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a. Gains or maintains status as an American Indian or Alaskan Native, as defined by section 

4 of the federal Indian Health Care Improvement Act, may enroll in a Qualified Health 

Plan through the Exchange or change from one Qualified Health Plan to another through 

the Exchange one time per month; or 

b. Are or become a Dependent of an American Indian or Alaskan Native, as defined by 

section 4 of the federal Indian Health Care Improvement Act, may enroll in a Qualified 

Health Plan through the Exchange or change from one Qualified Health Plan to another 

through the Exchange one time per month. 

 For the triggering event immediately listed above, you or your Dependent may enroll in any 

Qualified Health Plan or change to any Qualified Health Plan, regardless if you or your 

Dependent are currently enrolled in a Qualified Health Plan. 

Note: Your Dependent must have enrolled, or is enrolling, in a plan on the same application as 

the Member and may change from one Qualified Health Plan to another once per month at the 

same time as the Member. 

9. You or your Dependent demonstrate to the Exchange in accordance with guidelines issued by the 

Department of Health and Human Services that you or your Dependent meet exceptional 

circumstances as the Exchange may determine. 

 For the triggering event immediately listed above, you or your Dependent may enroll in any 

Qualified Health Plan or change to any Qualified Health Plan, regardless if you or your 

Dependent are currently enrolled in a Qualified Health Plan. 

Note: The triggering events listed above in items #8 and #9 only permits enrollments in a Qualified 

Health Plan through the Exchange. 

10. You or your Dependent, including an unmarried victim within a household, are a victim of 

domestic abuse or spousal abandonment, enrolled in minimum essential coverage, and seeks to 

obtain coverage separate from the perpetrator of the abuse or abandonment.  The Dependent of a 

victim of domestic abuse or spousal abandonment may enroll in coverage at the same time as the 

victim and on the same application as the victim. 

 For the triggering event immediately listed above, you or your Dependent may enroll in any 

 Qualified Health Plan or change to any Qualified Health Plan, regardless if you or your 

 Dependent are currently enrolled in a Qualified Health Plan. 

11. You or your Dependent: 

a. Apply for coverage through the Exchange during the annual open enrollment period or 

due to a triggering event, are assessed by the Exchange as potentially eligible for 

Medicaid of the Children’s Health Insurance Program (CHIP) and are determined 

ineligible for Medicaid or CHIP by the State Medicaid or CHIP agency either after open 

enrollment has ended or more than sixty (60) days after the triggering event; or 
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b. Apply for coverage at the State Medicaid or CHIP agency during the annual open 

enrollment period and is determined ineligible for Medicaid or CHIP after open 

enrollment has ended. 

12. You or your Dependent adequately demonstrate to the Exchange that a material error related to 

plan benefits, service area or premium influenced your decision to purchase a Qualified Health 

Plan through the Exchange. 

For the triggering event immediately listed above, you or your Dependent may enroll in any 

Qualified Health Plan or change to any Qualified Health Plan, regardless if you or your 

Dependent are currently enrolled in a Qualified Health Plan. 

13. At the option of the Exchange, you provide satisfactory documentary evidence to verify your 

eligibility for an insurance affordability program or enrollment in a Qualified Health Plan 

through the Exchange following termination of Exchange enrollment due to a failure to verify 

such status within the time period prescribed by federal regulation or you are below one hundred 

percent (100%) of the FPL and did not enroll in coverage while waiting for the Department of 

Health and Human Services to verify your citizenship or status as a national or lawful presence. 

Note: The triggering events listed above in items #12 and #13 only permit enrollment in a Qualified 

Health Plan through the Exchange. 

If you or your Dependent are enrolling in an off-Exchange plan, you may do so without any restrictions. 

14. You or your Dependent are confirmed by a provider to be pregnant. 

For the triggering event immediately listed above, you or your Dependent may enroll in any 

Qualified Health Plan or change to any Qualified Health Plan, regardless if you or your 

Dependent are currently enrolled in a Qualified Health Plan. 

15. At the option of the Exchange, you or your Dependent experiences a decrease in household 

income, is determined eligible by the Exchange for Advance Premium Tax Credit and had 

minimum essential coverage for one or more days during the sixty (60) days preceding the date 

of the financial change.  

16. You or your Dependent newly gain access to an individual coverage health reimbursement 

account (HRA) or is newly provided a qualified small employer health reimbursement 

arrangement (QSEHRA). You or your Dependent will qualify for this special enrollment period 

regardless if you or your Dependent were previously offered or enrolled in an individual 

coverage HRA or previously provided QSEHRA, as long as you or your Dependent were not 

enrolled in the individual coverage HRA or covered by the QSEHRA on the day immediately 

prior to this triggering event. 

For the triggering event immediately listed above, you or your Dependent may enroll in any 

Qualified Health Plan or change to any Qualified Health Plan, regardless if you or your 

Dependent are currently enrolled in a Qualified Health Plan. 
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Special Enrollment Periods and Effective Date of Coverage for American 

Indians and Alaska Natives Who Enroll Through the Exchange    

For American Indian and Alaska Native Members who enroll through the Exchange: This 

provision only applies to individuals who are American Indian or Alaska Native, as defined in §4 of the 

federal Indian Health Care Improvement Act and enroll in a Plan on the Exchange. If you meet those 

criteria, you may enroll in a Plan, or change from one Plan in the Exchange to another Plan in the 

Exchange once per month. If you enroll in a plan between the first and the fifteenth day of the month, the 

coverage effective date of the new Plan will be the 1st day of the following month.  If you enroll in a plan 

between the 16th and last day of the month, the coverage effective date will be the first day of the second 

following month. 

Notice of Your Effective Date of Coverage       

The Health Plan will notify you and any enrolled Dependents of your effective date of coverage under 

this Plan based on the rules described above. 
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SECTION 2: How to Get the Care You Need       

Making and Cancelling Appointments and Who to Contact     

At Kaiser Permanente, we are available to assist you in getting the care you need. Should you experience a 

medical condition or require assistance from us, please contact the appropriate number below. 

Medical Emergencies 

• Call 911, where available, if you think you have a medical emergency. 

Medical Advice 

• Call us at 1-800-677-1112 if you are unsure of your condition and require immediate medical 

advice. You should also call this number in the event that you have an emergency hospital 

admission. We require notice within forty-eight (48) hours, or as soon as reasonably possible 

thereafter, of any emergency hospital admission. 

Making or Canceling Appointments 

To make or cancel an appointment, please visit us online at www.kp.org.  

You may also make or cancel an appointment by phone. To do so, please have your Kaiser Permanente 

identification card with you and contact us at 1-800-777-7904 or 711 (TTY). We are available to assist you 

24/7. 

If your Primary Care Plan Physician is not located at one of our Plan Medical Centers, you may need to 

contact his/her office directly for assistance making or canceling an appointment. The telephone number 

for their office is located on your Kaiser Permanente identification card. 

Choosing or Changing Your Primary Care Plan Physician 

We recommend that you choose a Primary Care Plan Physician if you have not done so already. For more 

information, see Choosing Your Primary Care Plan Physician in this section. 

You may choose or change your Primary Care Plan Physician at any time, for any reason, by visiting 

www.kp.org/doctor. On the website, you can browse all doctor’s profiles and select a doctor who matches 

your needs. 

You may also choose or change your Primary Care Plan Physician by phone by contacting Member Services 

Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 (TTY). 

Customer Service 

We want you to be satisfied with your health care. Member Services representatives are available to assist 

you with questions about your Plan Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-

7902 or 711 (TTY). 

Member Services representatives are also available at most of our Plan Medical Centers. You may also ask 

your Primary Care Plan Physician or other health care professionals about problems you may have. 

Advance Directives to Direct Your Care While Incapacitated    

Advance directives are legal forms that help you control the kind of health care you will receive if you 

become very ill or unconscious. We ask that you please consider the benefits of completing a: 



Kaiser Permanente for Individuals and Families/  

Kaiser Permanente Child Only Membership Agreement and Evidence of Coverage 
 

MD-DP-SEC2(01-20)  2.2 
 

1. Durable Power of Attorney for Health Care, which lets you name someone to make health care 

decisions for you when you cannot speak for yourself. It also lets you write down your views on 

life support and other treatments; and 

2. Living Will and the Natural Death Act Declaration to Physicians, which lets you write down your 

wishes about receiving life support and other treatment. 

For additional information about advance directives, including how to obtain forms and instructions, visit 

us online at www.kp.org or contact Member Services Monday through Friday between 7:30 a.m. and 9 

p.m. at 1-800-777-7902 or 711 (TTY). 

Receiving Health Care Services         

To receive the Services covered under this Agreement, you must be a current Health Plan Member for 

whom Premium has been paid. Anyone who is not a Member will be billed for any Services we provide at 

Allowable Charges and claims for Emergency or Urgent Care Services from non-Plan Providers will be 

denied. 

As a current Member under this Plan, we agree to arrange health care Services in accordance with the terms, 

conditions, limitations and exclusions of this Agreement. You may receive these Services and other benefits 

specified in this Agreement when provided, prescribed or directed by Plan Providers within our Service 

Area. 

You have your choice of Plan Physicians and Facilities within our Service Area. Covered Services are 

available only from the Medical Group, Plan Facilities and in-Plan Skilled Nursing Facilities. Neither the 

Health Plan, Medical Group nor any Plan Physicians have any liability or obligation extending from any 

Service or benefit sought or received by a Member from any non-Plan: 

1. Doctor; 

2. Hospital; 

3. Skilled Nursing Facility; 

4. Person; 

5. Institution; or 

6. Organization, except when you: 

a. Have a pre-authorized referral, or other approval, for the Services; or 

b. Are covered under the Emergency Services or Urgent Care Services provisions in Section 

3: Benefits, Exclusions and Limitations. 

Emergency and Urgent Care Services, in addition to Services associated with pre-authorized referrals, or 

other approvals, are the only Services a Member may seek outside of the Service Area. 

Your Kaiser Permanente Identification Card       

Digital Kaiser Permanente Identification Card 

Managing your health care is convenient with the Kaiser Permanente mobile app. The app gives you access 

to your digital Kaiser Permanente identification card, which allows you to check in for appointments, pick 

up prescriptions and provide your membership information, all from your smartphone. To access your 

digital Kaiser Permanente identification card: 

1. Log into the Kaiser Permanente mobile app; and 

2. Select “Member ID Card” from the menu options. 
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Note: Verify that the Kaiser Permanente mobile app is available on your smartphone and create your login 

before arriving at your appointment. Additionally, the availability of the digital Kaiser Permanente 

identification card is limited to certain types of Plans and does not replace the physical card. Each Member 

will also receive a physical Kaiser Permanente identification card. 

Using Your Kaiser Permanente Identification Card 

Your Kaiser Permanente identification card is for identification purposes only. It contains your name, 

Medical Record Number and our contact information. When you visit a Plan Facility, please have both your 

Kaiser Permanente identification card and a valid photo ID with you. You will be asked to show both of 

them when checking in.  

Your Medical Record Number is used to identify your medical records and membership information. You 

should always have the same Medical Record Number. 

If you need to replace your Kaiser Permanente identification card, or if we ever issue you more than one 

(1) Medical Record Number, please let us know by contacting Member Services Monday through Friday 

between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 (TTY). 

Note: Allowing another person to use your ID card will result in forfeiture of your Kaiser Permanente 

identification card and may result in termination of your membership. 

Choosing Your Primary Care Plan Physician       
We highly encourage you to choose a Primary Care Plan Physician when you enroll. He or she will play an 

important role in coordinating your health care Services, including Hospital stays and referrals to 

specialists. Additionally, your Primary Care Plan Physician and Plan Providers will work as a team, along 

with you, to ensure continuity of care and medically appropriate courses of treatment.  

Each Member in your family should select a Primary Care Plan Physician. If you do not select a Primary 

Care Plan Physician upon enrollment, we will assign you one near your home. You may select or change 

your Primary Care Plan Physician at any time by visiting us online at www.kp.org or contacting Member 

Services Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 (TTY). 

Our Provider Directory is available online at www.kp.org and updated twice each month. A listing of all 

Primary Care Plan Physicians is also provided to you on an annual basis. 

You may select a Primary Care Plan Physician, who is available to accept new Members, from the following 

areas: Internal medicine, family practice and pediatrics. Within pediatrics, you may select an allopathic or 

osteopathic pediatrician as the Primary Care Plan Physician for your child. In addition to selecting a Primary 

Care Plan Physician, Members may choose a Plan Physician who practices in the specialty of obstetrics or 

gynecology (OB/GYN) as their personal OB/GYN. 

Getting a Referral           

Our Plan Physicians offer primary medical, pediatric and OB/GYN care as well as specialty care in areas 

such as general surgery, orthopedic surgery, dermatology and other medical specialties. We have Plan 

Medical Centers and specialty facilities such as imaging centers, located within our Service Area. You will 

receive most of the covered Services that you routinely need at these facilities unless you have an approved 

referral to another Plan Provider.  
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All referrals will be subject to review and approval, which is known as authorization, in accordance with 

the terms of this Agreement. We will notify you when our review is complete. 

Receiving an Authorized Specialist or Hospital Referral 

If your Plan Provider decides that you require covered Services from a Specialist, you will receive an 

authorized referral to a Plan Provider who specializes in the type of care you need. 

In the event that the covered Services you need are not available from a Plan Provider, we may refer you to 

another provider. For more information, see Referrals to Non-Plan Specialists and Non-Physician 

Specialists below. 

When you need authorized covered Services at a Plan Hospital, you will be referred to a Plan Hospital. We 

may direct that you receive the Hospital Services at a particular Plan Hospital so that we may better 

coordinate your care using Medical Group Plan Physicians and our electronic medical record system. 

Post-Referral Services Not Covered 

Any additional Services not specifically listed, and/or that are provided by a professional not named in the 

referral, are not authorized and will not be reimbursed. 

If a non-Plan Provider for whom you have received an authorized referral recommends additional Services 

that are not indicated in that approved referral, advise your Plan Provider. He or she will work with you to 

determine whether those Services can be provided by a Plan Provider. Additional services not specifically 

listed in the referral are not authorized and will not be reimbursed unless you have received a 

preauthorization for those Services. 

Standing Referrals to Specialists  

If you suffer from a life-threatening, degenerative, chronic or disabling disease or condition that requires 

Specialty Services, your Primary Care Plan Physician may determine, in consultation with you and a 

Specialist, that you need continuing care from that Specialist. In such instances, your Primary Care Plan 

Physician will issue a standing referral to the Specialist. 

A standing referral should be developed by the specialist, your Primary Care Plan Physician and you, and 

made in accordance with a written treatment plan consisting of covered Services. The treatment plan may 

limit the authorized number of Specialist visits and/or the period of time in which those Specialist visits are 

authorized. It may also require that the Specialist communicate regularly with your Primary Care Plan 

Physician regarding your treatment and health status. 

Referrals to Non-Plan Specialists and Non-Physician Specialists  

A Member may request a referral to a non-Plan Specialist or a Non-Physician Specialist if:  

1. The Member has been diagnosed with a condition or disease that requires specialized health care 

Services or medical care; and the Health Plan: 

a. Does not have a Plan Specialist or Non-Physicians Specialist with the professional training 

and expertise to treat or provide health care Services for the condition or disease; or  

b. Cannot provide reasonable access to a Specialist or Non-Physician Specialist with the 

professional training and expertise to treat or provide health care Services for the condition 

or disease without unreasonable delay or travel. 
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You must have an approved verbal or written referral to the non-Plan Specialist or Non-Physician Specialist 

in order for the Health Plan to cover the Services. The Cost Share amounts for approved referral Services 

are the same as those required for Services provided by a Plan Provider. 

Services that Do Not Require a Referral 

There are specific Services that do not require a referral from your Primary Care Plan Physician. However, 

you must obtain the care from a Plan Provider. These Services include:  

1. An initial consultation for treatment of mental illness, emotional disorders and drug or alcohol 

abuse, when provided by a Plan Provider. For continued treatment, you or your Plan Provider must 

contact the Behavioral Health Access Unit for assistance to arrange and schedule these covered 

Services. The Behavioral Access Unit can be reached at 1-866-530-8778; 

2. OB/GYN Services provided by an OB/GYN, a certified nurse-midwife or other Plan Provider 

authorized to provide OB/GYN Services, if the care is Medically Necessary, including the ordering 

of related, covered OB/GYN Services; and 

3. Optometry Services. 

For the most up-to-date list of Plan Medical Centers and Plan Providers, visit us online at www.kp.org. To 

request a Provider Directory, please contact Member Services Monday through Friday between 7:30 a.m. 

and 9 p.m. at 1-800-777-7902 or 711 (TTY). 

Continuity of Care for New Members        

At the request of a new Member, or a new Member’s parent, guardian, designee or health care provider, the 

Health Plan shall: 

1. Accept a preauthorization issued by the Member’s prior carrier, managed care organization or third-

party administrator; and 

2. Allow a new enrollee to continue to receive health care services being rendered by a non-Plan 

provider at the time of the Member’s enrollment under this Agreement. 

As described below, the Health Plan will accept the preauthorization and allow a new Member to continue 

to receive services from a non-Plan Provider for the: 

1. Lesser of the course of treatment or ninety (90) days; and 

2. Up to three (3) trimesters of a pregnancy and the initial postpartum visit. 

Transitioning to our Services 

At the end of the applicable time period immediately above under Continuity of Care in this section, we 

may elect to perform our own review to determine the need for continued treatment; and to authorize 

continued Services as described under Getting a Referral in this section.  

Accepting Preauthorization for Services 

The Health Plan shall accept a preauthorization for the procedures, treatments, medications or other 

Services covered under this Agreement. 

If the Health Plan requires a preauthorization for a prescription drug, the preauthorization request shall 

allow a health care provider to indicate whether a prescription drug is to be used to treat a chronic condition.  

If the health care provider indicates the prescription drug is to treat a chronic condition, the Health Plan 

may not request a reauthorization for a repeat prescription for the prescription drug for one (1) year or for 

the standard course of treatment for the chronic condition being treated, whichever is less.  
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The Health Plan shall accept preauthorization from the health care provider for at least the initial thirty (30) 

days of the Covered Person’s prescription drug benefit coverage. At the end of the applicable time period, 

we may elect to perform our own review to allow the preauthorization for the prescription drug. The Health 

Plan shall accept preauthorization from the health care provider if: 

1. The prescription drug is a covered benefit under the current health care provider; or 

2. The dosage for the approved prescription drug changes and the change is consistent with Federal 

Food and Drug Administration labeled dosages. 

Health Plan may not accept preauthorization for a change in dosage for an opioid. If the Health Plan requires 

a preauthorization for a prescription drug, we shall provide notice of the new requirement at least thirty (30) 

days before the requirement of the new preauthorization in writing and/or electronically. 

If the Health Plan denies coverage for a prescription drug, the Health Plan shall provide a detailed written 

explanation for the denial of coverage, including whether the denial was based on a required 

preauthorization. 

After receiving the consent of a Member, or the Member’s parent, guardian or designee, we may request a 

copy of the preauthorization by following all the laws for confidentiality of medical records. The prior 

carrier, managed care organization or third-party administrator must provide a copy of the preauthorization 

within ten (10) days following receipt of our request. 

Continuity of Care Limitation for Preauthorization 

With respect to any benefit or Service provided through the fee-for-services Maryland Medical Assistance 

Program, this subsection shall apply only to: 

1. Enrollees transitioning from the Maryland Medical Assistance Program to the Health Plan; and 

2. Behavioral health and dental benefits, to the extent they are authorized by a third-party 

administrator. 

Services from Non-Plan Providers 

The Health Plan shall allow a new Member to continue to receive covered health care Services being 

rendered by a non-Plan Provider at the time of the Member's transition to our plan for the following 

conditions: 

1. Acute conditions; 

2. Serious chronic conditions; 

3. Pregnancy;  

4. Mental health conditions and substance use disorders; and 

5. Any other condition on which the non-Plan Provider and the Health Plan reach agreement. 

Examples of acute and serious chronic conditions may include: 

1. Bone fractures; 

2. Joint replacements; 

3. Heart attack; 

4. Cancer; 

5. HIV/AIDS; and 

6. Organ transplants. 
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Getting Emergency and Urgent Care Services       

Emergency Services 

Emergency Services are covered no matter when or where in the world they occur. 

If you think you have a medical emergency, call 911, where available, or go to the nearest emergency room. 

For coverage information in the event of a medical emergency, including emergency benefits away from 

home, refer to Emergency Services in Section 3: Benefits, Exclusions and Limitations. 

Bills for Emergency Services 

If you receive a bill from a hospital, physician or ancillary provider for emergency Services that were 

provided to you, simply mail proof of payment and a copy of the bill to us with your medical record number 

written on it. Your medical record number can be found on the front of your Kaiser Permanente 

identification card. Please mail or fax your proof to us within one (1) year at the following address: 

Kaiser Permanente National Claims Administration - Mid-Atlantic States 

PO Box 371860 

Denver, CO 80237-9998 

Fax: 1-866-568-4184 

For more information on the payment or reimbursement of covered services and how to file a claim, see 

Filing for Payment or Reimbursement of a Covered Service or Post-Service Claim in Section 5: Filing 

Claims, Appeals and Grievances. 

Urgent Care Services 

All Primary Care Plan Physicians are on-call 24/7. When a situation is not an emergency but requires 

prompt attention for symptoms such as a sudden rash, high fever, severe vomiting, ear infection or sprain, 

please call your Primary Care Plan Physician as instructed under Making and Cancelling Appointments 

and Who to Contact at the beginning of this section. 

Hospital Admissions           

If you are admitted to a non-Plan Hospital, you, your Parent/Guardian, Financially Responsible Person or 

someone else must notify us within the later of forty-eight (48) hours of a Member’s hospital admission or 

on the first working day following the admission unless it was not reasonably possible to notify us within 

that time. 

Getting Assistance from Our Advice Nurses       

Our advice nurses are registered nurses (RNs) specially trained to help assess clinical problems and provide 

clinical advice. They can help solve a problem over the phone and instruct you on self-care at home, when 

appropriate. If the problem is more severe and you need an appointment, they will help you get one. 

If you are not sure you are experiencing a medical emergency, or for Urgent Care Services for symptoms 

such as a sudden rash, high fever, severe vomiting, ear infection or sprain, you may call our advice nurses 

at 1-800-777-7904 or 711 (TTY). You may also call 1-800-677-1112 from anywhere in the United States, 

Canada, Puerto Rico or the Virgin Islands. 

Getting a Second Opinion          
You are welcome to receive a second medical opinion from a Plan Physician. We will assist you to arrange 

an appointment for a second opinion upon request. 
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Receiving Care in Another Kaiser Foundation Health Plan Service Area   

You may receive covered Services from another Kaiser Foundation Health Plan, if the Services are 

provided, prescribed, or directed by that other plan, and if the Services would have been covered under this 

EOC. Covered Services are subject to the terms and conditions of this EOC, including prior authorization 

requirements, the applicable Copayments, Coinsurance and/or Deductible shown in the “Summary of Cost 

Shares,” and the exclusions, limitations and reductions described in this EOC.  

For more information about receiving care in other Kaiser Foundation Health Plan service areas, including 

availability of Services, and provider and facility locations, please call our Away from Home Travel Line 

at 951-268-3900. Information is also available online at kp.org/travel. 

Payment Toward Your Cost Share and When You May Be Billed    

In most cases, you will be asked to make a payment toward your Cost Share at the time you receive Services. 

If you receive more than one type of Services, such as Primary Care treatment and laboratory tests, you 

may be required to pay separate Cost Shares for each of those Services. In some cases, your provider may 

not ask you to make a payment at the time you receive Services, and you may be billed for your Cost Share.  

Keep in mind that your payment toward your Cost Share may cover only a portion of your total Cost Share 

for the Services you receive, and you will be billed for any additional amounts that are due. The following 

are examples of when you may be asked to pay Cost Share amounts in addition to the amount you pay at 

check-in: 

1. You receive non-preventive Services during a preventive visit. For example, you go in for a 

routine physical exam, and at check-in you pay your Cost Share for the preventive exam (your Cost 

Share may be "no charge"). However, during your preventive exam your provider finds a problem 

with your health and orders non-preventive Services to diagnose your problem, such as laboratory 

tests. You may be asked to pay your Cost Share for these additional non-preventive diagnostic 

Services. 

2. You receive diagnostic Services during a treatment visit. For example, you go in for treatment 

of an existing health condition, and at check-in you pay your Cost Share for a treatment visit. 

However, during the visit your provider finds a new problem with your health and performs or 

orders diagnostic Services, such as laboratory tests. You may be asked to pay your Cost Share for 

these additional diagnostic Services. 

3. You receive treatment Services during a diagnostic visit. For example, you go in for a diagnostic 

exam, and at check-in you pay your Cost Share for a diagnostic exam. However, during the 

diagnostic exam your provider confirms a problem with your health and performs treatment 

Services, such as an outpatient procedure. You may be asked to pay your Cost Share for these 

additional treatment Services. 

4. You receive non-preventive Services during a no-charge courtesy visit. For example, you go in 

for a blood pressure check or meet and greet visit and the provider finds a problem with your health 

and performs diagnostic or treatment Services. You may be asked to pay your Cost Share for these 

additional diagnostic or treatment Services. 

5. You receive Services from a second provider during your visit. For example, you go in for a 

diagnostic exam, and at check-in you pay your Cost Share for a diagnostic exam. However, during 

the diagnostic exam your provider requests a consultation with a specialist. You may be asked to 

pay your Cost Share for the consultation with the specialist. 
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Note: If your plan is subject to a Deductible, any required Deductible amount must be met by the Member 

prior to our payment of non-preventive or diagnostic Services. 
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SECTION 3: Benefits, Exclusions and Limitations                                                               

Your Benefits  

The benefits described in this section are covered only when: 

1. A Plan Physician determines that the Services are Medically Necessary; 

2. The Services are provided, prescribed, authorized or directed by a Plan Physician; and 

a. You receive the Services at a Plan Facility, Plan Provider or contracted Skilled Nursing Facility inside 

our Service Area (except when specifically noted otherwise within this Agreement); or 

b. You agree to have Services delivered through a patient centered medical homes program for individuals 

with chronic conditions, serious illnesses or complex health care needs. This includes associated costs for 

coordination of care, such as: 

i. Liaison services between the individual and the Health Care Provider, nurse coordinator and the 

care coordination team; 

ii. Creation and supervision of a care plan; 

iii. Education of the Member and their family regarding the Member’s disease, treatment compliance 

and self-care techniques; and 

iv. Assistance with coordination of care, including arranging consultations with specialists and 

obtaining Medically Necessary supplies and services, including community resources. 

You must receive all covered Services from Plan Providers inside our Service Area except for: 

1. Emergency Services, as described in this section; 

2. Urgent Care Services outside of our Service Area, as described in this section; 

3. Continuity of Care for New Members, as described in Section 2: How to Get the Care You Need; 

4. Approved referrals, as described under Getting a Referral in Section 2: How to Get the Care You Need, 

including referrals for clinical trials as described in this section. 

Note: Some benefits may require payment of a Copayment, Coinsurance or Deductible. Refer to the Summary of Cost 

Shares Appendix for the Cost Sharing requirements that apply to the covered Services contained within the List of 

Benefits in this section. 

This Agreement does not pay for all health care services, even if they are Medically Necessary. Your right to benefits 

is limited to the covered Services contained within this contract. To view your benefits, see the List of Benefits in this 

section. 

List of Benefits     

The following benefits are covered by the Health Plan. Benefits are listed alphabetically for your convenience. Some 

benefits are subject to benefit-specific limitations and/or exclusions, which are listed, when applicable, directly below 

each benefit. A broader list of exclusions that apply to all benefits, regardless of whether they are Medically Necessary, 

is provided under Exclusions in this section.
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Acupuncture Services 

Coverage is provided for Medically Necessary acupuncture Services when provided by a provider licensed to perform such 

Services. 

Allergy Services 

Coverage is provided for allergy testing and treatment, including the administration of injections and allergy serum. 

Ambulance Services 

Coverage is provided for Ambulance Services when it is Medically Necessary to be transported in an ambulance to or from 

the nearest Hospital where needed medical Services can be appropriately provided. 

 Anesthesia for Dental Care  

We cover general anesthesia and associated hospital or ambulatory facility Services for dental care provided to Members 

who are age: 

1. 7 or younger or are developmentally disabled and for whom a: 

a. Superior result can be expected from dental care provided under general anesthesia; and 

b. Successful result cannot be expected from dental care provided under local anesthesia because of a physical, 

intellectual or other medically compromising condition. 

2. 17 or younger who are extremely uncooperative, fearful or uncommunicative with dental needs of such magnitude 

that treatment should not be delayed or deferred, and for whom a lack of treatment can be expected to result in oral 

pain, infection, loss of teeth, or other increased oral or dental morbidity. 

3. 17 and older when the Member’s medical condition requires that dental service be performed in a hospital or 

ambulatory surgical center for the safety of the Member (e.g., heart disease and hemophilia). 

General anesthesia and associated hospital and ambulatory facility charges will be covered only for dental care that is 

provided by a fully accredited specialist for whom hospital privileges have been granted. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

The dentist or specialist’s dental care Services. 

Blood, Blood Products and their Administration 

Coverage is provided for all cost recovery expenses for blood, blood products, derivatives, components, biologics and 

serums, including autologous Services, whole blood, red blood cells, platelets, plasma, immunoglobulin and albumin. 

Bone Mass Measurement 

Coverage is provided for bone mass measurement for the prevention, diagnosis and treatment of osteoporosis when 

requested by a Health Care Provider for a Qualified Individual. We do not cover bone mass measurement for Members 

who do not meet the criteria of a Qualified Individual. 

A Qualified Individual means an individual: 

1. Who is estrogen deficient and at clinical risk for osteoporosis; 

2. With a specific sign suggestive of spinal osteoporosis, including roentgenographic osteopenia or roentgenographic 

evidence suggestive of collapse, wedging or ballooning of one or more thoracic or lumbar vertebral bodies, who is 

a candidate for therapeutic intervention or for an extensive diagnostic evaluation for metabolic bone disease; 

3. Receiving long-term gluco-corticoid (steroid) therapy; 
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4. With primary hyper-parathyroidism; or 

5. Being monitored to assess the response to or efficacy of an approved osteoporosis drug therapy. 

  Chiropractic Services 

 
 
 
  

Coverage is provided for a limited number of chiropractic visits per condition per Calendar Year. 

See the benefit-specific limitations immediately below for additional information. 

Benefit-Specific Limitations: 

Coverage is limited to up to twenty (20) chiropractic visits per condition per Calendar Year. 

Clinical Trials 

Clinical trials are defined as treatment that is:  

1. Approved by an institutional review board; 

2. Conducted for the primary purpose of determining whether or not a particular treatment is safe and efficacious; 

and 

3. Approved by: 

a. An institute or center of the National Institutes of Health; or 

b. The Food and Drug Administration; or 

c. The Department of Veterans' Affairs; or 

d. The Department of Defense.  

Coverage is provided for Services received in connection with a clinical trial if all of the following conditions are met: 

1. The Services would be covered if they were not related to a clinical trial; 

2. You are eligible to participate in the clinical trial according to the trial protocol with respect to treatment of cancer 

or other life-threatening condition (a condition from which the likelihood of death is probable unless the course of 

the condition is interrupted), as determined in one of the following ways: 

a. A Plan Provider makes this determination; 

b. You provide us with medical and scientific information establishing this determination; 

3. If any Plan Providers participate in the clinical trial and will accept you as a participant in the clinical trial, you must 

participate in the clinical trial through a Plan Provider unless the clinical trial is outside of the state in which you 

live; 

4. The clinical trial is a phase I, phase II, phase III or phase IV clinical trial related to the prevention, detection or 

treatment of cancer or other life-threatening condition and it meets one of the following requirements: 

a. The study or investigation is conducted under an investigational new drug application reviewed by the FDA; 

b. The study or investigation is a drug trial that is exempt from having an investigational new drug application; or 

c. The study or investigation is approved or funded by at least one (1) of the following: 

i. The National Institutes of Health; 

ii. The Centers for Disease Control and Prevention; 

iii. The Agency for Health Care Research and Quality; 

iv. The Centers for Medicare & Medicaid Services; 

v. A cooperative group or center of any of the above entities or of the Department of Defense or the 

Department of Veterans Affairs; 

vi. A qualified non-governmental research entity identified in the guidelines issued by the National Institutes 

of Health for center support grants; 
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vii. The Department of Veterans Affairs, Department of Defense or the Department of Energy; but only if the 

study or investigation has been reviewed and approved through a system of peer review that the United 

States Secretary of Health and Human Services determines meets all of the following requirements: 

a) It is comparable to the National Institutes of Health system of peer review of studies and investigations; 

and 

b) It assures unbiased review of the highest scientific standards by qualified people who have no interest in 

the outcome of the review. 

Note: For benefits related to a clinical trial, the same Cost Sharing applies that would apply if the Services were not related 

to a clinical trial. 

Coverage will not be restricted solely because the Member received the Service outside of the Service Area or because the 

Service was provided by a non-Plan Provider. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

We do not cover: 

1. The investigational service. 

2. Services provided solely for data collection and analysis and that are not used in your direct clinical management. 

Diabetes Treatment, Equipment and Supplies 

Coverage is provided for diabetes treatment, equipment and supplies, insulin syringes, needles and test strips for glucose 

monitoring equipment under the prescription coverage.  Coverage for insulin pumps and glucose monitoring equipment is 

provided under the Durable Medical Equipment coverage. 

Coverage is also provided for self-management training for diabetes. 

Dialysis 

If the following criteria are met, we cover dialysis Services related to acute renal failure and chronic end-stage renal disease 

(ESRD): 

1. You satisfy all medical criteria developed by Medical Group and by the facility providing the dialysis; 

2. The facility (when not provided in the home) is certified by Medicare; and 

3. A Plan Physician provides a written referral for care at the facility. 

We cover the following renal dialysis Services: 

1. Outpatient maintenance dialysis treatments in a Plan dialysis facility. Coverage includes the cost of laboratory tests, 

equipment, supplies and other Services associated with your treatment; 

2. Inpatient maintenance dialysis if you are admitted to a Plan Hospital because your medical condition requires 

specialized hospital Services on an inpatient basis; and 

3. Plan Provider Services related to inpatient and outpatient dialysis. 

We cover the following self-dialysis Services: 

1. Training for self-dialysis including the instructions for a person who will assist you with self-dialysis; 

2. Services of the Plan Provider who is conducting your self-dialysis training; and 

3. Retraining for use of new equipment for self-dialysis. 
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We cover home dialysis, which includes: 

1. Hemodialysis; 

2. Home intermittent peritoneal dialysis (IPD); 

3. Home continuous cycling peritoneal dialysis (CCPD); and  

4. Home continuous ambulatory peritoneal dialysis (CAPD). 

Members requiring dialysis outside the Service Area for a limited time period may receive pre-planned dialysis Services 

in accordance to prior authorization requirements. 

Durable Medical Equipment 

Coverage for Durable Medical Equipment and Prosthetic Devices includes: 

1. Durable Medical Equipment such as nebulizers and peak flow meters; 

2. International normalized ratio (INR) home testing machines when deemed Medically Necessary by a Plan 

Physician; 

3. Leg, arm, back or neck braces and the training necessary to use these prosthetics; 

4. Internally implanted devices such as monofocal intraocular lens implants; 

5. Artificial legs, arms or eyes and the training to use these prosthetics; 

6. One (1) hair prosthesis for a Member whose hair loss results from chemotherapy or radiation treatment for cancer; 

and 

7. Ostomy equipment and urological supplies. 

Emergency Services 

Coverage is provided anywhere in the world for reasonable charges for Emergency Services should you experience an 

Emergency Medical Condition.  

If you think you are experiencing an Emergency Medical Condition as defined in the section Important Terms You Should 

Know, then you should call 911, where available, immediately. If you are not sure whether you are experiencing an 

Emergency Medical Condition, please contact us at the number listed on the reverse side of your Kaiser Permanente 

identification card for immediate medical advice. Any emergency department/room visit that is not attributed to an 

Emergency Medical Condition, as defined in the section Important Terms You Should Know, will not be authorized by 

the Health Plan, and you will be responsible for all charges. In situations where the Health Plan authorizes, directs or refers 

the Member to the emergency room for a condition that is later determined not to meet the definition of an Emergency 

Medical Condition, the Health Plan would become responsible for charges. 

In situations when the Health Plan authorizes, refers or otherwise allows a Member access to a Hospital emergency facility 

or other Urgent Care facility for a medical condition that requires emergency surgery, the Health Plan will reimburse the 

physician, oral surgeon, periodontist or podiatrist who performed the surgical procedure for any follow-up care that is: 

1. Medically Necessary; 

2. Directly related to the condition for which the surgical procedure was performed; and  

3. Provided in consultation with the Member’s Primary Care Plan Physician. 

The Health Plan will not impose any Copayment or other Cost-Sharing requirement for follow-up care that exceeds that 

which a Member would be required to pay had the follow-up care been rendered in-network, using members of the Health 

Plan’s provider panel. 
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Family Planning Services 

Coverage is provided for family planning Services, including:  

1. Prescription and over-the-counter contraceptive drugs or devices; 

2. Coverage for the insertion or removal of contraceptive devices; 

3. Medically Necessary examination associated with the use of contraceptive drugs or devices;  

4. Voluntary female and male sterilization;  

5. Voluntary termination of pregnancy; and 

6. Instruction by a licensed health care provider on fertility awareness–based methods, which are methods of 

identifying times of fertility and infertility by an individual to avoid pregnancy, including cervical mucous methods, 

sympto-thermal or sympto-hormonal methods, the standard days methods, and the lactational amenorrhea method. 

Note: Family planning Services that are defined as preventive care under the Affordable Care Act are covered at no charge. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

Services: 

1. To reverse voluntary, surgically induced infertility. 

2. To reverse a voluntary sterilization procedure for a Dependent minor, except FDA approved sterilization procedures 

for women with reproductive capacity; or 

3. For sterilization for a Dependent minor, except FDA approved sterilization procedures for women with reproductive 

capacity. 

Fertility Services 

We cover standard fertility preservation procedures performed on you or your Dependent and that are Medically Necessary 

to preserve fertility for you or your Dependent due to a need for medical treatment that may directly or indirectly cause 

iatrogenic infertility. These procedures include sperm and oocyte collection and cryopreservation, evaluations, laboratory 

assessments, medications, and treatments associated with sperm and oocyte collection and cryopreservation. 

Definitions: 

Iatrogenic infertility: An impairment of fertility caused directly or indirectly by surgery, chemotherapy, radiation, or other 

medical treatment affective the reproductive organs or process. 

Medical treatment that may directly or indirectly cause iatrogenic infertility: Medical treatment with a likely side 

effect of infertility as established by the American Society for Reproductive Medicine, the American College of 

Obstetricians and Gynecologists, or the American Society of Clinical Oncology. 

Standard fertility preservation procedures: Procedures to preserve fertility that are consistent with established medical 

practices and professional guidelines published by the American Society for Reproductive Medicine, the American College 

of Obstetricians and Gynecologists, or the American Society of Clinical Oncology. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

1. Any charges associated with the storage of female Member’s eggs (oocytes) and/or male Member’s sperm. 
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Habilitative Services for Adults 

Coverage is provided for Medically Necessary habilitative Services. Habilitative Services means Health Care Services and 

devices, including Services and devices that help an adult keep, learn or improve skills and functioning for daily living. 

Habilitative Services for adults includes Medically Necessary therapeutic care. 

Therapeutic care means services provided by a speech-language pathologist, occupational therapist or physical therapist. 

See the benefit-specific limitations immediately below for additional information. 

Benefit-Specific Limitations: 

1. Members age 19 or older (beginning on the first day of the month immediately following the month in which the 

Member reaches age 19):  

a. Physical therapy: Limited to thirty (30) visits per condition, per Calendar Year. 

b. Speech therapy: Limited to thirty (30) visits per condition, per Calendar Year. 

c. Occupational therapy: Limited to thirty (30) visits per condition, per Calendar Year. 

Habilitative Services for Children 

Coverage is provided for Medically Necessary habilitative Services. Habilitative Services means Health Care Services and 

devices, including Services and devices for the treatment of a child that help the child keep, learn or improve skills and 

functioning for daily living. Habilitative Services may include Medically Necessary therapeutic care, behavioral health 

treatment, psychological care, orthodontics, oral surgery, otologic therapy, audiological therapy, cleft lip and cleft palate 

and other Services for people with disabilities in a variety of both inpatient and outpatient settings. 

Therapeutic care means services provided by a speech-language pathologist, occupational therapist or physical therapist. 

Behavioral health treatment means professional counseling and treatment programs, including applied behavior analysis, 

that are necessary to develop, maintain or restore, to the maximum extent practicable, the functioning of an individual. 

Psychological care means direct or consultative services provided by a psychologist or social worker. 

See the benefit-specific exclusions and limitations immediately below for additional information. 

Benefit-Specific Exclusions: 

We do not cover habilitative Services delivered through 

early intervention and school services. 

Benefit-Specific Limitations: 

1. Members from birth to until at least the end of the month the 

child turns age 19: No visit limits. 

The Health Plan will only reimburse for covered habilitative 

Services provided in the Member’s educational setting when 

the Member’s educational setting is identified by the Member’s 

treating provider in a treatment goal as the location of the 

habilitative Services. 

Hearing Services 

Hearing Tests 

We cover hearing tests to determine the need for hearing correction, when ordered by a Plan Provider. 

Hearing Aids 

Coverage is provided for one (1) hearing aid for each hearing-impaired ear every thirty-six (36) months. 
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See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

Replacement batteries to power hearing aids are not covered. 

Home Health Care Services 

Coverage is provided for Home Health Care Services: 

1. As an alternative to otherwise covered Services in a Hospital or related institution; and  

2. For Members who receive less than forty-eight (48) hours of inpatient hospitalization following a mastectomy or 

removal of a testicle, or who undergo a mastectomy or removal of a testicle on an outpatient basis, including:  

a. One (1) home visit scheduled to occur within twenty-four (24) hours after discharge from the Hospital or 

outpatient health care facility; and  

b. An additional home visit, if prescribed by the Member's attending physician. 

For Home Health Care Services related to obstetrical admissions due to childbirth, see the Inpatient Hospital Services and 

Obstetrical Admissions benefit in this List of Benefits. 

Hospice Care Services 

Hospice Care Services are for terminally ill Members. If a Plan Physician diagnoses you with a terminal illness and 

determines that your life expectancy is six (6) months or less, you can choose hospice Services through home or inpatient 

care instead of traditional Services otherwise provided for your illness. We cover Hospice Care Services in the home if a 

Plan Physician determines that it is feasible to maintain effective supervision and control of your care in your home. 

We cover Hospice Care Services within our Service Area and only when provided by a Plan Provider. Hospice Services 

include the following: 

1. Nursing care; 

2. Physical, occupational, speech and respiratory therapy; 

3. Medical social Services; 

4. Home health aide Services; 

5. Homemaker Services; 

6. Medical supplies, equipment and medication required to maintain the comfort and manage the pain of the terminally 

ill Member; 

7. Palliative drugs in accordance with our drug formulary guidelines; 

8. Physician care; 

9. Short-term inpatient care; including care for pain management and acute symptom management as Medically 

Necessary; 

10. Respite Care limited to five (5) consecutive days for any one inpatient stay; 

11. Counseling Services for the Member and his Family Members, including dietary counseling for the Member; and 

bereavement counseling for the Member’s Family; and 

12. Services of hospice volunteers. 

Infertility Services 

Coverage is provided for Medically Necessary infertility Services, including: 

1. Services for diagnosis and treatment of involuntary infertility for females and males.  Involuntary infertility may 

be demonstrated by a history of: 
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a. Intercourse of at least a two (2) year duration that fails to result in a successful pregnancy, for spouses of the 

opposite sex only; or 

b. Six (6) attempts of artificial insemination over the course of two (2) years that fails to result in a successful 

pregnancy, for spouses of the same sex only; or 

c. Infertility that is associated with any of the following medical conditions: 

i. Endometriosis; 

ii. Exposure in utero to diethylstilbestrol, commonly known as DES; 

iii. Blockage of, or surgical removal of, one or both fallopian tubes (lateral or bilateral salpingectomy); or 

iv. Abnormal male factors, including oligospermia, contributing to the infertility. 

2. Diagnostic procedures and any covered drugs administered by or under the direct supervision of a Plan Provider. 

Refer to the Outpatient Prescription Drug Benefit Appendix, if applicable, for coverage of outpatient infertility 

drugs; 

3. Artificial insemination; 

4. In vitro fertilization (IVF), including all outpatient expenses arising from in vitro fertilization (IVF) procedures. 

We cover in vitro fertilization (IVF), if: 

a. The Member’s oocytes are fertilized with the Member’s spouse’s sperm, unless the spouse is unable to produce 

and deliver functional sperm, provided the inability does not result from a vasectomy or another method of 

voluntary sterilization; this only applies if the Member and the Member’s spouse are a heterosexual couple;  

b. The Member and the Member’s spouse have a history of infertility of at least a two (2) years’ duration, as 

described above, or the infertility is associated with any of the medical conditions described above;   

c. The Member has been unable to attain a successful pregnancy through a less costly infertility treatment for 

which coverage is available under this EOC; and 

d. The in vitro fertilization (IVF) procedures are performed at medical facilities that conform to the applicable 

guidelines and standards issued by the American College of Obstetricians and Gynecologists or the American 

Society for Reproductive Medicine.  

5. Coverage for in vitro fertilization (IVF) embryo transfer cycles, including frozen embryo transfer procedure; 

6. Intracytoplasmic sperm injection, if the Member meets medical guidelines. 

 See the benefit-specific exclusions and limitations immediately below for additional information. 

Benefit-Specific Exclusions: 

1. Any charges associated with freezing, storage and 

thawing of fertilized eggs (embryos), female 

Member’s eggs and/or male Member’s sperm for 

future attempts; 

2. Any charges associated with donor eggs, donor 

sperm or donor embryos; 

3. Services to reverse voluntary, surgically induced 

infertility; 

4. Infertility Services when the infertility is the result 

of an elective male or female sterilization surgical 

procedure; 

Benefit-Specific Limitations: 

Coverage for in vitro fertilization (IVF) embryo transfer cycles, 

including frozen embryo transfer procedure, is limited to three 

(3) in vitro fertilization (IVF) attempts per live birth. 
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5. Gamete intrafallopian transfers (GIFT); zygote 

intrafallopian transfers (ZIFT); and prescription 

drugs related to such procedures. 

Infusion Services 

Coverage is provided for infusion Services, including: 

1. Enteral nutrition, which is delivery of nutrients by tube into the gastrointestinal tract; and.  

2. All medications administered intravenously and/or parenterally.  

1. Infusion Services may be received at multiple sites of service, including facilities, professional provider offices, ambulatory 

infusion centers and from home infusion providers. The Cost Share amount will apply based on the place and type of 

Service provided. 

For additional information on infusion therapy, chemotherapy and radiation, see the Infusion Therapy, Chemotherapy and 

Radiation benefit in this List of Benefits. 

Infusion Therapy, Chemotherapy and Radiation 

Coverage is provided for chemotherapy, infusion therapy and radiation therapy visits. 

Infusion therapy means treatment by placing therapeutic agents into the vein, including therapeutic nuclear medicine and 

parenteral administration of medication and nutrients. 

For additional information on Infusion Services, see the Infusion Services benefit in this List of Benefits. 

Inpatient Hospital Services and Obstetrical Admissions 

Coverage is provided for inpatient Hospital Services, including: 

1. Room and board, such as: 

a. A ward, semi-private or intensive care accommodations. (A private room is covered only if Medically 

Necessary); 

b. General nursing care; and 

c. Meals and special diets. 

Coverage is also provided for other services and supplies provided by a Hospital. 

For obstetrical admissions, inpatient hospitalization coverage is provided, from the time of delivery, for at least forty-eight 

(48) hours for a normal vaginal delivery or ninety-six (96) hours for a normal cesarean section. 

For a mother and newborn child who chooses in consultation with her attending provider to remain in the Hospital for less 

than the minimum period specified above, the Health Plan will provide coverage for and arrange one (1) home health visit 

to be provided within twenty-four (24) hours after Hospital discharge and an additional home health visit, if prescribed by 

the attending provider, in accordance with generally accepted standards of nursing practice for home care of a mother and 

newborn child. 

For a mother and newborn child who remain in the Hospital for at least the minimum period described above, the Health 

Plan will provide coverage for a home health visit if prescribed by the attending provider. 

If the mother is required to remain hospitalized after childbirth for medical reasons, and the mother requests that the baby 

remain in the Hospital, coverage is provided for the newborn for up to four (4) days. 
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Maternity Services 

The Health Plan considers all maternity as routine, including all high-risk pregnancy. Coverage is provided for pre-and 

post-natal services, which includes routine and non-routine office visits, telemedicine visits, x-ray, lab and specialty tests. 

Coverage is also provided for: 

1. Birthing classes; 

2. Breastfeeding support, supplies, and counseling from trained providers during pregnancy and/or in the postpartum 

period; and 

3. Inpatient delivery and hospitalization; and 

4. Outpatient delivery and all related Services (i.e. birthing centers, certified midwife). 

Note: All pregnancy and maternity Services that are defined as preventive care by the Affordable Care Act are covered 

under preventive care Services at no charge. For HSA/HDHP Plans, only those specified maternity services identified by 

the Affordable Care Act (“ACA”) as preventive care services will be covered at no charge and not subject to the Deductible. 

Medical Foods 

Coverage is provided for medical food for persons with metabolic disorders when ordered by a Health Care Practitioner 

qualified to provide diagnosis and treatment in the field of metabolic disorders. 

Medical Nutrition Therapy and Counseling 

 
Coverage is provided for unlimited Medically Necessary nutritional counseling and medical nutrition therapy provided by 

a licensed dietician-nutritionist, Plan Physician, physician assistant or nurse practitioner for an individual at risk due to: 

1. Nutritional history; 

2. Current dietary intake; 

3. Medication use; or 

4. Chronic illness or condition. 

Coverage is also provided for unlimited Medically Necessary nutrition therapy provided by a licensed dietician-nutritionist, 

working in coordination with a Primary Care Plan Physician, to treat a chronic illness or condition. 

Medical Office Care 

Coverage is provided for care in medical offices for treatment of illness or injury. 

Mental Health and Substance Abuse Services 

Coverage is provided for Medically Necessary Services for mental disorders, mental illness, psychiatric conditions and 

substance abuse for Members including: 

1. Professional Services by providers who are licensed, registered, certified or otherwise authorized professional 

mental health and substance use practitioners when acting within the scope of their license, registration, or 

certification, such as psychiatrists, psychologists, clinical social workers, licensed professional counselors or 

marriage and family therapists.  

a. Diagnosis and treatment of psychiatric conditions, mental illness or mental disorders. Services include: 

i. Diagnostic evaluation; 

ii. Crisis intervention and stabilization for acute episodes; 

iii. Medication evaluation and management (pharmacotherapy); 

iv. Treatment and counseling, including individual and group therapy; 
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v. Diagnosis and treatment of alcoholism and drug abuse, including detoxification, treatment and 

counseling;  

vi. Opioid treatment Services; and 

vii. Professional charges for intensive outpatient treatment in a provider’s office or other professional 

setting. 

b. Electroconvulsive therapy (ECT); 

c. Inpatient professional fees; 

d. Outpatient diagnostic tests provided and billed by a licensed, registered, certified, or otherwise authorized 

mental health and substance abuse practitioner; 

e. Outpatient diagnostic tests provided and billed by a laboratory, hospital or other covered facility; and 

f. Psychological and neuropsychological testing necessary to determine the appropriate psychiatric treatment. 

2. Inpatient hospital and inpatient residential treatment centers Services, which includes room and board, such as:  

a. Ward, semi-private or intensive care accommodations. (A private room is covered only if Medically Necessary);  

b. General nursing care; 

c. Meals and special diets; and 

d. Other services and supplies provided by a hospital or residential treatment center. 

3. Services such as partial hospitalization or intensive day treatment programs provided in a licensed or certified 

facility or program, which is equipped to provide mental health and substance abuse Services; and 

4. Emergency room Services. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

We do not cover: 

1. Services by pastoral or marital counselors; 

2. Therapy for the improvement of sexual functioning and pleasure; 

3. Treatment for learning disabilities and intellectual disabilities; 

4. Telephone therapy; 

5. Travel time to the Member’s home to conduct therapy; 

6. Services rendered or billed by schools or halfway houses or members of their staffs; 

7. Marriage counseling; and 

8. Services that are not Medically Necessary. 

Morbid Obesity Treatment 

Morbid obesity means a body mass index that is: 

1. Greater than forty (40) kilograms per meter squared; or 

2. Equal to or greater than thirty-five (35) kilograms per meter squared with a comorbid condition, including 

hypertension, a cardiopulmonary condition, sleep apnea or diabetes. 

Body mass index means a practical marker that is used to assess the degree of obesity and is calculated by dividing the 

weight in kilograms by the height in meters squared. 

Coverage is provided for diagnostic and surgical treatment of morbid obesity that is: 

1. Recognized by the National Institutes of Health as effective for long-term reversal of morbid obesity; and  

2. Consistent with guidelines approved by the National Institutes of Health. 
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Such treatment is covered to the same extent as for other Medically Necessary surgical procedures under this Agreement. 

Surgical treatment of morbid obesity shall occur in a facility that is: 

1. Designated by the American Society for Metabolic and Bariatric Surgery as a Bariatric Surgery Center of 

Excellence; and 

2. Designated by the Health Plan. 

If the Health Plan does not designate a facility for the surgical treatment of morbid obesity, then the Health Plan shall cover 

the surgical treatment of morbid obesity at any facility that is designated by the American Society for Metabolic and 

Bariatric Surgery as a Bariatric Surgery Center of Excellence with an approved referral. 

Obstetric/Gynecological Care 

Coverage is provided for obstetric/gynecological care from an obstetrician/gynecologist or other Plan Provider authorized 

to perform obstetric and/or gynecological Services, without requiring the woman to visit the Primary Care Plan Physician 

first, if:  

1. The care is Medically Necessary, including the ordering of related obstetrical and gynecological Services;  

2. After each visit for gynecological care, the obstetrician/gynecologist communicates with the woman’s Primary Care 

Plan Physician about any diagnosis or treatment rendered; and 

3. The obstetrician/gynecologist communicates with the Primary Care Plan Physician before performing any Services 

that are completely unrelated to obstetrical or gynecological care. 

Oral Surgery/Temporomandibular Joint Services (TMJ) 

Coverage is provided for: 

1. Orthognathic surgery, including inpatient and outpatient surgery to correct temporomandibular joint (TMJ) pain 

dysfunction syndrome and craniomandibular joint services, that are required because of a medical condition or 

injury that prevents normal function of the joint or bone and is deemed Medically Necessary to attain functional 

capacity of the affected part;  

2. Maxillary or mandibular frenectomy when not related to a dental procedure; 

3. Alveolectomy when related to tooth extraction; 

4. Surgical services on the hard or soft tissue in the mouth when the main purpose is not to treat or help the teeth and 

their supporting structures; 

5. Treatment of non-dental lesions, such as removal of tumors and biopsies;  

6. Incision and drainage of infection of soft tissue not including odontogenic cysts or abscesses; 

7. Removable appliances for TMJ repositioning; and 

8. Therapeutic injections for TMJ. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

We do not cover: 

1. Lab fees associated with cysts that are considered dental under our standards.  

2. Oral surgery Services when the functional aspect is minimal and would not in itself warrant surgery. 

3. Orthodontic Services. 

4. Fixed or removable appliances that involve movement or repositioning of the teeth. 
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5. All other procedures involving the teeth or areas surrounding the teeth including the shortening of the mandible or 

maxillae for Cosmetic purposes or for correction of malocclusion unrelated to a functional impairment or treatment 

of injury to natural teeth due to an accident if the treatment is received within six (6) months of the accident. 

Outpatient Hospital Services 

Coverage is provided for outpatient Hospital Services. 

Prescription Drugs and Devices 

Coverage is provided for prescription drugs and devices as described in the Outpatient Prescription Drug Benefit 

Appendix. 

Preventive Health Care Services 

Coverage is provided for preventive care Services, including: 

1. Evidence-based items or Services that have in effect a rating of "A" or "B" in the current recommendations of the 

United States Preventive Services Task Force, except that the recommendations of the United States Preventive 

Service Task Force regarding breast cancer screening, mammography and prevention issued during or around 

November 2009 are not considered to be current. Visit: www.uspreventiveservicestaskforce.org; 

2. Immunizations for routine use in children, adolescents and adults that have a recommendation in effect from the 

Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention (CDC) with 

respect to the individual involved. A recommendation from the Advisory Committee on Immunization Practices of 

the CDC is considered to be: in effect after it has been adopted by the director of the CDC and for routine use if it 

is listed on the immunization schedules of the CDC. Visit: www.cdc.gov/vaccines/recs/ACIP;  

3. With respect to infants, children and adolescents: Evidence-informed preventive care and screenings provided for 

in the comprehensive guidelines supported by the Health Resources and Services Administration. To see the current 

guidelines, visit: http://mchb.hrsa.gov; 

4. With respect to women (to the extent not described in item #1 above), evidence-informed preventive care and 

screenings as provided for in comprehensive guidelines supported by the Health Resources and Services 

Administration. To see the current guidelines, visit: http://mchb.hrsa.gov; 

5. A voluntary Health Risk Assessment that can be completed by Members annually. Written feedback provided to 

Members will include recommendations for addressing identified risks; 

6. All United States Food and Drug Administration (FDA) approved contraceptive methods, sterilization procedures 

and patient education and counseling for all women with reproductive capacity; 

7. Routine prenatal care; 

8. BRCA counseling and genetic testing. Any follow up Medically Necessary treatment is covered at the applicable 

Cost Share based upon type and place of service; and 

9. Medically Necessary digital tomosynthesis, commonly referred to as three-dimensional “3_D” mammography. 

Note: If a new recommendation or guideline described in paragraphs “1” through “4” is issued after the effective date of 

the Plan, the new recommendation or guideline shall apply the first Calendar Year that begins on the date that is one (1) 

year after the date of the recommendation or guideline is issued. 

The Health Plan shall update new recommendations to the preventive benefits listed above at the schedule established by 

the Secretary of Health and Human Services. 
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Reconstructive Breast Surgery and Breast Prosthesis 

Reconstructive breast surgery means surgery performed as a result of a mastectomy to reestablish symmetry between both 

breasts. Reconstructive breast surgery includes augmentation mammoplasty, reduction mammoplasty and mastopexy. 

Mastectomy means the surgical removal of all or part of a breast. 

Coverage is provided for: 

1. Breast prosthesis; 

2. All stages of reconstructive breast surgery performed on the non-diseased breast to achieve symmetry with the 

diseased breast when reconstructive surgery is performed on the diseased breast; regardless of the patient’s 

insurance status at the time the mastectomy or the time lag between the mastectomy and reconstruction; and 

3. Physical complications of all stages of mastectomy, including lymphedemas, in a manner determined in consultation 

with the attending physician and the patient. 

Routine Foot Care 

Coverage is provided for Medically Necessary routine foot care for patients with diabetes or other vascular disease. 

See the benefit-specific exclusions and limitations immediately below for additional information. 

Benefit-Specific Exclusions: 

Routine foot care is not provided to Members who do not 

meet the requirements of the limitations of this benefit. 

Benefit-Specific Limitations: 

Coverage is limited to Medically Necessary treatment of 

patients with diabetes or other vascular disease. 

Services Approved by the Health Plan 

Coverage is provided for any other Service approved by the Health Plan’s utilization management program. 

Skilled Nursing Facility Services 

Coverage is provided for Skilled Nursing Facility Services when deemed Medically Necessary. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Limitations: 

Coverage is limited to a maximum of one-hundred (100) days per Calendar Year. 

Telemedicine Services 

We cover interactive telemedicine services.  

Telemedicine is the real-time two-way transfer of medical data and information, and such services include the use of 

interactive audio, video or other electronic media used for the purpose of diagnosis, consultation or treatment as it pertains 

to the delivery of covered Health Care Services. Equipment utilized for interactive telemedicine should be of sufficient 

audio quality and visual clarity as to be functionally equivalent to a face-to-face encounter for professional medical services. 

See the benefit-specific exclusions immediately below for additional information. 

Benefit-Specific Exclusions: 

We do not cover non-interactive telemedicine services consisting of an audio-only telephone conversation, electronic 

mail message and/or facsimile transmission. 
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Therapy and Rehabilitation Services 

Coverage is provided for therapy and rehabilitation Services, including: 

1. Unlimited Medically Necessary Hospital inpatient rehabilitative Services; 

2. Outpatient rehabilitative Services. Members receive up to thirty (30) visits of: 

a. Physical therapy per condition, per year; 

b. Speech therapy per condition, per year; and 

c. Occupational therapy per condition per year. 

3. Cardiac Rehabilitation for Members who have been diagnosed with significant cardiac disease, have suffered a 

myocardial infarction or have undergone invasive cardiac treatment immediately preceding referral for Cardiac 

Rehabilitation. Cardiac Rehabilitation is a comprehensive program involving medical evaluation, prescribed 

exercise, cardiac risk factor modification, education and counseling. Services include: 

a. Continuous EKG telemetric monitoring during exercise, EKG rhythm strip with interpretation, physician’s 

revision of exercise prescription and follow-up examination for physician to adjust medication or change 

regimen; and 

b. Up to ninety (90) visits per therapy type, per Calendar Year of physical therapy, speech therapy and 

occupational therapy for Cardiac Rehabilitation. 

4. Pulmonary rehabilitation for Members diagnosed with significant pulmonary disease. 

  See the benefit-specific exclusions and limitations immediately below for additional information. 

Benefit-Specific Exclusions: 

We do not cover maintenance programs. Maintenance 

programs consist of activities that preserve the present 

level of function and prevent regression of that function. 

Maintenance begins when the therapeutic goals of a 

treatment plan have been achieved or when no additional 

progress is apparent or expected to occur. 

Benefit-Specific Limitations: 

Cardiac Rehabilitation limitations: 

1. Services must be provided at a facility approved by the 

Health Plan that is equipped to provide cardiac 

rehabilitation. 

Pulmonary rehabilitation limitations: 

1. Services must be provided at a facility approved by the 

Health Plan that is equipped to provide pulmonary 

rehabilitation. 

2. Coverage is limited to one (1) pulmonary rehabilitation 

program per lifetime. 

Transplant Services 

Coverage is provided for transplant Services for all non-experimental and non-investigational solid organ transplants and 

other non-solid organ transplant procedures. This includes, but is not limited to, autologous and non-autologous bone 

marrow, cornea, kidney, liver, heart, lung, heart/lung, pancreas and pancreas/kidney transplants. 

Benefits include the cost of hotel lodging and air transportation for the covered recipient and a companion to and from the 

authorized site of the transplant. If the covered recipient is under age 18, hotel lodging and air transportation is provided 

for two (2) companions to and from the authorized site of the transplant. 

Urgent Care Services 

As described below, you are covered for Urgent Care Services anywhere in the world. Your Copayment or Coinsurance 

will be determined by the place of Service (i.e., at a Provider’s office or at an after-hours urgent care center). 
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Urgent Care Services are defined as Services required as the result of a sudden illness or injury, which requires prompt 

attention, but is not of an emergent nature. 

Inside our Service Area 

We will cover reasonable charges for Urgent Care Services received from Plan Providers and Plan Facilities within the 

Service Area. 

If you require Urgent Care Services, please call your primary care Plan Provider as follows: 

If your primary care Plan Physician is located at a Plan Medical Center, please contact us at 1-800-777-7902 or 711 (TTY). 

If your primary care Plan Physician is located in our network of Plan Providers, please call their office directly. You will 

find his or her telephone number on the front of your identification card. 

Outside our Service Area 

If you are injured or become ill while temporarily outside the Service Area, we will cover reasonable charges for Urgent 

Care Services as defined in this section. Except as provided for emergency surgery below, all follow-up care must be 

provided by a Plan Provider or Plan Facility. 

If you obtain prior approval from the Health Plan, covered benefits include the cost of necessary ambulance or other special 

transportation Services medically required to transport you to a Plan Hospital or Medical Center in the Service Area, or in 

the nearest Kaiser Foundation Health Plan Region, for continuing or follow-up treatment. 

Follow-up Care for Emergency Surgery 

In those situations when we authorize, refer or otherwise allow you access to a hospital emergency facility or other urgent 

care facility for a medical condition that requires emergency surgery, we will reimburse the physician, oral surgeon, 

periodontist or podiatrist who performed the surgical procedure for any follow-up care that is: 

1. Medically Necessary; 

2. Directly related to the condition for which the surgical procedure was performed; and 

3. Provided in consultation with your primary care Plan Physician. 

We will not impose any Copayment or other cost-sharing requirement for follow-up care under this provision that exceeds 

that which you would be required to pay had the follow-up care been rendered by Plan Providers within our Service Area. 

See the benefit-specific exclusions and limitations immediately below for additional information. 

Benefit-Specific Exclusions: 

Urgent Care Services within our Service Area that were 

not provided by a Plan Provider or Plan Facility. 

 

Benefit-Specific Limitations: 

We do not cover Services outside our Service Area for 

conditions that, before leaving the Service Area, you should 

have known might require Services while outside our Service 

Area, such as dialysis for ESRD, post-operative care following 

surgery, and treatment for continuing infections, unless we 

determine that you were temporarily outside our Service Area 

because of extreme personal emergency. 

Vision Services 

Coverage is provided for Vision Services for: 

1. Pediatric Members, up until the end of the month they turn age 19, who may receive: 

a. One (1) routine eye examination each Calendar Year, including dilation if professionally indicated; and 
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b. One (1) pair of prescription eyeglass lenses and one (1) frame each Calendar Year from an available selection 

of frames; or  

c. Contact lenses in lieu of lenses and frames limited to:  

i. Either one (1) pair elective prescription contact lenses from a select group per Calendar Year or multiple 

pairs of disposable prescription contact lenses from a select group per Calendar Year; or  

ii. Two (2) pair per eye for Medically Necessary contact lenses per Calendar Year;  

a. Low vision services, including: one (1) comprehensive low vision evaluation every five (5) years, four (4) 

follow-up visits within any five (5) year period and prescribed optical devices such as high-power spectacles, 

magnifiers and telescopes. 

b. Refraction exams to determine the need for vision correction and to provide a prescription for corrective lenses.  

2. Adult Members age 19 or older, who may receive: 

a. Routine and necessary eye exams including: 

b. Routine tests such as eye health and glaucoma tests; and 

c. Refraction exams to determine the need for vision correction and to provide a prescription for corrective lenses. 

Note: Discounts are available for certain lenses and frames. 

Wellness Benefits 

Coverage is provided for wellness benefits, including: 

1. A health risk assessment that is completed by each individual on a voluntary basis; and  

2. Written feedback to the individual who completes a health risk assessment, with recommendations for lowering 

risks identified in the completed health risk assessment. 

X-ray, Laboratory and Special Procedures 

Coverage is provided for outpatient laboratory and diagnostic Services such as: 

1. Diagnostic Services; 

2. Laboratory tests, including tests for specific genetic disorders such as preimplantation genetic disorder (PGD), for 

which genetic counseling is available;  

3. Special procedures, such as electrocardiograms, electroencephalograms and intracytoplasmic sperm injection 

(ICSI) in conjunction with preimplantation genetic diagnosis (PGD) due to chromosomal abnormalities, if the 

Member meets medical guidelines; 

4. Sleep lab and sleep studies; and 

5. Specialty imaging, including CT, MRI, PET Scans, diagnostic Nuclear Medicine studies and interventional 

radiology.  

Note: Refer to Preventive Health Care Services for coverage of preventive care tests and screening Services. 

 

Exclusions              

This provision provides information on what Services the Health Plan will not pay for regardless of whether or not the 

Service is Medically Necessary. 

These exclusions apply to all Services that would otherwise be covered under this Agreement. Benefit-specific 

exclusions that apply only to a particular Service are noted in the List of Benefits in this section. When a service is 

not covered, all services, drugs, or supplies related to the non-covered service are excluded from coverage, except 

services we would otherwise cover to treat serious complications of the non-covered service. The following services 
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are excluded from coverage: 

1. Services that are not Medically Necessary. 

2. Services performed or prescribed under the direction of a person who is not a Health Care Practitioner. 

3. Services that are beyond the scope of practice of the Health Care Practitioner performing the Service. 

4. Other services to the extent they are covered by any government unit, except for veterans in Veterans 

Administration or armed forces facilities for services received for which the recipient is liable. 

5. Services for which a Member is not legally, or as a customary practice, required to pay in the absence of a 

health benefit plan. 

6. Except for the pediatric vision benefit in the List of Benefits in this section – the purchase, examination, or 

fitting of eye glasses or contact lenses, except for aphakic patients and soft or rigid gas permeable lenses or 

sclera shells intended for the use in the treatment of a disease or injury. 

7. Personal care services and domiciliary care services. 

8. Services rendered by a Health Care Practitioner who is a Member’s spouse, mother, father, daughter, son, 

brother or sister. 

9. Experimental services. This exclusion does not apply to Services covered under the clinical trials benefit in 

the List of Benefits in this section. 

10. Practitioner, Hospital or clinical services related to radial keratotomy, myopic keratomileusis and surgery 

which involves corneal tissue for the purpose of altering, modifying or correcting myopia, hyperopia or 

stigmatic error. 

11. Medical or surgical treatment for reducing or controlling weight, unless otherwise specified in the List of 

Benefits in this section. 

12. Services incurred before the effective date of coverage for a Member. 

13. Services incurred after a Member’s termination of coverage, except as provided under Extension of Benefits 

in Section 6: Change of Residence, Plan Renewal and Termination, and Transfer of Plan Membership. 

14. Cosmetic Services, including surgery or related Services and other Services for cosmetic purposes to improve 

appearance, but not to restore bodily function or correct deformity resulting from disease, trauma, or 

congenital or developmental anomalies.  Examples of Cosmetic Services include but are not limited to 

cosmetic dermatology, cosmetic surgical services and cosmetic dental services. 

15. Services for injuries or diseases related to a Member’s job to the extent the Member is required to be covered 

by a workers’ compensation law. 

16. Services rendered from a dental or medical department maintained by or on behalf of an employer, mutual 

benefit association, labor, union, trust, or similar persons or groups. 

17. Personal hygiene and convenience items, including, but not limited to, air conditioners, humidifiers or physical 

fitness equipment. 

18. Charges for telephone consultations, failure to keep a scheduled visit or completion of any form. 

19. Inpatient admissions primarily for diagnostic studies, unless authorized by the Health Plan. 

20. The purchase, examination or fitting of hearing aids and supplies, and tinnitus maskers, unless otherwise 

specified in the List of Benefits in this section. 

21. Travel, whether or not it is recommended by a Health Care Practitioner, except for: 

a. Covered ambulance Services; and 

b. Travel in connection with a covered transplant. 

22. Except for Emergency Services and Urgent Care Services, services received while the Member is outside of 

the United States. 
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23. Unless otherwise specified in the List of Benefits in this section, or the Adult Dental Plan or Pediatric Dental 

Plan (whichever applies): Dental work or treatment that includes Hospital or professional care in connection 

with: 

a. The operation or treatment for the fitting or wearing of dentures; 

b. Orthodontic care or malocclusion;  

c. Operations on or for treatment of or to the teeth or supporting tissues of the teeth, except for removal of 

tumors and cysts or treatment of injury to natural teeth due to an accident if the treatment is received 

within six (6) months of the accident; and 

d. Dental implants. 

24. Except as provided under the Adult Dental Plan or Pediatric Dental Plan (whichever applies):  Accidents 

occurring while and as a result of chewing. 

25. Routine foot care, except for Medically Necessary treatment for patients with diabetes or other vascular 

disease, as described in the List of Benefits in this section. 

26. Arch support, orthotic devices, in-shoe supports, orthopedic shoes, elastic supports or exams for their 

prescription or fitting, unless these services are deemed to be Medically Necessary. 

27. Inpatient admissions primarily for physical therapy, unless authorized by the Health Plan. 

28. Treatment of sexual dysfunction not related to organic disease. 

29. Services that duplicate benefits provided under federal, state or local laws, regulations or programs. 

30. Non-human organs and their implantation. 

31. Non-replacement fees for blood and blood products. 

32. Lifestyle improvements or physical fitness programs, unless included in List of Benefits in this section. 

33. Wigs or cranial prosthesis, except for one (1) hair prosthesis for a Member whose hair loss was the result of 

chemotherapy or radiation treatment for cancer as noted above in the List of Benefits in this section. 

34. Weekend admission charges, except for emergencies and maternity, unless authorized by the Health Plan. 

35. Outpatient orthomolecular therapy, including nutrients, vitamins and food supplements. 

36. Services resulting from accidental bodily injuries arising out of a motor vehicle accident, to the extent the 

services are payable under a medical expense payment provision of an automobile insurance policy. 

37. Services for conditions that State or local laws, regulations, ordinances or similar provisions require to be 

provided in a public institution. 

38. Services for, or related to, the removal of an organ from a Member for the purposes of transplantation into 

another person unless the: 

a. Transplant recipient is covered under the Health Plan and is undergoing a covered transplant; and 

b. Services are not payable by another carrier. 

39. Physical examinations required for obtaining or continuing employment, insurance or government licensing. 

40. Non-medical ancillary Services such as vocational rehabilitation, employment counseling or educational 

therapy. 

41. A private Hospital room unless Medically Necessary and authorized by the Health Plan. 

42. Private duty nursing, unless authorized by the Health Plan. 

43. Any claim, bill or other demand or request for payment for Health Care Services determined to be furnished 

as a result of a referral prohibited by §1-302 of the Health Occupations Article. 
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Limitations 

We will make our best efforts to provide or arrange for your Health Care Services in the event of unusual circumstances 

that delay or render impractical the provision of Services under this Agreement, for reasons such as: 
1. A major disaster; 

2. An epidemic; 

3. War; 

4. Riot; 

5. Civil insurrection; 

6. Disability of a large share of personnel of a Plan Hospital or Plan Medical Center; and/or 

7. Complete or partial destruction of facilities. 

In the event that we are unable to provide the Services covered under this Agreement, the Health Plan, Kaiser 

Foundation Hospitals, Medical Group and Kaiser Permanente’s Medical Group Plan Physicians shall only be liable 

for reimbursement of the expenses necessarily incurred by a Member in procuring the Services through other 

providers, to the extent prescribed by the Commissioner of Insurance. 

For personal reasons, some Members may refuse to accept Services recommended by their Plan Physician for a 

particular condition. If you refuse to accept Services recommended by your Plan Physician, he or she will advise you 

if there is no other professionally acceptable alternative. You may get a second opinion from another Plan Physician, 

as described under Getting a Second Opinion in Section 2: How to Get the Care You Need. If you still refuse to 

accept the recommended Services, the Health Plan and Plan Providers have no further responsibility to provide or 

cover any alternative treatment you may request for that condition. 
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SECTION 4: Subrogation, Reductions and Coordination of Benefits   

There may be occasions when we will seek reimbursement of the Health Plan’s costs of providing care to 

you, or your benefits are reduced as the result of the existence of other types of health benefit coverage. 

This section provides information on these types of situations, and what to do when you encounter them. 

Subrogation and Reductions, Explained        

Subrogation Overview 

There may be occasions when we require reimbursement of the Health Plan’s costs of providing care to 

you. This occurs when there is a responsible party for an illness you acquire or injury you receive. This 

process is called subrogation. For example, if you were involved in a slip-and-fall incident at a store 

because of a spill, and the store was found liable for associated injuries you receive, they may become 

responsible for payment of the costs of your care for those associated injuries. For more information, see 

When Illness or Injury is Caused by a Third Party in this section. 

Reductions Overview 

There may be occasions when your benefits are reduced as the result of the existence of other types of 

health benefit coverage available to you. For example, if there is duplicative coverage for your dependent 

under a primary health benefit plan purchased by your spouse, the costs of care may be divided between 

the available health benefit plans. For more information, see the Reductions Under Medicare and 

TRICARE Benefits and Coordination of Benefits provisions in this section. 

The above scenarios are a couple of examples of when: 

1. We may assert the right to recover the costs of benefits provided to you; or 

2. A reduction in benefits may occur. 

The remainder of this section will provide you with information on what to do when you encounter these 

situations. 

When Illness or Injury is Caused by a Third Party      

If the Health Plan provides coverage under this Agreement when another party is alleged to be 

responsible to pay for treatment you receive, we have the right to subrogate to recover the costs of related 

benefits administered to you. To secure our rights, the Health Plan will have a lien on the proceeds of any 

judgment or settlement you obtain against a third party for covered medical expenses. 

The proceeds of any judgment or settlement that the Member or the Health Plan obtains shall first be 

applied to satisfy the Health Plan’s lien, regardless of whether the total amount of recovery is less than 

the actual losses and damages you incurred. However, you will not have to pay the Health Plan more than 

what you received from or on behalf of the third party for medical expenses. 

Notifying the Health Plan of Claims and/or Legal Action 

Within thirty (30) days after submitting or filing a claim or legal action against the third party, you must 

send written notice of the claim or legal action to us at the following address: 
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Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. 

Attention: Patient Financial Services 

2101 East Jefferson Street, 4 East 

Rockville, Maryland 20852 

When notifying us, please include the third party’s liability insurance company name, policy and claim 

numbers, business address and telephone number and, if known, the name of the handler of the claim. 

If you are represented by an attorney in relation to the loss for which you have brought legal action 

against a third party, please ensure that you provide your attorney’s name and contact information, 

including their business address and telephone number. If you change attorneys during the legal process, 

you are required to inform the Health Plan of your change in representation. 

The Health Plan’s Right to Recover Payments 

In order for the Health Plan to determine the existence of any rights we may have, and to satisfy those 

rights, you must complete and send the Health Plan all consents, releases, authorizations, assignments 

and other documents, including lien forms directing your attorney, the third party and the third party’s 

liability insurer to reimburse the Health Plan directly. You may not take any action that is prejudicial to 

our rights. 

If your estate, parent, guardian or conservator asserts a claim against a third party based on your injury or 

illness; both your estate, parent/guardian or conservator and any settlement or judgment recovered by the 

estate, parent/guardian or conservator, shall be subject to the Health Plan’s liens and other rights to the 

same extent as if you had asserted the claim against the third party. The Health Plan may assign its rights 

to enforce its liens and other rights. 

The Health Plan's recovery shall be limited to the extent that the Health Plan provided benefits or made 

payments for benefits as a result of the occurrence that gave rise to the cause of action. 

Except for any benefits that would be payable under either Personal Injury Protection coverage; and/or 

any capitation agreement the Health Plan has with a participating provider: 

1. If you become ill or injured through the fault of a third party and you collect any money from the 

third party or their insurance company for medical expenses; or 

2. When you recover for medical expenses in a cause of action, the Health Plan has the option of 

becoming subrogated to all claims, causes of action and other rights you may have against a third 

party or an insurer, government program or other source of coverage for monetary damages, 

compensation or indemnification on account of the injury or illness allegedly caused by the third 

party: 

a. The Health Plan will be subrogated for any Service provided by or arranged for as: 

i. A result of the occurrence that gave rise to the cause of action; or  

ii. Of the time it mails or delivers a written notice of its intent to exercise this option to 

you or to your attorney, should you be represented by one, as follows: 

a) Per the Health Plan’s fee schedule for Services provided or arranged by the 

Medical Group; or 
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b) Any actual expenses that were made for Services provided by participating 

providers. 

When applicable, any amount returned to the Health Plan will be reduced by a pro rata share of the court 

costs and legal fees incurred by the Member that are applicable to the portion of the settlement returned 

to the Health Plan. 

Medicare 

If you are enrolled in Medicare, Medicare law may apply with respect to Services covered by Medicare. 

Worker’s Compensation Claims 

If you have an active worker’s compensation claim for injuries sustained while conducting the duties of 

your occupation, you must send written notice of the claim to us within thirty (30) days at the following 

address: 

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

Attention: Patient Financial Services 

2101 East Jefferson Street, 4 East 

Rockville, Maryland 20852 

When notifying us, please include the worker’s compensation insurance company or third-party 

administrator (TPA) name, policy and claim numbers, business address and telephone number and, if 

known, the name of the handler of the claim. 

If you are represented by an attorney in relation to the worker’s compensation loss for which you have 

brought legal action against your employer, please ensure that you provide your attorney’s name and 

contact information, including their business address and telephone number. If you change attorneys 

during the legal process, you are required to inform the Health Plan of your change in representation. 

Health Plan Not Liable for Illness or Injury to Others 

Who is eligible for coverage under this Agreement is stated in Section 1: Introduction to Your Kaiser 

Permanente Health Plan. Neither the Health Plan, Plan Hospitals nor the Medical Group provide 

benefits or health care Services to others due to your liabilities. If you are responsible for illness or injury 

caused to another person, coverage will not be provided under this Agreement unless they are a covered 

Dependent. 

Failure to Notify the Health Plan of Responsible Parties     

It is a requirement under this Agreement to notify the Health Plan of any third party who is responsible 

for an action that causes illness or injury to you. 

Failure to notify the Health Plan of your pursuit of claims against a third party due to their negligence is a 

violation of this Agreement. If a member dually recovers compensation by obtaining benefits from the 

Health Plan and compensation for the same loss from a responsible third party, the Health Plan reserves 

the right to directly pursue reimbursement of its expenses from the Member who received the settlement 

as compensation. 



Kaiser Permanente for Individuals and Families/  

Kaiser Permanente Child Only Membership Agreement and Evidence of Coverage 

 

MD-DP-SEC4(01-20)  4.4 

No Member, nor the legal representative they appoint, may take any action that would prejudice or 

prevent the Health Plan’s right to recover the costs associated with providing care to any Member 

covered under this Agreement. 

Note: This provision does not apply to payments made to a covered person under personal injury 

protection (see §19-713.1(e) of the Maryland Health General Article.) 

Pursuit of Payment from Responsible Parties       

The Health Plan may use the services of another company to handle the pursuit of subrogation against a 

responsible third party. When we use these services, the Health Plan may need to release information that 

does not require Member consent, including, but not limited to, your name, medical record number, the 

date of loss, policy and claim numbers (including those of the insurance carrier for a third party), 

attorney information and copies of bills. 

In the event that medical records or other protected information that requires your consent to be released 

is requested from us, we will notify you to obtain your consent. 

Reductions Under Medicare and TRICARE Benefits      

If you are enrolled in Medicare Part A and/or Part B, your benefits are reduced by any benefits for which 

you are enrolled and receive under Medicare; except for Members whose Medicare benefits are 

secondary by law. 

TRICARE benefits are secondary by law. 

Coordination of Benefits          

Coordination of Benefits Overview 

Coordination of benefits applies when a Member has health care coverage under more than one (1) health 

benefit plan. If you or your eligible dependent has coverage under more than one (1) health benefit plan, 

then you are responsible to inform the Health Plan that the additional coverage exists. When you have 

other coverage with another health plan or insurance company, we will coordinate benefits with the other 

coverage. 

The Health Plan may need information from you to coordinate your benefits. Any information that we 

request to help us coordinate your benefits must be provided to us upon request. 

Right to Obtain and Release Needed Information  

When information is needed to apply these coordination of benefits rules, the Health Plan will decide the 

information it needs, and may get that information from, or give it to, any other organization or person. 

The Health Plan does not need to tell anyone, or obtain consent from anyone, to do this. 

Primary and Secondary Plan Determination 

The health benefit plan that pays first, which is known as the primary plan, is determined by using 

National Association of Insurance Commissioners Order of Benefits Guidelines. The primary plan 

provides benefits as it would in the absence of any other coverage.  
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The plan that pays benefits second, which is known as the secondary plan, coordinates its benefits with 

the primary plan, and pays the difference between what the primary plan paid, or the value of any benefit 

or Service provided, but not more than 100 percent of the total Allowable Expenses, and not to exceed 

the maximum liability of the secondary plan. The secondary plan is never liable for more expenses than it 

would cover if it had been primary. 

Coordination of Benefits Rules 

To coordinate your benefits, the Health Plan has rules. The following rules for the Health Plan are 

modeled after the rules recommended by the National Association of Insurance Commissioners. You will 

find the rules under Order of Benefit Determination Rules in this section.  

The Order of Benefit Determination Rules will be used to determine which plan is the primary plan. 

Any other plans will be secondary plan(s). If the Health Plan is the: 

1. Primary Plan, it will provide or pay its benefits without considering the other plan(s) benefits. 

2. A secondary Plan, the benefits or services provided under this Agreement will be coordinated 

with the primary plan so the total of benefits paid, or the reasonable cash value of the services 

provided, between the primary plan and the secondary plan(s) do not exceed 100 percent of the 

total Allowable Expense. 

Members with a High Deductible Health Plan with a Health Savings Account option: If you have 

other health care coverage in addition to a High Deductible Health Plan with a Health Savings Account 

option (as described in Section 1: Introduction to Your Kaiser Permanente Health Plan under the 

Health Savings Account-Qualified Plans provision), then you may not be eligible to establish or 

contribute to a Health Savings Account Kaiser Permanente does not provide tax advice. Ask your 

financial or tax advisor about your eligibility. 

Assistance with Questions about the Coordination of Your Benefits 

If you have any questions about coordination of your benefits, please contact Member Services Monday 

through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 (TTY). 

Order of Benefit Determination Rules        

The following rules determine the order in which benefits are paid by primary and secondary health 

benefit plans. 

1. If another plan does not have a Coordination of Benefits provision, that plan is the primary plan. 

2. If another plan has a Coordination of Benefits provision, the first of the following rules that 

apply will determine which plan is the primary plan: 

Rules for a Subscriber and Dependents 

1. Subject to #2 (immediately below), a plan that covers a person as a Subscriber is primary to a 

plan that covers the person as a dependent. 

2. If the person is a Medicare beneficiary, and, as a result of the provisions of Title XVIII of the 

Social Security Act and implementing regulations, Medicare is:  

a. Secondary to the plan covering the person as a dependent; and  

b. Primary to the plan covering the person as other than a dependent:  
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i. Then the order of benefits is reversed so that the plan covering the person as an 

employee, member, subscriber, policyholder or retiree is the secondary plan and the 

other plan covering the person as a dependent is the primary plan. 

Rules for a Dependent Child/Parent 

1. Dependent child with parents who are not separated or divorced: When the Health Plan and 

another plan cover the same child as a Dependent of different persons, called “parents,” who are 

married or are living together, whether or not they have ever been married, then the plan of the 

parent whose birthday falls earlier in the year is primary to the plan of the parent whose birthday 

falls later in the year. If both parents have the same birthday, the plan that covered a parent 

longer is primary. If the aforementioned parental birthday rules do not apply to the rules provided 

in the other plan, then the rules in the other plan will be used to determine the order of benefits. 

2. Dependent child with separated or divorced parents: If two (2) or more plans cover a person 

as a dependent child, and that child’s parents are divorced, separated or are not living together, 

whether or not they have ever been married the following rules apply. If a court decree states 

that: 

a. One (1) of the parents is responsible for the dependent child’s health care expenses or health 

care coverage and the plan of that parent has actual knowledge of those terms, that plan is 

primary. If the parent with responsibility has no health care coverage for the dependent 

child’s health care expenses, but that parent’s spouse does, that parent’s spouse’s plan is the 

primary plan. This item shall not apply with respect to any plan year during which benefits 

are paid or provided before the entity has actual knowledge of the court decree provision; or 

b. Both parents are responsible for the dependent child’s health care expenses or health care 

coverage, the provisions of Subparagraph #1 of this provision: Dependent Child with 

Parents Who Are Not Separated or Divorced, shall determine the order of benefits; or 

c. If a court decree states that the parents have joint custody without specifying that one parent 

has responsibility for the health care expenses or health care coverage of the dependent child, 

the provisions of Subparagraph #1 of this provision: Dependent Child with Parents Who 

Are Not Separated or Divorced, shall determine the order of benefits; or 

i. If there is no court decree allocating responsibility for the child’s health care expenses 

or health care coverage, the order of benefits for the child are as follows: 

a) The plan covering the custodial parent;  

b) The plan covering the custodial parent’s spouse;  

c) The plan covering the non-custodial parent; and then  

d) The plan covering the non-custodial parent’s spouse. 

Dependent Child Covered Under the Plans of Non-Parent(s) 

1. For a dependent child covered under more than one (1) plan of individuals who are not the 

parents of the child, the order of benefits shall be determined, as applicable, under the dependent 

child provisions above, as if those individuals were parents of the child. 
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Dependent Child Who Has Their Own Coverage 

1. For a dependent child who has coverage under either or both parents’ plans and also has his or 

her own coverage as a dependent under a spouse’s plan, the rule in this provision for Longer or 

Shorter Length of Coverage applies. 

2. In the event the dependent child’s coverage under the spouse’s plan began on the same date as 

the dependent child’s coverage under either or both parents’ plans, the order of benefits shall be 

determined by applying the birthday rule in this provision under the Dependent Child with 

Parents Who Are Not Separated or Divorced. 

Active/Inactive Employee Coverage  

1. A plan that covers a person as an employee who is neither laid off nor retired (or that employee's 

dependent) is primary to a plan that covers that person as a laid off or retired employee (or a laid 

off or retired employee's dependent). 

2. If the other plan does not have this rule, and if, as a result, the plans do not agree on the order of 

benefits, this rule is ignored. 

3. This rule does not apply if the rule above in items #1 and #2 under the provision Rules for a 

Subscriber and Dependents can determine the order of benefits. 

COBRA or State Continuation Coverage 

1. If a person whose coverage is provided pursuant to COBRA or under a right of continuation 

pursuant to state or other federal law is covered under another plan, the plan covering the person 

as an employee, member, subscriber or retiree, or that covers the person as a dependent of an 

employee, member, subscriber or retiree, is the primary plan and the Plan covering that same 

person pursuant to COBRA or under a right of continuation pursuant to state or other federal law 

is the secondary plan. 

2. If the other plan does not have this rule, and if, as a result, the plans do not agree on the order of 

benefits, this rule is ignored. 

3. This rule does not apply if the rule above in items #1 and #2 under the provision Rules for a 

Subscriber and Dependents can determine the order of benefits. 

Longer/Shorter Length of Coverage  

1. If none of the above rules determines the order of benefits, then the plan that has covered a 

Subscriber longer time is primary to the plan that has covered the Subscriber for a shorter time. 

Effect of Coordination of Benefits on the Benefits of this Plan 

When the Health Plan is the primary Plan, coordination of benefits has no effect on the benefits or 

services provided under this Agreement. When the Health Plan is a secondary Plan to one or more other 

plans, its benefits may be coordinated with the primary plan carrier using the guidelines below. This 

Coordination of Benefits provision shall in no way restrict or impede the rendering of services provided 

by the Health Plan. At the request of the Member or Parent/Guardian, when applicable, the Health Plan 

will provide or arrange for covered services and then seek coordination with a primary plan. 
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Coordination with the Health Plan's Benefits 

The Health Plan may coordinate benefits payable or recover the reasonable cash value of Services it has 

provided, when the sum of the benefits that would be payable for: 

1. Or the reasonable cash value of, the Services provided as Allowable Expenses by the Health Plan 

in the absence of this Coordination of Benefits provision; and 

2. Allowable Expenses under one (1) or more of the other primary plans covering the Member, in 

the absence of provisions with a purpose like that of this Coordination of Benefits provision, 

whether or not a claim thereon is made; exceeds Allowable Expenses in a Claim Determination 

Period. 

In that case, the Health Plan benefits will be coordinated, or the reasonable cash value of any services 

provided by the Health Plan may be recovered from the primary plan, so that the Health Plan benefits and 

the benefits payable under the other Plans do not total more than the Allowable Expenses. 

Facility of Payment  

If a payment is made or Service provided under another Plan, and it includes an amount that should have 

been paid for or provided by us, then we may pay that amount to the organization that made that 

payment. 

The amount paid will be treated as if it was a benefit paid by the Health Plan. 

Right of Recovery of Payments Made Under Coordination of Benefits 

If the amount of payment by the Health Plan is more than it should have been under this Coordination of 

Benefits provision, or if we provided services that should have been paid by the primary plan, then we 

may recover the excess or the reasonable cash value of the services, as applicable, from the person who 

received payment or for whom payment was made, or from an insurance company or other organization. 

Military Service            

For any Services for conditions arising from military service that the law requires the Department of 

Veterans Affairs to provide, we will not pay the Department of Veterans Affairs. When we cover any 

such Services, we may recover the value of the Services from the Department of Veterans Affairs. 

Members with a High Deductible Health Plan with a Health Savings Account option who receive 

health benefits from the Department of Veterans Affairs: If a Member has actually received health 

benefits from the Department of Veterans Affairs within the past three (3) months, they will not be 

eligible to establish or contribute to a Health Savings Account, even when they are enrolled in a High 

Deductible Health Plan. Kaiser Permanente does not provide tax advice. Ask your financial or tax 

advisor about your eligibility. 
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SECTION 5: Filing Claims, Appeals and Grievances      

This section provides you with information on how to file claims, Appeals and Grievances with the 

Health Plan and receive support with these processes. 

Important Definitions           

Several terms used within this section have special meanings. Please see the section Important Terms 

You Should Know for an explanation of these terms. They include:  

1. Adverse Decision;   2. Appeal;  

3. Appeal Decision;   4. Authorized Representative; 

5. Commissioner;    6. Complaint; 

7. Coverage Decision;   8. Emergency Case; 

9. Filing Date;    10. Grievance; 

11. Grievance Decision;   12. Health Education and Advocacy Unit; 

13. Health Care Provider;   14. Health Care Service; 

15. Notice of Appeal Decision;  16. Notice of Coverage Decision; and 

17. Urgent Medical Condition. 

Questions About Filing Claims, Appeals or Grievances     

If you have questions about how to file a claim, Appeal or Grievance with the Health Plan, please contact 

Member Services Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 

(TTY). Member Services representatives can also help you submit a request for payment and/or 

reimbursement for Emergency Services and Urgent Care Services outside of our Service Area. 

Notice of Claim            

We do not require a written notice of claim. Additionally, Members are not required to use a claim form 

to notify us of a claim. 

Filing for Payment or Reimbursement of a Covered Service or Post-Service 

Claim             

Notice of Claim and Proof of Loss Requirements 

When the Health Plan receives a notice of claim, we will provide you with the appropriate forms for 

filing proof of loss. If we do not provide you with claim forms within fifteen (15) days of your notice to 

us, then you will be considered to have complied with the proof of loss requirements of this Agreement 

after you have submitted written proof that details the occurrence and the character and extent of the loss 

for which you have made a claim. 

We consider an itemized bill or a request for payment or reimbursement of the cost of covered services 

received from physicians, hospitals or other health care providers not contracting with us to be sufficient 

proof of the covered service you received or your post-service claim. Simply mail or fax proof of 

payment and a copy of the bill to us with your medical record number written on it. Your medical record 

number can be found on the front of your Kaiser Permanente identification card. Please mail or fax your 

proof to us within one (1) year at the following address: 
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Kaiser Permanente National Claims Administration - Mid-Atlantic States 

PO Box 371860 

Denver, CO 80237-9998 

Fax: 1-866-568-4184 

Failure to submit such proof within one (1) year will not invalidate or reduce the amount of your claim if 

it was not reasonably possible to submit the proof within that time frame. If it is not reasonably possible 

to submit the proof within one (1) year after the date of service, we ask that you ensure that it is sent to us 

no later than two (2) years from the time proof is otherwise required. A Member’s legal incapacity shall 

suspend the time restrictions regarding the submission of proof; however, any suspension period will end 

when legal capacity is regained. 

Each Member claiming reimbursement under this Agreement shall complete and submit any consents, 

releases, assignments and/or other documents to the Health Plan that we may reasonably request for the 

purpose of acting upon a claim. 

Health Plan Claim Evaluation and Payment 

The Health Plan shall act upon claims promptly and pay them no more than thirty (30) days following 

receipt of your claim. Your claim should include all of the required information listed above. Payment for 

covered Services will be made to the provider of the Services, or, if the claim has been paid, 

reimbursement will be made to either the: 

1. Member, for non-child only plans; or 

2. Parent/Guardian or Financially Responsible Person who incurred the expenses resulting from the 

claim, for child-only plans. 

Claim Denial 

If we deny payment of your claim, in whole or in part, you or your Authorized Representative may file an 

Appeal or Grievance, as described in this section. 

The Health Education and Advocacy Unit, Office of the Attorney General  

The Health Education and Advocacy Unit is available to assist you or your authorized Representative: 

1. With filing an Appeal or Grievance under the Health Plan’s internal Appeal and Grievance 

processes, however: 

a. The Health Education and Advocacy Unit is not available to represent or accompany you 

or your Authorized Representative during any associated proceedings. 

2. In mediating a resolution of the Adverse Decision or Coverage Decision with the Health Plan. At 

any time during the mediation: 

a. You or your Authorized Representative may file an Appeal or Grievance; and 

b. You, your Authorized Representative or a Health Care Provider acting on your behalf 

may file a: 

i. Complaint with the Commissioner, without first filing an Appeal, if the 

Coverage Decision involves an Urgent Medical Condition; or  

ii. Grievance, if sufficient information and supporting documentation are filed with 

the complaint that demonstrate a compelling reason to do so. 
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The Health Education and Advocacy Unit may be contacted at: 

Office of the Attorney General 

Consumer Protection Division  

Attention: Health Education and Advocacy Unit  

200 St. Paul Place  

Baltimore, MD 21202 

Phone: 410-528-1840 

Toll-free: 1-877-261-8807 

Fax: 410-576-6571 

Website: www.oag.state.md.us 

Email: mailto:consumer@oag.state.md.us 

Maryland Insurance Commissioner         

You or your Authorized Representative must exhaust our internal Appeal or Grievance process as 

described in this section prior to filing a Complaint with the Insurance Commissioner except when: 

1. The Coverage Decision involves an Urgent Medical Condition for which care has not been 

rendered;  

2. You or your Authorized Representative provides sufficient information and documentation in the 

Complaint that supports a compelling reason to not exhaust our internal process for resolving 

Grievances (protests regarding Adverse Decisions), such as, when a delay in receiving the 

Service could result in loss of life, serious impairment to a bodily function, or serious 

dysfunction to a bodily organ or part, or the Member remaining seriously mentally ill or using 

intoxicating substances with symptoms that cause the Member to be a danger to him/herself or 

others, or the Member continuing to experience severe withdrawal symptoms. A Member is 

considered to be in danger to self or others if the Member is unable to function in activities of 

daily living or care for self without imminent dangerous consequences; 

3. We failed to make a Grievance Decision for a pre-service Grievance within thirty (30) working 

days after the Filing Date, or the earlier of forty-five (45) working days or sixty (60) calendar 

days after the Filing Date for a post-service Grievance;  

4. We or our representative failed to make a Grievance Decision for an expedited Grievance for an 

Emergency Case within twenty-four (24) hours after you or your Authorized Representative filed 

the Grievance; 

5. We have waived the requirement that our internal Grievance process must be exhausted before 

filing a Complaint with the Commissioner; or 

6. We have failed to comply with any of the requirements of our internal Grievance process. 

In a case involving a retrospective denial, there is no compelling reason to allow you or your Authorized 

Representative to file a complaint without first exhausting our internal grievance process. 
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The Maryland Insurance Commissioner may be contacted at: 

Maryland Insurance Administration 

Attention: Consumer Complaint Investigation 

Life and Health/Appeal and Grievance 

200 St. Paul Place 

Suite 2700 

Baltimore, MD 21202 

Phone: 410-468-2000 

Toll free/out-of-area: 1-800-492-6116 

TTY: 1-800-735-2258 

Fax: 410-468-2260 or 410-468-2270 

Our Internal Grievance Process         

This process applies to a utilization review determination made by us that a proposed or delivered Health 

Care Service is or was not Medically Necessary, appropriate or efficient thereby resulting in non-

coverage of the Health Care Service. 

Initiating a Grievance 

You or your Authorized Representative may initiate a Grievance by submitting a written request, 

including all supporting documentation that relates to the Grievance to: 

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

Attention: Member Services Appeals Unit 

2101 East Jefferson Street 

Rockville, MD 20852 

Fax: 1-866-640-9826 

A Grievance must be filed in writing within one-hundred eighty (180) calendar days from the date of 

receipt of the Adverse Decision notice. If the Grievance is filed after one-hundred eighty (180) calendar 

days, we will send a letter denying any further review due to lack of timely filing. 

If we need additional information to complete our internal Grievance process within five (5) working 

days after you or your Authorized Representative file a Grievance, we will notify you or your Authorized 

Representative that we cannot proceed with review of the Grievance unless we receive the additional 

information. If you require assistance, we will assist you to gather necessary additional information 

without further delay. 

Grievance Acknowledgment 

We will acknowledge receipt of your Grievance within five (5) working days of the Filing Date of the 

written Grievance notice. The Filing Date is the earliest of five (5) calendar days after the date of the 

mailing postmark or the date your written Grievance was received by us. 

Pre-service Grievance 

If you have a Grievance about a Health Care Service that has not yet been rendered, an acknowledgment 

letter will be sent requesting any additional information that may be necessary within five (5) working 
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days after the Filing Date. We will also inform you or your Authorized Representative that a decision 

regarding the Grievance will be made and provided in writing. Such written notice will be sent within 

thirty (30) working days of the Filing Date of the Grievance. 

Post-service Grievance 

If the Grievance requests payment for Health Care Services already rendered to you, a retrospective 

acknowledgment letter will be sent requesting additional information that may be necessary within five 

(5) working days after the Filing Date. We will also inform you or your Authorized Representative that a 

decision regarding the Grievance will be made and provided in writing. Such written notice will be sent 

within the earlier of forty-five (45) working days or sixty (60) calendar days of the Filing Date of the 

Grievance. 

For both pre-service and post-service Grievances, we will send you or your Authorized Representative a 

letter requesting an extension if we anticipate that there will be a delay in our concluding the Grievance 

within the designated period. The requested extension period shall not exceed more than thirty (30) 

working days. If you or your Authorized Representative does not agree to the extension, then the 

Grievance will be completed in the originally designated time frame. Any agreement to extend the period 

for a Grievance Decision will be documented in writing. 

If the pre-service or post-service Grievance is approved, a letter will be sent to you or your Authorized 

Representative confirming the approval. If the Grievance was filed by your Authorized Representative, 

then a letter confirming the Grievance Decision will also be sent to you. 

If the pre-service or post-service Grievance results in a denial, we will notify you or your Authorized 

Representative of the decision within thirty (30) working days. In the case of an extension to which was 

agreed, notice will be provided no later than the last day of the extension period for a pre-service 

Grievance, or the earlier of forty-five (45) working days or sixty (60) calendar days from the date of 

filing. Notice will be provided no later than the last day of the extension period for a post-service 

Grievance. 

We will communicate our decision to you or your Authorized Representative verbally and will send a 

written notice of such verbal communication to you or your Authorized Representative within five (5) 

working days of the verbal communication.  

Grievance Decision Time Periods and Complaints to the Commissioner 

For pre-service Grievances, if you or your Authorized Representative does not receive a Grievance 

Decision from us on or before the later of the: 

1. 30th working day from the date the Grievance was filed; or 

2. End of an extension period to which was agreed, then: 

a. You or your Authorized Representative may file a Complaint with the Commissioner without 

waiting to hear from us. 

For post-service Grievances, if you or your Authorized Representative does not receive a post-service 

Grievance Decision from us on or before the later of the: 

1. 45th working day from the date the Grievance was filed; or 
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2. End of an extension period that to which was agreed, then: 

a. You or your Authorized Representative may file a Complaint with the Commissioner without 

waiting to hear from us. 

Note: In cases in which a complaint against the Health Plan's Grievance Decision is filed with the 

Commissioner, you or your Authorized Representative must authorize the release of medical records to 

the Commissioner to assist with reaching a decision in the complaint. 

Expedited Grievances for Emergency Cases 

You or your Authorized Representative may seek an expedited review in the event of an Emergency Case 

as that term is defined for this section. An expedited review of an Emergency Case may be initiated by 

calling 1-800-777-7902. 

Once an expedited review is initiated, a clinical review will determine whether you have a medical 

condition that meets the definition of an Emergency Case. A request for expedited review must contain a 

telephone number where we may reach you or your Authorized Representative to communicate 

information regarding our review. In the event that additional information is necessary for us to make a 

determination regarding the expedited review, we will notify you or your Authorized Representative by 

telephone to inform him/her that consideration of the expedited review may not proceed unless certain 

additional information is provided to us. Upon request, we will assist in gathering such information so 

that a determination may be made within the prescribed timeframes. 

If the clinical review determines that you do not have the requisite medical condition, the request will be 

managed as a non-expedited Grievance pursuant to the procedure outlined above. If we determine that an 

Emergency Case does not exist, we will verbally notify you or your Authorized Representative within 

twenty-four (24) hours and provide notice of the right to file a Complaint with the Commissioner. 

If we determine that an Emergency Case does exist, then the expedited review request will be reviewed 

by a physician who is board certified or eligible in the same specialty as the treatment under review and 

who is neither the individual nor a subordinate of the individual who made the initial decision. If 

additional information is needed to proceed with the review, we will contact you or your Authorized 

Representative by telephone. 

Within twenty-four (24) hours of the Filing Date of the expedited review request, we will verbally notify 

you or your Authorized Representative of our decision. We will send written notification within one (1) 

calendar day following verbal communication of the decision. If approval is granted, then we will assist 

the Member in arranging the authorized treatment or benefit. If the expedited review results in a denial, 

we will notify you or your Authorized Representative in writing within one (1) calendar day following 

verbal communication of the decision. 

If we fail to make a decision within the stated timeframes for an expedited review, you or your 

Authorized Representative may file a Complaint with the Commissioner without waiting to hear from us. 

Notice of Adverse Grievance Decision 

If our review of a Grievance (including an expedited Grievance) results in denial, we will send you or 

your Authorized Representative written notice of our Grievance Decision within the time frame stated 
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above. This notification shall include: 

1. The specific factual basis for the decision in clear and understandable language; 

2. References to any specific criteria or standards on which the decision was based, including but 

not limited to interpretive guidelines used by us. Additionally, you or your Authorized 

Representative has the right to request any diagnostic and treatment codes and their meanings 

that may be the subject of the associated claim;  

3. A statement that you or your Parent/Guardian, as applicable, is entitled to receive upon request 

and free of charge, reasonable access to, and copies of, all documents, records and other 

information relevant to the claim. If any specific criteria were relied upon, either a copy of such 

criterion or a statement that such criterion will be provided free of charge upon request. If the 

determination was based on medical necessity, experimental treatment or similar exclusion or 

limit, we will provide either an explanation of the scientific or clinical judgment, applying the 

terms of the plan to the Member’s medical circumstances, or a statement that such explanation 

will be supplied free of charge, upon request; 

4. The name, business address and business telephone number of the medical director who made the 

Grievance Decision: 

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

Attention: Office of the Medical Director 

2101 East Jefferson Street 

Rockville, MD 20852 

Phone: 301-816-6482 

5. A description of your or your Authorized Representative’s right to file a complaint with the 

Commissioner within four (4) months following receipt of our Grievance Decision;  

6. The Commissioner’s address and telephone and facsimile numbers; 

7. A statement the Health Education and Advocacy Unit is available to assist you or your 

Authorized Representative with filing a complaint about the Health Plan with the Commissioner; 

and 

8. The Health Education and Advocacy Unit’s address, telephone and facsimile numbers and email 

address. 

Note: The Health Plan must provide notice of an Adverse Decision in a non-English language if certain 

thresholds are met for the number of people who are literate in the same non-English language. A 

threshold language applies to a county if at least 10 percent of the population is literate only in the same 

foreign language that is identified as a federally mandated non-English language. If we send you a notice 

of an Appeal decision to an address in a county where a federally mandated threshold language applies, 

then you or your Authorized Representative may request translation of that notice into the applicable 

threshold language. You or your Authorized Representative may request translation of the notice by 

contacting Member Services Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 

711 (TTY). 
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Our Internal Appeal Process          

This process applies to our Coverage Decisions. The Health Plan’s internal Appeal process must be 

exhausted prior to filing a Complaint with the Commissioner, except if our Coverage Decision involves 

an Urgent Medical Condition. For Urgent Medical Conditions, a complaint may be filed with the 

Commissioner without first exhausting our internal Appeal process for pre-service decisions only, 

meaning that services have not yet been rendered. 

Initiating an Appeal 

These internal Appeal procedures are designed by the Health Plan to assure that concerns are fairly and 

properly heard and resolved. These procedures apply to a request for reconsideration of a Coverage 

Decision rendered by the Health Plan, in regard to any aspect of the Health Plan’s Health Care Service. 

You or your Authorized Representative must file an Appeal within one-hundred eighty (180) calendar 

days from the date of receipt of the Coverage Decision. The Appeal should be sent to us at the following 

address: 

Kaiser Foundation Health Plan of the Mid-Atlantic States 

Attention: Member Services Appeals Unit 

2101 East Jefferson Street 

Rockville, MD 20852 

Fax: 1-866-640-9826 

You or your Authorized Representative may also initiate an Appeal by contacting Member Services 

Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 (TTY). Member 

Services Representatives are also available to describe to you or your Authorized Representative how 

Appeals are processed and resolved. 

You or your Authorized Representative, as applicable, may review the Health Plan’s Appeal file and 

provide evidence and testimony to support the Appeal request. 

Along with an Appeal, you or your Authorized Representative may also send additional information 

including comments, documents or additional medical records that are believed to support the claim. If 

the Health Plan requested additional information before and you or your Authorized Representative did 

not provide it, the additional information may still be submitted with the Appeal. Additionally, testimony 

may be given in writing or by telephone. Written testimony may be sent with the Appeal to the address 

listed above. To arrange to provide testimony by telephone, contact Member Services Monday through 

Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 (TTY). The Health Plan will add all 

additional information to the claim file and will review all new information regardless of whether this 

information was submitted and/or considered while making the initial decision. 

Prior to rendering its final decision, the Health Plan will provide you or your Authorized Representative 

with any new or additional evidence considered, relied upon or generated by (or at the direction of) the 

Health Plan in connection with the Appeal, at no charge. If during the Health Plan’s review of the 

Appeal, we determine that an adverse Coverage Decision can be made based on a new or additional 

rationale, then we will provide you or your Authorized Representative with this new information prior to 

issuing our final coverage decision and will explain how you or your Authorized Representative can 
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respond to the information, if desired. The additional information will be provided to you or your 

Authorized Representative as soon as possible, and sufficiently before the deadline to provide a 

reasonable opportunity to respond to the new information. 

After the Health Plan receives the Appeal, we will respond to you or your Authorized Representative in 

writing within: 

1. Thirty (30) working days for a pre-service claim; or 

2. Sixty (60) working days for a post-service claim.  

If the Health Plan’s review results in a denial, it will notify you or your Authorized Representative in 

writing within three (3) working days after the Appeal Decision has been verbally communicated. This 

notification will include: 

1. The specific factual basis for the decision in clear and understandable language; 

2. Reference to the specific plan provision on which determination was based. Additionally, you or 

your Authorized Representative has the right to request any diagnostic and treatment codes and 

their meanings that may be the subject of the associated claim; 

3. A description of your or your Authorized Representative’s right to file a complaint with the 

Commissioner within four (4) months following receipt of our Appeal Decision;  

4. The Commissioner’s address and telephone and facsimile numbers; 

5. A statement the Health Education and Advocacy Unit is available to assist you or your 

Authorized Representative with filing a complaint about the Health Plan with the Commissioner; 

and 

6. The Health Education and Advocacy Unit’s address, telephone and facsimile numbers and email 

address. 

Note: The Health Plan must provide notice of an Adverse Decision in a non-English language if certain 

thresholds are met for the number of people who are literate in the same non-English language. A 

threshold language applies to a county if at least 10 percent of the population is literate only in the same 

foreign language that is identified as a federally mandated non-English language. If we send you a notice 

of an Appeal Decision to an address in a county where a federally mandated threshold language applies, 

then you or your Authorized Representative may request translation of that notice into the applicable 

threshold language. You or your Authorized Representative may request translation of the notice by 

contacting Member Services Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 

711 (TTY). 

Filing Complaints About the Health Plan        

If you have any complaints about the operation of the Health Plan or your care, you or your Authorized 

Representative may file a complaint with the: 

Maryland Insurance Administration 

Attention: Consumer Complaint Investigation 

Life and Health 

200 St. Paul Place 

Suite 2700 
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Baltimore, MD 21202 

Phone: 410-468-2000 

Toll-free/out-of-area: 1-800-492-6116 

TTY: 1-800-735-2258 

Fax: 410-468-2260 or 410-468-2270 
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SECTION 6: Change of Residence, Plan Renewal and Termination, and 

Transfer of Plan Membership          

This section explains what to do when your location of residence changes and provides you with 

information on Plan renewal and termination, and transfer of Plan membership. 

Change of Residence           

You are responsible to inform us if you move outside of the Health Plan’s Service Area, which is defined 

in the section Important Terms You Should Know. 

For Members who enrolled for coverage directly through the Health Plan: If you move to another 

Kaiser Foundation Health Plan region, you must promptly apply to a Health Plan Office in that region to 

transfer your membership. Identical coverage may not be available in the new region. If you are no longer 

eligible for coverage in either the region you are moving from or the new region in which you have 

moved, the Health Plan will provide you with at least ninety (90) days’ notice of the termination of your 

coverage. 

For Members who enrolled for coverage through the Exchange: If you move outside of the Exchange 

service area, you are no longer eligible for coverage through the Exchange. The Health Plan will provide 

you with at least ninety (90) days’ notice of the termination of your coverage. 

Depending on the type of Plan in which you are enrolled, you may be able to obtain benefits while 

temporarily visiting another Health Plan region. For more information, see the provisions Visiting Other 

Kaiser Foundation Health Plan or Allied Plan Service Areas and Payment Toward Your Cost Share 

and When You May Be Billed in Section 2: How to Get the Care You Need. 

However, you have no right to benefits, except for Emergency Services and out-of-area Urgent Care 

Services as defined in Section 3: Benefits, Exclusions and Limitations, in the new region after residing 

there for more than ninety (90) days, unless you: 

1. Have enrolled as a Member in the new region; or 

2. Demonstrate, by prior application to the Health Plan, that your stay in the new region for a period 

longer than ninety (90) days is temporary, and the Health Plan approves a continuation of the 

prolonged temporary status in writing. Before your coverage is terminated, the Health Plan will 

provide you with at least ninety (90) days’ notification of the termination of your coverage. 

Plan Renewal            

This Plan is guaranteed renewable on an annual basis, subject to the redetermination of each Member’s 

eligibility by the Health Plan or Exchange, depending on how you enrolled for coverage. Each Member 

that remains eligible for coverage following redetermination of eligibility shall remain enrolled under this 

Plan, unless the Member’s coverage is terminated as described below. 

Termination of Membership          

Except as expressly provided in this section, all rights to Services and other benefits hereunder terminate 

as of the effective date of termination, except when the Extension of Benefits provision in this section 

applies. 
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If your membership terminates, all rights to benefits end at 11:59 p.m. Eastern Time on the termination 

date. The membership of any Dependents will end at the same time that the Subscriber’s membership 

ends. Members will be billed at Allowable Charges for any Services received following membership 

termination. The Health Plan and Plan Providers have no further responsibility under this Agreement 

after your membership terminates, except as provided under Extension of Benefits in this section. 

Termination of Agreement          

This Agreement continues in effect from the effective date hereof and from month-to-month thereafter, 

subject to: 

1. Termination Due to Loss of Eligibility for Catastrophic Plans 

This provision applies only to Members with catastrophic coverage. For catastrophic plans, 

Subscribers and Dependent(s) will not be terminated from coverage during the current Calendar 

Year following proper enrollment in catastrophic Plan coverage, and provided that the Subscriber 

and any Dependent(s) reach age 30 on or after the 1st day of coverage, but before the current 

Calendar Year expires. Any Member who reaches age 30 before the Calendar Year expires will 

not be eligible for catastrophic Plan coverage for the next succeeding Calendar Year due to age 

requirements. 

2. Termination by Members Who Enrolled Through the Exchange 

For Members who enroll through the Exchange: Members who enroll through the Exchange 

may terminate membership under this Agreement for any reason, including as a result of 

obtaining other Minimum Essential Coverage, by providing reasonable notice of the termination 

to the Exchange. The request will be reasonable if it is received at least fourteen (14) days prior 

to the requested effective date of termination or sooner, if required by applicable law. 

The effective date of termination will be: 

1. The date requested by the Member if reasonable notice was given to the Exchange, if: 

a. Less than fourteen (14) days’ notice was given, fourteen (14) days after the termination was 

requested by the Member; or 

b. The Health Plan is able to effectuate termination in less than fourteen (14) days, and the 

Member requested an earlier termination date, the date determined by the Health Plan. 

2. At the option of the Exchange, the day before coverage under Medicaid or CHIP begins, should 

the Member be newly eligible for Medicaid or CHIP; or 

3. The date of Member’s death; or 

4. At the option of the Exchange, the date termination is requested by the Member or another 

prospective date selected by the Member, regardless if fourteen (14) days’ notice was given. 

Members may retroactively terminate or cancel his or her coverage or enrollment in a Qualified Health 

Plan in the following circumstances: 

1. The Member demonstrates to the Exchange that he or she attempted to terminate his or her 

coverage or enrollment in a Qualified Health Plan and experienced a technical error that did not 

allow the Member to terminate his or her coverage or enrollment through the Exchange, and 

requests retroactive termination within sixty (60) days after he or she discovered the technical 

error. 
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In the case of retroactive termination described in #1 above, the termination date will be no 

sooner than fourteen (14) days after the date that the Member can demonstrate he or she 

contacted the Exchange to terminate his or her coverage or enrollment through the Exchange, 

unless Health Plan agrees to an earlier effective date. 

2. The Member demonstrates to the Exchange that his or her enrollment in a Qualified Health Plan 

through the Exchange was unintentional, inadvertent or erroneous and was the result of the error 

or misconduct of an officer, employee, or agent of the Exchange or U.S. Department of Health 

and Human Services, its instrumentalities, or a non-Exchange entity providing enrollment 

assistance or conducting enrollment activities. Such Member must request cancellation within 

sixty (60) days of discovering the unintentional, inadvertent or erroneous enrollment. 

3. The Member demonstrates to the Exchange that he or she was enrolled in a Qualified Health Plan 

without his or her knowledge or consent by any third party, including third parties who have no 

connection with the Exchange, and requests cancellation within sixty (60) days of discovering 

the enrollment. 

In the case of the retroactive termination, as described immediately above in #2 or #3, the 

cancellation date or termination date will be the original coverage effective date or a later date, 

as determined appropriate by the Exchange, based on the circumstances of the cancellation or 

termination. 

Termination by the Exchange and the Health Plan 

For Members who enroll through the Exchange: The Exchange may initiate termination of coverage 

in a Qualified Health Plan through the Exchange, and the Health Plan may terminate coverage and 

enrollment with the Health Plan and in such Qualified Health Plan: 

1. When you are no longer eligible for coverage through the Exchange; 

2. For non-payment of Premium, and the: 

a. Three (3)-month grace period required for Members receiving advance payments of the 

Advance Premium Tax Credit has been exhausted as described in 45 CFR 156.270(g); or 

b. Thirty-one (31) day grace period described under Termination Due to Nonpayment of 

Premium (in this provision) has been exhausted; 

3. When you perform an act, practice or omission that constitutes fraud or makes an intentional 

misrepresentation of material fact. If required by the Exchange, the Health Plan must 

demonstrate, to the reasonable satisfaction of the Exchange, that termination is appropriate; 

4. When the Qualified Health Plan terminates or is decertified; 

5. When you change from one Qualified Health Plan to another during an annual open enrollment 

period or a special enrollment period as described in Section 1: Introduction to Your Kaiser 

Permanente Health Plan; or 

6. When you were enrolled in the Qualified Health Plan without your knowledge or consent by a 

third party, including by a third party with no connection with the Exchange. 
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The Health Plan will provide notice of the termination of your coverage, including the effective date of 

and reason for the termination, promptly and without undue delay, except as stated otherwise in this 

section. 

In the case of the Member being enrolled in the Qualified Health Plan without his or her knowledge or 

consent by a third party, including a third party with no connection with the Exchange, the Exchange may 

cancel your enrollment upon its determination that the enrollment was performed without your 

knowledge or consent and following reasonable notice to you (where possible). The termination date will 

be the original coverage effective date. 

In the event that: 

1. You are no longer eligible for coverage through the Exchange as stated in item #1, above; or 

2. The Qualified Health Plan terminates or is decertified as stated in item #4, above: 

a. The Health Plan will continue coverage for you and your Dependents in the same health 

benefit plan outside of the Exchange, but without the availability of Advance Premium Tax 

Credit or cost-sharing reductions, meaning that you will be fully liable for all applicable 

Premium, Deductibles, Copayments and Coinsurance for such coverage, whereupon the 

terms and conditions of the Membership Agreement applicable to such coverage shall apply. 

Termination Due to Loss of Eligibility 

For Members who enroll through the Exchange: If you are no longer eligible for coverage through the 

Exchange, you will be terminated on the last day of the month following the month in which notice of 

ineligibility was sent to you by the Exchange, unless you request an earlier termination date. 

Termination Due to Nonpayment of Premium for Members Who Receive Advance Premium Tax 

Credit 

For Members who receive APTC: We will provide a grace period of three (3) months for a Member, 

who when failing to timely pay Premium, is receiving advance payments of the premium tax credit. 

We will send written notice stating when the grace period begins. We will pay claims for benefits you 

receive during the 1st month of the grace period. For the second (2nd) and third (3rd) months of the grace 

period, we are not required to pay any claims for Services rendered in the second (2nd) and third (3rd) 

months of the grace period unless we receive all outstanding Premium – including Premium due during 

the grace period – by the end of the three (3)-month grace period. If we do not receive all outstanding 

Premium by the end of the three (3)-month grace period, your membership will end at 11:59 p.m. Eastern 

Time on the last day of the 1st month of the grace period. 

If applicable law does not require a three (3)-month grace period, then the grace period will be as it is 

explained in the Termination Due to Nonpayment of Premium for All Other Members provision in this 

section. Our notice regarding your failure to pay Premium on time will inform you about the grace period 

(the time frame in which you must pay overdue Premium to avoid termination) and whether or not 

coverage continues during the grace period. 
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Termination Due to Nonpayment of Premium for All Other Members 

If we do not receive your full Premium on time, we will provide a thirty-one (31) day grace period for the 

payment of each Premium falling due after the 1st Premium, during which time this Agreement will 

remain in force. If we do not receive all outstanding Premium by the end of the thirty-one (31) day grace 

period, your membership will end at 11:59 p.m. Eastern Time on the last day of the grace period. 

Upon the payment of a claim under this Agreement, any Premium then due and unpaid or covered by any 

note or written order may be deducted from the claim payment. 

Termination When a Member Changes Plans 

If you change from one Qualified Health Plan to another, your membership will terminate on the day 

before the effective date of coverage in the new Qualified Health Plan. 

Termination for Cause 

We may terminate your membership for cause if you: 

1. Knowingly perform an act, practice or omission that constitutes fraud; or  

2. Make an intentional misrepresentation of material fact. 

If the fraud or intentional misrepresentation was made by: 

1. The Subscriber, we may terminate the memberships of the Subscriber and all Dependents in your 

Family Unit. 

2. A Dependent, we may terminate the membership of the Dependent. 

We will send written notice to the Subscriber or the Dependent at least thirty-one (31) days before the 

termination date. 

We may report fraud committed by any Member to the appropriate authorities for prosecution. 

Discontinuance of Coverage 

If the Health Plan elects to discontinue offering this particular health benefit product in the individual 

market, the Health Plan shall: 

1. Give you notice of its decision at least ninety (90) days in advance of the effective date of 

discontinuation; and 

2. Offer you the option to purchase any other individual health benefit offered by the Health Plan in 

the state; and 

3. Act uniformly without regard to any health status related factor of enrolled individuals or 

individuals who may become ineligible for the coverage. 

If the Health Plan elects not to renew all of its individual health benefit Plans in the state, the Health 

Plan: 

1. Shall give notice of its decision to the affected individuals at least one-hundred eighty (180) days 

before the effective date of non-renewal; 

2. At least thirty (30) working days before that notice, shall give notice to the Commissioner; and  

3. May not write new business for individuals in the state for a five (5) year period beginning on the 

date of notice to the Commissioner. 
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Extension of Benefits           

If your coverage with us has terminated, we will extend benefits for covered Services, without receipt of 

Premium, in the following instances: 

1. If you have a claim in progress at the time your coverage terminates, the Health Plan will 

continue to provide benefits for Services related to the claim, in accordance with the policy in 

effect at the time coverage terminates. Coverage will cease at the point that you are released from 

the care of a physician for the condition that is the basis of the claim, or twelve (12) months from 

the date your coverage ends, whichever comes first. 

2. If you have ordered eyeglasses or contact lenses before the date your coverage ends, we will 

provide benefits for covered eyeglasses or contact lenses received within thirty (30) days 

following the date you placed the order.  

3. If you are in the midst of a course of covered dental treatment at the time your coverage ends, we 

will continue to provide benefits, in accordance with the Agreement in effect at the time your 

coverage ended, for a period of ninety (90) days following the date your coverage ended. 

4. If you are in the midst of a course of covered orthodontic treatment at the time your coverage 

ends, we will continue to provide benefits, in accordance with the Agreement in effect at the time 

your coverage ended, for a period of: 

a. Sixty (60) days following the date your coverage ended if the orthodontist has agreed to or is 

receiving monthly payments; or 

b. Until the later of sixty (60) days following the date your coverage ended, or the end of the 

quarter in progress, if the orthodontist has agreed to accept or is receiving payments on a 

quarterly basis. 

To assist us, if you believe you qualify under this Extension of Benefits provision, we encourage you to 

notify us in writing. 

Limitations on Extension of Benefits: 

The Extension of Benefits provisions listed above do not apply if: 

1. Coverage is terminated due to you or a Financially Responsible Person’s failure to pay required 

Premium; 

2. Coverage is terminated due to fraud or material misrepresentation by the you or your 

Parent/Guardian or a Financially Responsible Person; or 

3. Any coverage provided by a succeeding health benefit plan: 

a. Is provided at a cost to the individual that is less than or equal to the cost to the individual of 

the extended benefit available under this Agreement; and 

b. Does not result in an interruption of benefits to you. 

Return of Pro Rata Portion of Premium in Certain Cases     

If your rights hereunder are terminated under this section, prepayments received on your account 

applicable to a period after the effective date of termination are refunded to the Subscriber or Financially 

Responsible Person, as applicable. Amounts due on claims, if any, less any amounts due to the Health 

Plan, Plan Hospitals or Medical Group, shall be refunded to the Subscriber within thirty (31) days. In 

such cases, neither the Health Plan, Plan Hospitals, Medical Group nor any Physician has any further 
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liability or responsibility under this Agreement, except as provided under Extension of Benefits in this 

section. 

Age Limit/Misstatement of Age         

This Agreement will continue in effect until the end of the period for which the Health Plan has accepted 

the payment if: 

1. An individual Agreement establishes, as an age limit or otherwise, a date after which the 

coverage provided by the Agreement will not be effective and the: 

a. Date falls within a period for which the Health Plan accepts a payment for the Agreement; or 

b. Health Plan accepts a payment for the Agreement after the date specified in this section. 

An equitable adjustment of payments will be made in the event the age of the Member has been 

misstated. The Health Plan’s liability is limited to the refund, upon request, of the payment made for the 

period not covered by the Agreement if the age of the Member is misstated and according to the correct 

age of the Member the coverage provided by the Agreement would: 

1. Not have become effective; or 

2. Have ceased before the acceptance of the payment for the Agreement. 

Spousal Conversion Privileges Upon Death of the Subscriber    

Agreements written to include coverage for the spouse of the Subscriber shall, in the event of the death of 

the Subscriber, allow the spouse to become the successor Subscriber, if the spouse is eligible for 

coverage through the Health Plan or Exchange, as applicable. This conversion privilege does not apply to 

a Domestic Partner. 

Transfer of Membership: Changing from Dependent to Subscriber Under a 

Kaiser Permanente for Individuals and Families Membership Agreement  

A Member who enrolled as a Dependent under this Kaiser Permanente for Individuals and Families 

Membership Agreement but ceases to qualify as a Dependent for any reason except those described in the 

either Termination for Cause or Termination for Nonpayment of Premium provisions in this section, 

may enroll as a Subscriber under this Agreement within thirty-one (31) days after ceasing to qualify as a 

Dependent. 

Transfer of Membership: Changing from a Kaiser Permanente Child Only 

Member to a Subscriber Under a Kaiser Permanente for Individuals and 

Families Membership Agreement         

This provision does not apply to Members enrolled in a Kaiser Permanente for Individuals and 

Families Plan. A Member who reaches age 21 and ceases to qualify for this Kaiser Permanente Child 

Only Membership Agreement will remain covered under this Agreement until the last day of the 

Calendar Year. The Member may then enroll as a Subscriber under the same Plan offered as a Kaiser 

Permanente for Individuals and Families Membership Agreement within thirty-one (31) days after 

ceasing to qualify under this Kaiser Permanente Child Only Membership Agreement. The Member will 

be given notice of their option to transfer to a Kaiser Permanente Individuals and Families Membership 
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Agreement at least thirty-one (31) days prior to the Member reaching age 21. 

Reinstatement of Membership         

If any renewal Premium is not paid in full within the time granted the Subscriber for payment, a later 

acceptance of Premium in full by us or by any agent authorized by us to accept the Premium, without 

requiring a reinstatement application in connection with the acceptance of the Premium in full, shall 

reinstate the Agreement.  

However, if we or the agent requires an application for reinstatement and issues a conditional receipt for 

the Premium tendered, the Agreement will be reinstated upon approval of the application by us or, 

lacking approval, upon the 45th day following the date of the conditional receipt, unless we have 

previously notified the Subscriber in writing of its disapproval of the reinstatement application.  

In all respects the Subscriber and the Health Plan shall have the same rights under the reinstated 

Agreement as they had under the contract immediately before the due date of the defaulted Premium, 

subject to any provisions endorsed on, or attached to the Agreement in connection with the reinstatement.  

Any Premium accepted in connection with a reinstatement shall be applied to a period for which 

Premium has not been previously paid, but not to any period more than sixty (60) days prior to the date of 

reinstatement. 
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SECTION 7: Other Important Provisions of Your Plan     

This section contains additional special provisions that apply to this EOC. 

Applications and Statements          

Any applications, forms or statements specified in this Agreement, or that we request in our normal 

course of business, must be completed by you or your Authorized Representative or Financially 

Responsible Person, if applicable. 

Assignment             

A Member or Parent/Guardian, if applicable, may assign benefits in writing to a non-Plan Provider from 

whom the Member receives covered Services. A copy of this written assignment must accompany a claim 

for payment submitted to us by the non-Plan Provider or you. 

The claim for payment is considered proof of having received the service. We request that the claim be 

submitted to us within one (1) year from the date of service. Late submission of your proof of the service 

will not reduce the amount of nor invalidate your claim. If it is not reasonably possible to submit the 

claim within one (1) year, then we will accept it up two (2) years from the date of service. A Member’s 

legal incapacity suspends any time requirements regarding timely submission of a claim. If legal capacity 

is regained, the suspension of any time requirement for claim submission ends, and the aforementioned 

requirements will become enforceable under this Agreement. 

If a Member receives a payment from us for covered Services rendered by a non-Plan provider that 

remains unpaid, then the Member or Financially Responsible Person is responsible to pay the non-Plan 

provider. 

Attorney Fees and Expenses          

In any dispute between a Member and the Health Plan or Plan Providers, each party will bear its own 

attorney fees and other expenses. 

Contestability            

This Agreement may not be contested, except for non-payment of Premium, after it has been in force for 

two (2) years from the date it was issued. 

Absent of fraud, each statement made by a Subscriber or Member is considered a representation; not a 

warranty. Therefore, a statement made to effectuate coverage may not be used to avoid coverage or 

reduce benefits under the Agreement unless:  

1. The statement is documented in writing and signed by the Subscriber, Member, Parent/Guardian 

or Financially Responsible Person; and  

2. A copy of the statement is provided to the Subscriber, Member, Parent/Guardian or Financially 

Responsible Person. 
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Contracts with Plan Providers         

Plan Provider Relationship and Compensation 

The relationship between the Health Plan and Plan Providers are those of independent contractors. Plan 

Providers are paid in various ways, including salary, capitation, per diem rates, case rates, fee for service 

and incentive payments. If you would like additional information about the way Plan Providers are paid 

to provide or arrange medical and Hospital Services for Members, please refer to your Provider Directory 

or contact Member Services Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 

711 (TTY). 

Plan Provider Termination 

If our contract with any Plan Provider terminates, for reasons unrelated to fraud, patient abuse, 

incompetence or loss of licensure status while you are under the care of that Plan Provider, you may 

continue to see that provider and we will retain financial responsibility for covered Services you receive, 

in excess of any applicable Cost Sharing for a period not to exceed ninety (90) days from the date we 

have notified you or your Parent/Guardian or Financially Responsible Person of the Plan Provider’s 

termination. 

Primary Care Plan Physician Termination 

If our contract with your Primary Care Plan Physician terminates for reasons unrelated to fraud, patient 

abuse, incompetence, or loss of licensure status while you are under the care of that Primary Care Plan 

Physician, you may continue to see that provider and we will retain financial responsibility for covered 

Services you receive in excess of any applicable Cost Sharing, for a period not to exceed ninety (90) days 

from the date we have notified you of the Plan Physician’s termination, or until you have chosen a new 

Primary Care Plan Physician, whichever occurs first. 

Governing Law            

This Agreement will be administered under the laws of the State of Maryland, except when preempted by 

federal law. Any provision that is required to be in this Agreement by federal or state law shall bind both 

Members and the Health Plan, regardless of whether or not it is set forth in this Agreement. 

Legal Action            

No legal action may be brought to recover on this Agreement: 

1. Before the expiration of sixty (60) days after you have provided us with proof of loss in 

accordance with the terms of this Agreement; or 

2. After the expiration of three (3) years from the date that proof of loss was required to be 

provided. 

Mailed Notices            

Our notices to you will be sent to the most recent address we have on file for the Subscriber. You are 

responsible for notifying us of any change in address. Subscribers who move should promptly contact 

Member Services Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 

(TTY). 

You may mail a change of address notice to the Health Plan by postage prepaid U.S. Mail to: 
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Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. 

P.O. Box 6831 

2101 East Jefferson Street 

Rockville, MD 20849-6831 

Overpayment Recovery           

We may recover any overpayment we make for Services from: 

1. Anyone who receives an overpayment; or 

2. Any person or organization obligated to pay for the Services. 

In the event of an overpayment to a Health Care Provider, we may only retroactively deny reimbursement 

to that Health Care Provider during the six (6) month period after the date we paid a claim submitted by 

that Health Care Provider. 

Privacy Practices            

Kaiser Permanente will protect the privacy of your protected health information (PHI). We also require 

contracting providers to protect your PHI. Your PHI is individually identifiable information about your 

health, the Health Care Services you receive, and payment for your health care. You may generally: 

1. See and receive copies of your PHI; 

2. Correct or update your PHI; and 

3. Ask us for an account of certain disclosures of your PHI.  

We may use or disclose your PHI for treatment, payment, health research and health care operations 

purposes, such as measuring the quality of Services. We are sometimes required by law to give PHI to 

others, such as government agencies or in judicial actions. We will not use or disclose your PHI for any 

other purpose without written authorization from you or your Authorized Representative, except as 

described in our Notice of Privacy Practices. Giving us authorization is at your discretion. 

This is only a brief summary of some of our key privacy practices. Our Notice of Privacy Practices, 

which provides additional information about our privacy practices and your rights regarding your PHI, is 

available and will be furnished to you upon request. To request a copy, contact Member Services 

Monday through Friday between 7:30 a.m. and 9 p.m. at 1-800-777-7902 or 711 (TTY). 

You can also find the notice at your local Plan Facility or online at www.kp.org. 
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Important Terms You Should Know        

This section is alphabetized for your convenience. The terms defined in this section have special meanings. 

The following terms, when capitalized and used in this Agreement, mean: 

A              

Agreement: The entirety of this EOC document, including all attached appendices, which constitutes the 

entire contract between a Member and Kaiser Foundation Health Plan of the Mid-Atlantic State, Inc., and 

which replaces any earlier Agreement that may have been issued to you by us. 

Advance Premium Tax Credit: A tax credit based on estimated income that certain individuals who 

qualify can take to lower monthly payments for health insurance Premium. This definition only applies to 

plans offered on the Exchange. 

Adverse Decision: A utilization review decision made by the Health Plan that: 

1. A proposed or delivered Service is or was not Medically Necessary, appropriate or efficient; and 

2. May result in non-coverage of the Health Care Service. 

An Adverse Decision does not include a decision about the enrollment status as a Member under the 

Health Plan. 

Allowable Charges : means either for: 

1. Services provided by the Health Plan or Medical Group: The amount in the Health Plan's schedule 

of Medical Group and the Health Plan charges for Services provided to Members; 

2. Items obtained at a Plan Pharmacy: The cost of the item calculated on a discounted wholesale 

price plus a dispensing fee; 

3. All other Services: The amount: 

a. The provider has contracted or otherwise agreed to accept; 

b. The provider has negotiated with the Health Plan; 

c. Stated in the fee schedule that providers have agreed to accept as payment for those 

Services; or 

d. That the Health Plan pays for those Services. 

For non-Plan Providers: The Allowable Charge shall not be less than the amount the Health Plan must pay 

pursuant to §19-710.1 of the Health General Article of the Annotated Code of Maryland. 

Allowable Expense : (For use in relation to Coordination of Benefits provisions only, which are located in 

Section 4: Subrogation, Reductions and Coordination of Benefits): A Health Care Service or expense, 

including Deductibles, Copayments or Coinsurance, that is covered in full or in part by any of the Plans 

covering the Member. This means that an expense or Health Care Service or a portion of an expense or 

Health Care Service that is not covered by any of the Plans is not an Allowable Expense. For example, if 

a Member is confined in a private hospital room, the difference between the cost of a semi-private room in 

the hospital and the private room usually is not an Allowable Expense.  
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American Indian/Alaska Native: Any individual as defined in §4 of the federal Indian Health Care 

Improvement Act. 

Appeal: A protest filed by a Member, a Member’s representative, or a health care provider with a carrier 

under its internal appeal process regarding a coverage decision concerning a Member. 

Appeal Decision: A final determination by the Health Plan that arises from an Appeal filed with the 

Health Plan under its internal Appeal process regarding a Coverage Decision concerning a Member. 

Authorized Representative: An individual authorized in writing by the Member or Parent/Guardian, as 

applicable, or otherwise authorized under State of Maryland law to act on the Member’s behalf to file 

claims and to submit Appeals or Grievances to the Health Plan. A Health Care Provider may act on 

behalf of a Member with the Member’s express consent, or without such consent. 

C              

Calendar Year: The calendar year during which the Health Maintenance Organization provides coverage 

for benefits.  

Claim Determination Period: A calendar year. However, it does not include any part of a year during 

which a person has no Health Plan coverage, or any part of a year before the date this Coordination of 

Benefits provision or a similar provision takes effect. 

Coinsurance: The percentage of Allowable Charges allocated to the Health Plan and to the Member. 

Commissioner: The Maryland Insurance Commissioner. 

Complaint: A protest filed with the Commissioner involving a Coverage Decision or Adverse Decision. 

Copayment: The specified charge that a Member must pay each time Services of a particular type or in 

a designated setting are received. 

Cost Shares: The Deductible, Copayment or Coinsurance for covered Services, as shown in the 

Appendix – Summary of Cost Shares. 

Cost Sharing: Any expenditure required by or on behalf of a Member with respect to Essential Health 

Benefits. Such term includes Deductibles, Copayments, Coinsurance or similar charges, but excludes 

Premiums, balance billing amounts for non-network providers and spending for non-covered Services.  

Cost-Sharing Reductions: Reductions in Cost Sharing for certain Members enrolled in a Silver level 

plan in the Exchange or for an individual who is an American Indian/Alaska Native enrolled in a Qualified 

Health Plan on the Exchange. 

Coverage Decision: An initial determination by the Health Plan or a representative of the Health Plan 

that results in non-coverage of a Health Care Service. Coverage Decision includes: 

1. A determination by the Health Plan that an individual is not eligible for coverage under the Health 

Plan’s health benefit plan; 
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2. Any determination by the Health Plan that results in the rescission of an individual's coverage 

under a health benefit plan; and 

3. Nonpayment of all or any part of a claim. 

A Coverage Decision does not include an Adverse Decision or pharmacy inquiry. 

D              

Deductible: This definition applies only to Members with health benefit Plans that require the 

Member to meet a Deductible. The amount of Allowable Charges that must be incurred by an 

individual or a family per year before the Health Plan begins payment. This definition only applies to 

Deductible Health Maintenance Organization and High Deductible Health Plan plans. 

Dependent: A Member whose relationship to a Subscriber is the basis for membership eligibility and who 

meets the eligibility requirements as a Dependent (for Dependent eligibility requirements see the Who is 

Eligible provision in Section 1: Introduction to your Kaiser Permanente Health Plan). 

Domestic Partner: An individual in a relationship with another individual of the same or opposite sex, 

provided both individuals: 

1. Are at least age 18; 

2. Are not related to each other by blood or marriage within four (4) degrees of consanguinity under 

civil law rule; 

3. Are not married or in a civil union or domestic partnership with another individual; 

4. Have been financially interdependent for at least six (6) consecutive months prior to application in 

which each individual contributes to some extent to the other individual’s maintenance and support 

with the intention of remaining in the relationship indefinitely; and 

5. Share a common primary residence. 

Domiciliary Care: Services that are provided to aged or disabled individuals in a protective, institutional 

or home-type environment. Domiciliary care includes shelter, housekeeping services, board, facilities and 

resources for daily living, and personal surveillance or direction in the activities of daily living. 

Durable Medical Equipment: Equipment furnished by a supplier or a home health agency that: 

1. Can withstand repeated use; 

2. Is primarily and customarily used to serve a medical purpose; 

3. Generally, is not useful to an individual in the absence of a disability, illness or injury; and 

4. Is appropriate for use in the home. 

E              

Eligible Individual: An individual determined to be eligible for enrollment through the Individual 

Exchange in accordance with 45 CFR §155.305 and 45 CFR §156.265(b). This definition only applies to 

plans on the Exchange. 
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Emergency Case: A case in which an Adverse Decision was rendered pertaining to Health Care 

Services which have yet to be delivered and such Health Care Services are necessary to treat a condition 

or illness that, without immediate medical attention would: 

1. Seriously jeopardize the life or health of the Member or the Member’s ability to regain maximum 

function; or 

2. Cause the Member to be in danger to self or others; or 

3. Cause the Member to continue using intoxicating substances in an imminently dangerous manner. 

Emergency Medical Condition: A medical condition manifesting itself by acute symptoms of sufficient 

severity (including severe pain) such that a prudent layperson, who possesses an average knowledge of 

health and medicine, could reasonably expect the absence of immediate medical attention to result in any 

of the following: 

1. Placing the person’s health (or, with respect to a pregnant woman, the health of the woman or her 

unborn child) in serious jeopardy; 

2. Serious impairment to bodily functions; or 

3. Serious dysfunction of any bodily organ or part. 

Emergency Services: With respect to an Emergency Medical Condition, as defined above: 

1. A medical screening examination (as required under Section 1867 of the Social Security Act, 42 

U.S.C. 1395dd) that is within the capability of the emergency department of a hospital, including 

ancillary Services routinely available to the emergency department to evaluate such Emergency 

Medical Condition; and 

2. Such further medical examination and treatment, to the extent they are within the capabilities of 

the staff and facilities available at the hospital, as are required under Section 1867 of the Social 

Security Act (42 U.S.C. 1395dd(e)(3)). 

Essential Health Benefits : has the meaning found in Section 1302(b) of the Patient Protection and 

Affordable Care Act and as further defined by the Secretary of the United States Department of Health 

and Human Services and includes ambulatory patient services, emergency services, hospitalization, 

maternity and newborn care, mental health and substance use disorder services (including behavioral 

health treatment), prescription drugs, rehabilitative and habilitative services and devices, laboratory 

services, preventive and wellness services and chronic disease management and pediatric services 

(including oral and vision care). 

Exchange: The Maryland Health Benefit Exchange established as a public corporation under § 31-102 of 

Title 31 of the Maryland Insurance Code. This definition applies only to plans offered on the Exchange. 

Experimental Services: Services that are not recognized as efficacious as that term is defined in the 

Institute of Medicine Report on Assessing Medical Technologies that is current when the care is rendered. 

“Experimental Services” do not include clinical trials, as provided in Section 3: Benefits, Exclusions and 

Limitations. 



Kaiser Permanente for Individuals and Families/  

Kaiser Permanente Child Only Membership Agreement and Evidence of Coverage 

 

MD-DP-DEF(01-19)  DEF.5 

F              

Family: An individual and: 

1. Spouse; 

2. Dependent minor(s); 

3. Spouse and Dependent minor(s); or 

4. Domestic Partner. 

Family Coverage: Any coverage other than Self-Only Coverage. 

Family Planning Services: Counseling, implanting or fitting of contraceptive devices and follow-up visits 

after a Covered Person selects a birth control method, voluntary sterilization for males and females, and 

voluntary termination of pregnancy. 

Family Unit: A Subscriber and all of his or her enrolled Dependents. 

Filing Date: The earlier of five (5) days after the date of mailing or the date of receipt by the Health Plan 

when you mail information to us. 

Financially Responsible Person or Guarantor: The person who contractually agrees to pay the 

Premium due. This definition only applies to Child Only Plans. 

G              

Genetic Birth Defect: A defect existing at or from birth, including a hereditary defect, which includes, 

but is not limited to, autism or an autism spectrum disorder and cerebral palsy. 

Grievance: A protest filed by a Member or Parent/Guardian, as applicable, or by a provider or other 

Authorized Representative on behalf of the Member, with the Health Plan, through our internal grievance 

process regarding an Adverse Decision concerning the Member. A Grievance does not include a verbal 

request for reconsideration of a Utilization Review determination. 

Grievance Decision: A final determination by the Health Plan that arises from a Grievance filed with us 

under our internal grievance process regarding an Adverse Decision concerning a Member. 

H              

Habilitative Services: Health Care Services and devices that help a person keep, learn or improve skills 

and functioning for daily living. Examples include therapy for a child who is not walking or talking at the 

expected age. 

These services may include physical and occupational therapy, speech-language pathology and other 

Services for people with disabilities in a variety of inpatient and/or outpatient settings, including, but not 

limited to applied behavioral analysis for the treatment of autism spectrum disorder. 

Health Care Facility: A medical facility as defined in Health-General Article, §19-114, Annotated Code 

of Maryland. 
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Health Care Practitioner: An individual as defined in Health-General Article, §19-132, Annotated Code 

of Maryland.  

Health Care Provider: An individual or facility as defined in Health-General Article, §19-132, Annotated 

Code of Maryland. 

Health Care Service: A health or medical care procedure or service rendered by a Health Care 

Provider that: 

1. Provides testing, diagnosis or treatment of a human disease or dysfunction; 

2. Dispenses drugs, medical devices, medical appliances or medical goods for the treatment of a 

human disease or dysfunction; or 

3. Provides any other care, service, or treatment of disease or injury, the correction of defects or the 

maintenance of the physical and mental well-being of human beings. 

Health Education and Advocacy Unit: The Health Education and Advocacy Unit in the Division of 

Consumer Protection of the Office of the Attorney General. 

Health Maintenance Organization: An organization as defined in Health-General Article, §19-701, 

Annotated Code of Maryland. 

Health Plan: Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., providing Services or 

benefits for health care. The Health Plan is a Plan. 

Health Plan Region: Each of the specific geographic areas where Kaiser Foundation Health Plan, Inc. 

or a related organization conducts a direct service health care program. 

Health Savings Account: This definition only applies if you are enrolled in a qualified High 

Deductible Health Plan. It does not apply to Members with catastrophic Plan coverage.  A tax-

exempt trust or custodial account established under Section 223(d) of the Internal Revenue Code 

exclusively for the purpose of paying qualified medical expenses of the account beneficiary. Contributions 

made to a Health Savings Account by an eligible individual are tax deductible under federal tax law 

whether or not the individual itemizes deductions. In order to make contributions to a Health Savings 

Account, the Member must be covered under a qualified High Deductible Health Plan and meet other tax 

law requirements. Kaiser Permanente does not provide tax advice. Consult with a financial or tax advisor 

for more information about your eligibility for a Health Savings Account. This definition only applies to 

qualified High Deductible Health Plan Plans. 

High Deductible Health Plan: This definition applies only to Members with a High Deductible 

Health Plan. A health benefit plan that meets the requirements of Section 223(c)(2) of the Internal 

Revenue Code. This definition only applies to High Deductible Health Plans. 

Home Health Care: The continued care and treatment of a Member in the home if: 

1. The institutionalization of the Member in a Hospital or related institution or Skilled Nursing Facility 

would otherwise have been required if Home Health Care Services were not provided; and  
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2. The plan of treatment covering the home Health Care Service is established and approved in 

writing by the Health Care Practitioner. 

Hospice Care: Medical Services defined in 42 U.S.C. §1395x(dd). 

Hospital: Any hospital: 

1. In the Service Area to which a Member is admitted to receive Hospital Services pursuant to 

arrangements made by a physician; or 

2. Outside of the Service Area for clinical trials, Emergency or Urgent Care Services or upon 

receiving an approved referral. 

K              

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

Permanente Medical Group, Inc. and Kaiser Foundation Hospital. 

M              

Medical Group: Mid-Atlantic Permanente Medical Group, Inc. 

Medically Necessary: Medically Necessary means that the Service is all of the following: 

1. Medically required to prevent, diagnose or treat the Member’s condition or clinical symptoms; 

2. In accordance with generally accepted standards of medical practice; 

3. Not solely for the convenience of the Member, the Member’s family and/or the Member’s 

provider; and 

4. The most appropriate level of Service which can safely be provided to the Member. For purposes 

of this definition, “generally accepted standards of medical practice” means: 

a. Standards that are based on credible scientific evidence published in peer-reviewed medical 

literature generally recognized by the relevant medical community; 

b. Physician specialty society recommendations; 

c. The view of physicians practicing in the Kaiser Permanente Medical Care Program; and/or 

d. Any other relevant factors reasonably determined by us. Unless otherwise required by law, 

we decide if a Service (described in Section 3: Benefits, Exclusions and Limitations) is 

Medically Necessary and our decision is final and conclusive subject to the Member’s right to 

appeal, or go to court, as set forth in Section 5: Filing Claims, Appeals and Grievances. 

Medicare: A federal health insurance program for people age 65 and older, certain disabled people and 

those with end-stage renal disease (ESRD). 

Member: A person who is eligible and enrolled under this Agreement as a Subscriber or a Dependent, and 

for whom we have received applicable Premium. Members are sometimes referred to as “you” within this 

Agreement. Under no circumstances should the term “you” be interpreted to mean a  Financially 

Responsible Person, Parent/Guardian or any other nonmember reading or interpreting this Agreement on 

behalf of a Member. 
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Minimum Essential Coverage : The type of coverage an individual needs to have to meet the individual 

responsibility requirement under the Patient Protection and Affordable Care Act. 

Monthly Payments: Periodic membership charges paid by a Subscriber; or for Child Only Plans, a 

Parent/Guardian or Financially Responsible Person. 

Multiple Risk Factors: Having a prior history of a sexually transmitted disease, new or multiple sex 

partners, inconsistent use of barrier contraceptives or cervical ectopy. 

N              

Network: Plan Providers who have entered into a provider service contract with Kaiser Permanente to 

provide Services on a preferential basis. 

Non-Physician Specialist: A Health Care Provider who is: 

1. Not a physician; 

2. Licensed or certified under the Health Occupations Article; and 

3. Certified or trained to treat or provide Health Care Services for a specified condition or disease in 

a manner that is within the scope of the license or certification of the Health Care Provider. 

Notice of Appeal Decision: Notice of the Appeal decision required to be sent per Section 5: Filing 

Claims, Appeals and Grievances shall:  

1. States in detail in clear, understandable language the specific factual bases for the Health Plan’s 

Appeal Decision; and  

2. Includes the following information: 

a. That the Member, Member’s Authorized Representative or a Health Care Provider acting on 

behalf of the Member has a right to file a complaint with the Commissioner within four (4) 

months after receipt of a Health Plan’s Appeal decision; 

b. The Commissioner’s address, telephone and facsimile numbers; 

c. A statement that the Health Advocacy Unit is available to assist the member in filing a 

complaint with the Commissioner; and 

d. The address, telephone and facsimile numbers and email address of the Health Advocacy 

Unit. 

Notice of Coverage Decision: Notice of Coverage Decision required to be sent per Section 5: Filing 

Claims, Appeals and Grievances shall:  

1. States in detail in clear, understandable language, the specific factual bases for the Health Plan’s 

Coverage Decision; and  

2. Includes the following information: 

a. That the Member, Member’s Authorized Representative, or a Health Care Provider acting on 

behalf of the Member has a right to file an Appeal with the carrier; 

b. That the Member, Member’s Authorized Representative or a Health Care Provider acting on 

behalf of the Member may file a complaint with the Commissioner without first filing an 
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Appeal, if the Coverage Decision involves an Urgent Medical Condition for which care has 

not been rendered; 

c. The Commissioner’s address and telephone and facsimile numbers; 

d. That the Health Advocacy Unit is available to assist the Member or Member’s Authorized 

Representative in both mediating and filing an Appeal under the carrier’s internal Appeal 

process; and 

e. The address, telephone and facsimile numbers and email address of the Health Advocacy 

Unit. 

O              

Out-of-Pocket Maximum: The maximum amount of Deductibles, Copayments and Coinsurance that an 

individual or family is obligated to pay for covered Services per Calendar Year. 

Outpatient Rehabilitative Services: Occupational therapy, speech therapy and physical therapy, 

provided to Members not admitted to a Hospital or related institution. 

P              

Parent/Guardian: The person who has legal authority to make medical decisions for a Member under 

age 19 or a Member age 19 or older who is incapable of making such decisions by reason of mental 

incapacity. This definition applies only to Child Only plans. 

Partial Hospitalization: The provision of medically-directed intensive or intermediate short-term 

psychiatric treatment for a period more than four (4) hours, but less than twenty-four (24) hours in a day 

for an individual patient in a Hospital, psychiatric day-care treatment center, community mental health 

facility or any other authorized facility. 

Personal Care: Service that an individual normally would perform personally, but for which the individual 

needs help from another because of advanced age, infirmity, or physical or mental limitation. Personal care 

includes help in walking; help in getting in and out of bed, help in bathing, help in dressing, help in feeding, 

and general supervision and help in daily living. 

Plan: The health benefit Plan described in this Agreement. 

Plan: (For use in relation to Coordination of Benefits provisions only, which are located in Section 4: 

Subrogation, Reductions and Coordination of Benefits): Any of the following that provides benefits or 

services for, or because of, medical care or treatment: Individual or group insurance or group-type 

coverage, whether insured or uninsured. This includes prepaid group practice or individual practice 

coverage. “Plan” does not include an individually underwritten and issued, guaranteed renewable, specified 

disease policy or intensive care policy, that does not provide benefits on an expense-incurred basis. “Plan” 

also does not include the medical benefits under an automobile policy, including benefits for personal injury 

protection. “Plan” also does not include: 

1. Accident only coverage; 
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2. Hospital indemnity coverage benefits or other fixed indemnity coverage; 

3. Specified disease or specified accident coverage; 

4. Limited benefit health coverage, as provided for by Maryland state law; 

5. School accident-type coverages that cover students for accidents only, including athletic injuries, 

either on a twenty-four (24)-hour basis or on a “to and from school” basis; 

6. Benefits provided in long-term insurance policies for non-medical services, for example, personal 

care, adult day care, homemaker services, assistance with activities of daily living, respite care 

and custodial care or for contracts that pay a fixed daily benefit without regard to expenses 

incurred or the receipt of services; 

7. Medicare supplement policies;  

8. A state plan under Medicaid; or 

9. A governmental plan, which, by law, provides benefits that are in excess of those of any private 

insurance plan or other non-governmental plan. 

Plan Facility: A Plan Medical Center, Plan Hospital or another freestanding facility that is: 

1. Operated by us or contracts to provide Services and supplies to Members; and 

2. Included in the Signature provider network. 

Plan Hospital: A Hospital that: 

1. Contracts to provide inpatient and/or outpatient Services to Members; and 

2. Is included in the Signature provider network. 

Plan Medical Centers: Medical office and specialty care facilities such as imaging centers operated by 

us in which Medical Group and other Health Care Providers including Non-Physician Specialists employed 

by us provide Primary Care, specialty care and ancillary care Services to Members.   

Plan Pharmacy: Any pharmacy located at a Plan Medical Office. 

Plan Physician: Any licensed physician who is an employee of Medical Group, or any licensed physician 

(except for those physicians who contract only to provide Services upon referral) who: 

1. Contracts to provide Services and supplies to Members; and 

2. Is included in the Signature provider network. 

Plan Provider: A Plan Physician or other Health Care Provider including but not limited to a Non-

Physician Specialist, and Plan Facility that: 

1. Is employed by or operated by an entity that participates in the Kaiser Permanente Medical Care 

Program; or 

2. Contracts with an entity that participates in the Kaiser Permanente Medical Care Program. 

Premium: The amount a Subscriber owes for coverage under this Agreement for his/her self and any 

covered Dependents; or for Child Only Plans, a Parent/Guardian or Financially Responsible Person. 

Primary Care: Services rendered by a Health Care Practitioner in the following disciplines: 
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1. General internal medicine; 

2. Family practice medicine; 

3. Pediatrics; or 

4. Obstetrics/gynecology (OB/GYN). 

Q              

Qualified Health Plan: Any health plan that has an effective certification that it meets the standards 

recognized by the Exchange through which such plan is offered. This definition applies only to plans 

offered on the Exchange. 

Qualified Individual: An individual (including a minor) who at the time of enrollment: 

1. Is seeking to enroll in a Qualified Health Plan offered to individuals through the Individual 

Exchange;  

2. Resides in the State of Maryland; 

3. Is not incarcerated, other than incarceration pending disposition of charges; and 

4. Is, and reasonably is expected to be for the entire period for which enrollment is sought, a citizen 

or national of the United States or an alien lawfully present in the United States. 

Note: This definition applies only to plans offered on the Exchange.  Items #1 through #4, with the 

exception of item #2, applies to all individuals including minors. 

R              

Related Institution: An institution defined in the Health-General Article, §19-301, Annotated Code of 

Maryland. 

S              

Self-Only Coverage: Coverage for a Subscriber only, with no Dependents covered under this 

Agreement. 

Service: A health care diagnosis, procedure, treatment or item.  

Service Area: The areas of the District of Columbia; the following Virginia counties – Arlington, Fairfax, 

King George, Prince William, Loudoun, Spotsylvania, Stafford; the following Virginia cities – Falls Church, 

Fairfax, Fredericksburg, Alexandria, Manassas and Manassas Park; the following Maryland areas: the 

City of Baltimore; the following Maryland counties: Baltimore, Carroll, Harford, Anne Arundel, Howard, 

Montgomery, and Prince George’s, and specific ZIP codes within Calvert, Charles, and Frederick 

counties. A listing of these ZIP codes may be obtained from any Health Plan office. 

Skilled Nursing Facility: An institution, or a distinctive part of an institution, licensed by the Department 

of Health and Mental Hygiene, which is primarily engaged in providing: 

1. Primarily engaged in providing: 

a. Skilled nursing care, and related Services, for residents who require medical or nursing care, 

or 
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b. Rehabilitation Services for the rehabilitation of injured, disabled, or sick persons; and 

2. Certified by the Medicare Program as a Skilled Nursing Facility. 

Specialist: A Health Care Practitioner who is not providing Primary Care Services. 

Specialty Services: Care provided by a Health Care Practitioner who is not providing Primary Care 

Services. 

Spouse: The Member’s legal husband or wife. 

Subscriber: A Member who is eligible for membership on his or her own behalf and not by virtue of 

Dependent status and who meets the eligibility requirements as a Subscriber. For Subscriber eligibility 

requirements, see the Who is Eligible provision in Section 1: Introduction to your Kaiser Permanente 

Health Plan. 

T              

Totally Disabled:  

1. For Subscribers and Adult Dependents: In the judgment of a Medical Group Physician, a 

Member is totally disabled by reason of injury or sickness if the Member is unable to perform each 

and every duty pertaining to his or her occupation during the first fifty-two (52) weeks of the 

disability. After the first fifty-two (52) weeks, a Member is totally disabled if he or she is unable to 

perform each and every duty of any business or occupation for which the Member is reasonably 

fitted by education, training and experience.  

2. For Dependent Children and Members covered under a Child Only Plan: In the judgment 

of a Plan Physician, an illness or injury which makes the child unable to substantially engage in any 

of the normal activities of children in good health and like age.  

U              

Urgent Care Services: Services required as the result of a sudden illness or injury, which require prompt 

attention, but are not of an emergent nature. 

Urgent Medical Condition: As used in Section 5: Filing Claims, Appeals and Grievances, a 

condition that satisfies either of the following:  

1. A medical condition, including a physical, mental health or dental condition, where the absence of 

medical attention within seventy-two (72) hours could reasonably be expected by an individual, 

acting on behalf of the Health Plan, applying the judgment of a prudent layperson who possesses 

an average knowledge of health and medicine, to result in:  

a. Placing the Member's life or health in serious jeopardy;  

b. The inability of the Member to regain maximum function;  

c. Serious impairment to bodily function;  

d. Serious dysfunction of any bodily organ or part; or 
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e. The Member remaining seriously mentally ill with symptoms that cause the member to be a 

danger to self or others.  

2. A medical condition, including a physical, mental health or dental condition, where the absence of 

medical attention within seventy-two (72) hours in the opinion of a Health Care Provider with 

knowledge of the Member's medical condition, would subject the Member to severe pain that 

cannot be adequately managed without the care or treatment that is the subject of the Coverage 

Decision. 

 
























































































	Blank Page
	MD-DP-GOLD-VALUE-0-20-DENTAL-HMO-RX(01-20).pdf
	Appendix: Outpatient Prescription Drug Benefit
	Brand Name Drug: A prescription drug that has been patented and is produced by only one (1) manufacturer.
	Medical Literature: Scientific studies published in a peer-reviewed national professional medical journal.
	Non-Preferred Brand Drug: A Brand Name Drug that is not on the Preferred Drug List.
	Plan Pharmacy: A pharmacy that is owned and operated by the Health Plan.
	Preferred Brand Drug: A Brand Name Drug that is on the Preferred Drug List.
	Preferred Drug List: A list of prescription drugs and compounded drugs that have been approved by our Pharmacy and Therapeutics Committee for our Members. Our Pharmacy and Therapeutics Committee, which is comprised of Plan Physicians and other Plan Pr...
	Generic vs. Brand Name Drugs
	*Allowable Charge (AC) is defined in the Important Terms You Should Know section in your Membership Agreement and Evidence of Coverage, to which this Appendix is attached.




