMG) Medical Technology
Committee, provides answers to critical
questions regarding the indications for use,
safety, effectiveness, and relevance of new and
emerging technologies.

* Source: American Board of Medical Specialties (ABMS).



These interdisciplinary committees and the
technology assessment unit are primary sources
of information about the new medical
technologies or new uses of existing technology.
Various health care professionals, including
primary care physicians, specialists, ethicists,
research analysts, and managers, serve on the
committees. The committees and the national
technology assessment unit have access to
subject matter experts, peer-reviewed literature,
and technology assessments from within Kaiser
Permanente and also from sources external to
Kaiser Permanente, such as academic institutions
and commercial technology assessment entities.
If compelling scientific evidence is found that a
new technology is comparable to the safety and
effectiveness of currently available drugs,
procedures, or devices, the committees may
recommend that the new technology be
implemented internally by Kaiser Permanente
and/or authorized for coverage from external
sources of care for its indication(s) for use. This
technology assessment process is expedited
when clinical circumstances merit urgent
evaluation of a new and emerging technology.

The Regional Pharmacy and Therapeutics (P&T)
Committee is responsible for developing and
implementing policies about drugs and
diagnostic testing materials. The major role of
the committee is to review drugs and materials
for approval or disapproval as well as
establishing drug utilization guidelines. The
committee includes physicians, medical
practitioners, clinical pharmacists, nurses, and a
clinical practice guidelines specialist.

The P&T committee may evaluate or reevaluate
any drugs approved by the Food and Drug
Administration. Along with medical specialty
experts, the P&T committee evaluates and
selects those available medications considered
to be the most appropriate for patient care. A
formulary, or list of approved drugs, is then
developed. The formulary development
process is based on sound clinical evidence
that supports the safe, appropriate, and cost-
effective use of drugs.
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Experimental and
investigational services

A service is experimental or investigational for
a member’s condition if any of the following
statements apply at the time the service is or
will be provided to the member.

The service

* Cannot be legally marketed in the United
States without the approval of the Food and
Drug Administration (FDA), and such
approval has not been granted.

* Is the subject of a current new drug or new
device application on file with the FDA, and
FDA approval has not been granted.

* |s subject to the approval or review of an
Institutional Review Board (IRB) of the
treating facility that approves or reviews
research concerning the safety, toxicity, or
efficacy of services.

* |s the subject of a written protocol used by
the treating facility for research, clinical trials,
or other tests or studies to evaluate its safety,
effectiveness, toxicity, or efficacy, as
evidenced in the protocol itself or in the
written consent form used by the facility.

* Lacks sufficient peer-reviewed clinical
evidence to support safety and effectiveness
for its intended use.

In making decisions about whether a service is
experimental or investigational, the following
sources of information may be reviewed:

¢ The member’s medical records.

» Written protocols or other documents
related to the service that has been or will
be provided.

* Any consent documents the member or
member’s representative has executed or will
be asked to execute to receive the services.

* The files and records of the IRB or similar
body that approves or reviews research at
the institution where service has been or
will be provided and other information
concerning the authority or actions of the
IRB or similar body.



* The peer-reviewed medical and scientific
literature regarding the requested service, as
applied to the member’s medical condition.

e Technology assessments performed by
Kaiser Permanente and external
organizations.

* Regulations, records, applications, and any
other documents or actions issued by, filed
with, or taken by the FDA, the Office of
Technology Assessment, other agencies
within the U.S. Department of Health and
Human Services, or any state agency
performing similar functions.

Kaiser Foundation Health Plan of the
Mid-Atlantic States, Inc., collaborates with the
Mid-Atlantic Permanente Medical Group, P.C.,
and uses the information and analyses
described above to decide if a particular
service is experimental or investigational.

Note: As a general rule, Kaiser Foundation
Health Plan of the Mid-Atlantic States, Inc.,
does not provide coverage for experimental
services. However, we do cover clinical trials in
accordance with your current Evidence of
Coverage.

Maintaining your privacy

Maintaining the confidentiality of your personal
and medical information, whether oral, written,
or electronic, is an important part of our
commitment to provide you with quality health
care. We are committed to providing you with a
complete description of our privacy policy and
how it affects your information.

Annual privacy notice

A complete description of our privacy practices
appears in our “Notice of Privacy Practices.” Some
states require that we provide you with this
additional description of our privacy practices on
an annual basis. It is designed to inform you
about the types of individually identifiable
information collected; how such information is
used; the circumstances under which we share it
within our medical care program; and the

circumstances under which nonpublic, personal
health and financial information is disclosed to
people outside our program.

Our policy

The Kaiser Permanente Medical Care Program is
committed to protecting the privacy of its
members and patients, including former
members and patients. We consider maintaining
the confidentiality of your personal health
information — which may include race, ethnicity,
and language — and financial information
important to our mission of providing quality
care to members. We maintain policies regarding
confidentiality of individually identifiable health
and financial information, including policies
regarding access to medical records and
disclosure of health and financial information. All
Kaiser Permanente staff and employees are
required to maintain the confidentiality of
members’ and former members’ individually
identifiable health and financial information. The
unauthorized disclosure of individually identifiable
health and financial information is prohibited.
Permanente Medical Group physicians, medical
professionals, practitioners, and providers with
whom we contract are also subject to
maintaining confidentiality.

Information collected

We collect various types of nonpublic personal
health and financial information, either from
you or from other sources, in order to provide
health care services and customer service,
evaluate benefits and claims, administer health
care coverage, and fulfill legal and regulatory
requirements.

This includes medical information, medical and
hospital records, mental health records,
laboratory results, X-ray reports, pharmacy
records, and appointment records.

Following are other examples of the types of
information we collect:

» Contained on surveys, applications, and
related forms, such as your name, address,
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date of birth, Social Security number, gender,
marital status, and dependents.

* About your relationship with
Kaiser Permanente, such as medical
coverage purchased, medical services
received, account balances, payment history,
and claims history.

* Provided by your employer, benefits plan
sponsor, or association regarding any group
coverage you may have.

e From consumer or medical reporting
agencies or other sources such as credit
history, medical history, financial background,
and demographic information.

e From visitors to our websites, such as online
forms, site visit data, and online
communications.

Uses of shared information

Certain nonpublic personal health and financial
information of members and former members
will need to be used or shared during the
normal course of our doing business and
providing you services. We may use or disclose
nonpublic personal health and financial
information under certain circumstances, which
may include the following:

* Personal health and financial information will be
shared only with proper written authorization
as required by law or as expressly required or
permitted by law without written authorization.

* Personal health and financial information will
be shared within the Kaiser Permanente
Medical Care Program in order to provide
services to you and to meet our responsibilities
under the law, such as quality assurance,
reviewing the competence or qualifications
of health care providers, conducting training
programs for health care providers, fraud and
abuse detection and compliance programs,
certification, licensing and credentialing,
research, compiling information for use in a
legal proceeding, and billing and payment.

* Demographic information such as information
from your enrollment application may be
shared within our program to enable us to
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provide customer service or account
maintenance in connection with your benefits.

* If you are enrolled in Kaiser Foundation
Health Plan of the Mid-Atlantic States, Inc.,
through your employer or an employee
organization, we may share certain protected
health information (PHI) with them without
your authorization, but only when allowed by
law. For example, we may disclose your PHI
for a workers' compensation claim or to
determine whether you are enrolled in the
plan or whether premiums have been paid
on your behalf.

* Information such as your name, address, or
telephone number may be used by the
Kaiser Permanente Medical Care Program to
tell you about other products or services that
might be useful or beneficial to you.

* Under the Fair Credit Reporting Act, we are
permitted to share your name, address, and
facts about your transactions and experiences
with us (such as payment history) within the
Kaiser Permanente Medical Program.

Information shared with nonaffiliated
third parties

We occasionally disclose nonpublic personal
health and financial information of members
and former members outside of the

Kaiser Permanente Medical Care Program
for the following activities:

 State and federal laws generally requires that
we disclose health and financial information
when disclosure is compelled by a court; a
board; a commission or an administrative
agency; a party to a proceeding before a
court or an administrative hearing pursuant
to a subpoena; or other provision authorizing
discovery, an arbitrator or arbitration panel, a
search warrant, or a coroner.

* State and federal laws also require other
disclosures, including, among other things,
records of communicable diseases, workers’
safety or industrial accident records
disclosed to public agencies, birth and death
information, and state tumor registries.



 State and federal laws permit the disclosure
of health information without patient
authorization under specific circumstances,
including, among other things: disclosures to
providers or health plans for purposes of
diagnosis or treatment of a patient (including
electronically through a Health Information
Exchange network), emergency medical
personnel, peer review committees, public
licensing agencies, and private accrediting
bodies.

* Information may be shared with other
companies that perform services on our
behalf to develop and mail information to
our customers about products and services.

Protecting information

The Kaiser Permanente Medical Care Program
protects the confidentiality and security of
private information of members and former
members. We maintain physical, electronic, and
procedural safeguards that comply with federal
and state standards to protect your private
information and to assist us in preventing
unauthorized access to that information.
Employee access to personal health and
financial information is provided on a business
need-to-know basis, such as to make benefit
determinations, pay claims, manage care,
manage the quality of care, underwrite
coverage, administer a plan, or provide
customer service.

Regional notice of privacy practices available

Our regional Notice of Privacy Practices (Notice)
describes how your medical information may
be used and disclosed and how you can get
access to it. This Notice is part of the federal
Health Insurance Portability and Accountability
Act (HIPAA), which took effect in 2003. Protected
health information (PHI) is an important part of
the HIPAA rule.

We made changes to our Notice of Privacy
Practices, effective September 23, 2013. We
are required to let you know when we make
such changes.

These changes included:

» Expanded definition of protected health
information (PHI).

e Addition of our responsibility to notify you if
there is a breach of your unsecured PHI.

e Addition of your right to request PHI in
electronic format or have it sent to a third
party and to request that your treatment PHI
not be shared with the health plan as long
as you pay for that treatment out of pocket
in full.

We've also clarified parts of our privacy
practices. These cover:

* How we may use or disclose your PHI to verify
your identity, to exchange health information
when you are getting treatment someplace
else, for underwriting, and for fundraising.

* Instances in which we may request your
authorization for use or disclosure of PHI,
such as marketing, sale of PHI, and
psychotherapy notes.

Kaiser Permanente operates a Health
Information Exchange (HIE) network among
Kaiser Permanente regions, and also participates
in several HIE networks with other health care
providers outside of Kaiser Permanente who
have electronic medical record systems.
Sharing information electronically is a faster
way to get your health information to the health
care providers treating you, so they can help
make treatment decisions for you. You can
choose not to have your information shared
through our HIE networks at any time. You may
do this by contacting Kaiser Permanente
Member Services at 2101 E. Jefferson St.,
Rockville, MD 20852, or by calling toll-free at
1-800-464-4000 or 1-301-879-6380 (TTY 711).
If you opt out, the health care providers treating
you may call Kaiser Permanente to ask that your
health information be provided another way,
such as by fax, instead of accessing the
information through the HIE network.
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This applies to fully insured Health Plan
members and current/former patients of Kaiser
Foundation Hospitals and regional Permanente
Medical Groups. Download the latest Notice at
kp.org/privacy. If you have questions or want
to request a printed copy, call Member Services.

Kaiser Foundation Health Plan, Inc.,

subsidiaries, and affiliated entities

Kaiser Foundation Health Plan, Inc.

Kaiser Foundation Health Plan of Colorado

Kaiser Foundation Health Plan of Georgia, Inc.

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

Kaiser Foundation Health Plan of the Northwest

1800 Harrison Foundation

Camp Bowie Service Center

Kaiser Colorado Holdings

Kaiser Health Alternatives

Kaiser Health Plan Asset Management, Inc.

Kaiser Permanente Insurance Company

Kaiser Properties Services, Inc.

KFHPW Holdings

Lokahi Assurance, Ltd.

Oak Tree Assurance, Ltd.

Ordway Indemnity, Ltd.

Ordway International, Ltd.

Rainbow Dialysis, LLC

Kaiser Foundation Hospitals, subsidiaries,

and affiliated entities

Kaiser Foundation Hospitals

HAMI-Colorado, LLC

Kaiser Hospital Asset Management, Inc.

Kaiser Permanente International

Kaiser Permanente Ventures, LLC

Kaiser Hospital Assistance Corporation

Kaiser Hospital Assistance |, LLC

NXT Capital Senior Loan Fund |, LLC

Kaiser Permanente School of Medicine, Inc.

Maui Health System, A Kaiser Foundation
Hospitals LLC

KP Cal, LLC
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The Permanente Federation and
affiliated entities

The Permanente Federation, LLC

Colorado Permanente Medical Group, P.C.
Hawaii Permanente Medical Group, Inc.
Mid-Atlantic Permanente Medical Group, P.C.
Northwest Permanente P.C.

Permanente Dental Associates, P.C.

Southern California Permanente Medical Group
The Permanente Medical Group, Inc.

The Southeast Permanente Medical Group, Inc.
Washington Permanente Medical Group, P.C.

Case management services

There are multiple case management
opportunities available to you. If your expected
need is short term, speak to your doctor about
a referral to case management. If you are
experiencing severe health problems or a
newly diagnosed illness that might require
extensive intervention over time, your doctor or
other caregiver may suggest that you enroll in
our Complex Case Management Program.
Enrollment in the program is voluntary, and you
can discontinue it at any time.

If your needs are appropriate for Complex
Case Management and you give consent to
participate, a case manager will work with you
and/or your caregiver. With your help and
input, the case manager will complete an
assessment that includes your priorities and
preferences. In collaboration with the
appropriate providers, the case manager will
work with you and a caregiver to establish
prioritized goals for a self-management or
action plan. The case manager will work with
you to establish a communication schedule
based on your needs. If you're at risk for a new
medical concern, your health is not improving,
or your health condition changes suddenly,
then the goals will be modified. If new or
different tests are required to gauge your
condition, your case manager will help
coordinate them.



Depending on the need, case managers

provide the following types of assistance:

* Initial assessment, including medication
review

* Coordination of care across providers—for
example, scheduling appointments,
telephone consultations, reminders for
screening, tests, etc.

* Care planning based on your needs,
priorities, and preferences

e Coaching and monitoring of your health
status

e Support and education

e Assistance with access to Kaiser Permanente
and community resources

If you would like more information or help,
you may call the self-referral phone line at

1-301-321-5126 or 1-866-223-2347 (toll free).

You will be prompted to state your name,
phone number, and medical record number,
along with your reason for requesting a case
manager. You will be called back within two
business days.

Self-refer to our disease management
program

Do you have diabetes, asthma, depression,
high blood pressure, chronic obstructive
pulmonary disease (COPD), or coronary artery
disease, and want information to help manage
your condition? If so, you can self-refer to our
disease management program. Leave a
message anytime at 1-703-536-1465 in the
Washington, DC, metropolitan calling area or
1-410-933-7739 in the Baltimore area. Please
leave your name, medical record number,
address confirmation, and the condition for
which you are requesting information.

Quality program information

At Kaiser Permanente, we are committed to
providing quality, cost effective health care.
Our physicians and managers work together to
improve care, service, and the overall
performance of our organization.

We participate in a number of independent
reports on quality of care and service so that
you have reliable information about the quality
of care we deliver, as well as a method for
comparing our performance to other health
plans in the region.

The quality reporting that we participate with

includes:

e The National Committee for Quality Assurance
(NCQA) for health plan accreditation status

e Healthcare Effectiveness Data and
Information Set (HEDIS) for clinical
effectiveness of care measures of
performance

e Consumer Assessment of Healthcare
Providers and Systems (CAHPS) to measure
health plan member satisfaction

Kaiser Permanente Commercial plans have a
status of Accredited from the NCQA for service
and clinical quality from 2020 to 2021. This
health plan accreditation is given only to health
plans that meet or exceed NCQA's rigorous
requirements for consumer protection and
quality improvement.! To see the complete
report, visit ncga.org.

Kaiser Permanente Medicare health plan is
rated 5 out of 5 Stars in Maryland, Virginia, and
Washington, D.C. for 2021 - Medicare's highest
possible rating.?

To find out more about the quality program or
request a copy of the quality program or
information, including a report of our progress
toward quality improvement goals, call
Member Services or visit kp.org/quality.

" NCQA awards were not given or endorsed by Medicare. Official CMS Star Ratings can be found at
www.medicare.gov. The National Committee for Quality Assurance (NCQA) is a private, not-for-profit
organization dedicated to improving health care quality.

2 Every year, Medicare evaluates plans based on a 5-star rating system.



Utilization management/resource
stewardship program

Quality and efficient care through resource
stewardship

To ensure that we are good resource stewards
of our resources, we have several programs
designed to review and continuously improve
our systems and the quality of care and the
service received by our members.

Commitment to quality and compliance

The Health Plan and medical group regularly
screen for quality of care and review how care
and services are used to ensure that we remain
the leader in quality in the Mid-Atlantic area.
We also have staff who review our programs to
make sure we are complying with laws and
regulations and that we are administering
benefits appropriately.

Resource stewardship at Kaiser Permanente

Personal physicians provide and coordinate
medically appropriate care for our members in a
timely fashion. Utilization management (UM) is
the process Kaiser Permanente uses to work
with your personal physician to ensure that
authorization necessary for medically appropriate
care is provided to you before elective services
are rendered. UM activities occur across all
health care settings at Kaiser Permanente,
including medical centers, affiliated hospitals,
skilled nursing facilities, rehabilitation centers,
home health, hospices, chemical dependency
centers, emergency rooms, ambulatory surgery
centers, laboratories, pharmacies, and radiology
facilities.

If you want to find out more about our resource
stewardship/UM program, contact a Member
Services representative, who can give you
information free of charge about the status of a
referral or an authorization; give you a copy of
our criteria, guidelines, or protocols, free of
charge, used for decision making; answer your
questions about a denial decision; or connect
you with a member of the resource
stewardship/UM team. UM staff members are
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available at least eight hours a day during
normal business hours for inbound collect or
toll-free calls regarding UM issues. UM staff can
receive inbound communication regarding UM
issues after normal business hours. You may
reach UM staff by calling Member Services.
When initiating or returning calls regarding UM
issues, our staff will identify themselves by
name, title, and organization name.

Accessibility is important for all members,
including members with special needs.

Kaiser Permanente staff have the ability to
send and receive messages with deaf, hearing
impaired, or speech-impaired members
through Member Services.

Non-English-speaking members may discuss
UM issues, requests, and concerns through the
Kaiser Permanente language assistance program
with help from an interpreter, bilingual staff, or
the language assistance line. UM staff have the
language line programmed into their phones
to enhance timely communication with non-
English-speaking members. Language
assistance services are provided to members at
no cost.

Medically appropriate care

Medically appropriate care is defined as care
necessary for the diagnosis, treatment, and/or
management of a medical condition within
accepted standards and performed in a
capable setting at the precise time required to
treat the member.

Appropriately trained and credentialed
physicians will use their expert clinical judgment
and/or evidence-based medical criteria in
reviewing for medical appropriateness.

Only a physician may make a denial based on
medical appropriateness. In the event any
service is denied because it does not meet
criteria or is not a covered benefit, members
may appeal. Please refer to your Evidence of
Coverage for details regarding your appeal
rights, or you may call Member Services.



Coverage for medically necessary care

All covered services must be medically
necessary. We will determine when a covered
service is medically necessary (the term is
defined in your coverage document). You are
entitled to appeal our decision if we receive
your appeal in the appropriate time frame.
Please refer to your Evidence of Coverage for
details regarding your appeal rights.

Utilization management affirmative
statement: Health plan staff and practitioners

The staff of the Health Plan, Kaiser Foundation
Health Plan of the Mid-Atlantic States, Inc.,
administer benefits, ensure compliance with
laws and regulations, screen for quality of care,
review how care and services are used, arrange
for your ongoing care, and help organize the
many facets of your care.

Kaiser Permanente practitioners and health plan
professionals make decisions about which care
and services are provided based on the
member’s clinical needs, the appropriateness of
the care and service, and existence of health plan
coverage. The Health Plan does not make
decisions regarding hiring, promoting, or
terminating its practitioners or other individuals
based upon the likelihood or perceived
likelihood that the individual will support or tend
to support the denial of benefits. The Health Plan
does not specifically reward, hire, promote, or
terminate practitioners or other individuals for
issuing denials of coverage, benefits, or care. No
financial incentives exist that encourage decisions
that specifically result in denials or create barriers
to care and services or result in underutilization.
In order to maintain and improve the health of
our members, all practitioners and health
professionals should be especially diligent in
identifying any potential underutilization of
care or service.

Medicare Part D drug fraud

Many members find it hard to get through the
Medicare Part D coverage gap, known as the
donut hole, that occurs between the time their
drug costs exceed $4,130 (in 2021) but have
not reached the catastrophic level of $6,550
(2021). But asking your provider or pharmacist
to help you get around the rules is not the
answer. While a provider may want to help a
member, and may feel that this is in the
member’s best interest, any such scheme
would be considered fraud under Medicare
and other federal and state laws. This type of
fraud occurs when a provider, pharmacist, or
member uses deception, or makes false
statements, to obtain benefits under Part D that
the member would not otherwise be entitled to
receive. Examples of Part D fraud include

* A married couple who ask the provider to
write all prescriptions for one spouse, even
though some of the medications may be

taken by the other spouse, to help reach the
threshold.

* A member who asks to have a drug
administered in the medical center instead
of picking up a prescription to be self-
administered at home, even though there is
no medical reason the drug cannot be safely
administered at home.

* A pharmacist who discounts or waives the
copayment for a prescription.

* A provider who alters a diagnosis in order to
help a member qualify for certain drugs.

* A provider who indicates that a more
expensive brand drug is medically necessary,
when a generic or less expensive drug is
indicated, in order to reach the threshold
more quickly.

The False Claims Act allows the government to
impose civil fines of up to $11,000 for each
fraudulent prescription and may exclude the
provider from participating in Medicare.

21



22



Notice of nondiscrimination

Kaiser Permanente complies with applicable federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or
sex. Kaiser Permanente does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex. We also:

® Provide no cost aids and services to people with disabilities to
communicate effectively with us, such as:

¢ Qualified sign language interpreters.

¢ Written information in other formats, such as large print, audio, and
accessible electronic formats.

® Provide no cost language services to people whose primary language is not
English, such as:

¢ Qualified interpreters.

¢ Information written in other languages.

If you need these services, call Member Services at 1-888-777-5536 (TTY
711), 8 a.m.to 8 p.m., seven days a week.

If you believe that Kaiser Permanente has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability,
or sex, you can file a grievance with our Civil Rights Coordinator by writing to 2101 East
Jefferson Street, Rockville, MD 20852 or calling Member Services at the number listed
above. You can file a grievance by mail or phone. If you need help filing a grievance,
our Civil Rights Coordinator is available to help you. You can also file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697
(TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-language Interpreter Services

English
ATTENTION: If you speak a language other than English, language assistance services,
free of charge, are available to you. Call 1-888-777-5536 (TTY: 711).

Spanish
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-888-777-5536 (TTY: 711).

Chinese
R REEAER S e EEEE S EBIARTS - 552 EE 1-888-777-5536
(TTY:7T11) -

Viethamese

CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hé tro ngén ngi» mién phi danh cho ban.
Goi sb 1-888-777-5536 (TTY: 711).

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1-888-777-5536 (TTY: 711).

Korean
FOl: St 0{E AFESHA|= 8%, A0 X|& MH|AE RE2 0|85 5= QY& LICH
1-888-777-5536 (TTY: 711)H O 2 M 3lsl| TAA| 2.

Russian

BHUMAHWE: Ecnu Bbl roBOpuTE Ha pyCCKOM 13blKe, TO BaM LOCTYMHbI
OecnnaTtHble ycnyrn nepesoga. 3BoHuTe 1-888-777-5536 (Tenetann: 711).

Japanese

TIEFHE: BREZEINGEE, BEHOFEXEZCARAVETET,
1-888-777-5536 (TTY:711) F¥T. KEREICTITEH/ S,

Thai

Fou: hguyane Inegaansaldusmsmemaonemelans Ins 1-888-777-5536 (TTY: 711).

Hindi
e & At 39 &Y sverat § At 31mareh T ey 3 A1ST FEIRIAT AT 3uelets ¢
1-888-777-5536 (TTY: 711) T il Y|

Ambharic

TAFOq: 9995751 IR ATICT NP1 PTHCTI° ACST SCETT 112 ALTHPT +THIETPA: DL
TntA@- RTC LM\ 1-888-777-5536 (P11t A-+AGTFD-: 711).



Farsi
o ) e (sl I8l ) gy L) S gt i€ KSR ol ()40 R Aa g
G (ulal 1-888-777-5536 (TTY: 711) L 240

Arabic
o Jemil laally @l i g5 4 gall) sac Lusall ciledd ()8 cdalll S ¢hani i€ 1)) ik sala
(711- 2S84 5 pall Caila o8 ) 1-888-777-5536
German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-888-777-5536 (TTY: 711).

French

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-888-777-5536 (ATS : 711).

Yoruba

AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o.
E pe ero ibanisoro yi 1-888-777-5536 (TTY: 711).

Portuguese

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos,
gratis. Ligue para 1-888-777-5536 (TTY: 711).

Italian
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza

linguistica gratuiti. Chiamare il numero 1-888-777-5536 (TTY: 711).

Bengali

] PEae AN WA qell, FAT IO ANIAN, ©O1=0e [NSYIOTT O A=A
ACIA OHNTd SM(RI (TN PPN 1-888-777-5536 (TTY: 711) |

Urdu

oS JIS - G i Gae Cide cledd (S oae (S 0L S @l gion e )l K1 la i
1-888-777-5536 (TTY: 711).

French Creole

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis €d pou lang ki disponib gratis

pou ou. Rele 1-888-777-5536 (TTY: 711).

Guijarati

YUsl: % A Al clletell &L, el (:24es idl UL A dAHIRL HE GUasd 8. Slot 53
1-888-777-5536 (TTY: 711).
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