Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026

&M% KAISER PERMANENTE.
Kaiser Permanente Insurance Company : KPLF NW POS Plan DR 2000/25/20%/5500 Coverage for: Individual / Family | Plan Type: EPO POS

. The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
' the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only,
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see https://levelfunded.kaiserpermanente.org/ or
call 1-800-401-8405 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms, see the Glossary. You can view the Glossary at www.Healthcare.gov/sbc-glossary or call 1-800-401-8405 (TTY: 711) to request a copy.

Important Questions | Answers Why This Matters:

EPO Provider Network (KP Select Providers): $2,000

Individual / $6,000 Family Generally, you must pay all of the costs from providers up to the deductible amount
What is the overall PAR Providers (PPO Providers): $4,000 Individual / | before this plan begins to pay. If you have other family members on the plan, each
deductible? $12,000 Family family member must meet their own individual deductible until the total amount of
Non-PAR Providers: $6,000 Individual / $16,800 deductible expenses paid by all family members meets the overall family deductible.
Family

This plan covers some items and services even if you haven't yet met the deductible

A EDEEITZE amount. But a copayment or coinsurance may apply. For example, this plan covers
covered before you Yes, Preventive care, and services, indicated in the . e . 'y apply. pie, this pran :
. certain preventive services without cost-sharing and before you meet your deductible.
meet your chart starting on page 2. . : .
. See a list of covered preventive services at
deductible? , . ,
https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for No You don't have to meet deductibles for specific services.
specific services?

EPO Provider Network (KP Select Providers): $5,500
Individual / $11,000 Family
PAR Providers (PPO Providers): $7,350 Individual /

The out-of-pocket limit is the most you could pay in a year for covered services. If you

What is the out-of-

pocket limit for this $14.700 Famil have other family members in this plan, they have to meet their own out-of-pocket limits
plan? ’ y . . until the overall family out-of-pocket limit has been met.
Non-PAR Providers: $9,000 Individual / $18,000

Family

What is not included |Premiums, balance-billing charges, pre-certification
in the out-of-pocket | penalties, health care this plan doesn’t cover, and Even though you pay these expenses, they don’t count toward the out—of—pocket limit.
limit? services indicated in the chart beginning on page 2.

You pay the least if you use a provider in the EPO Provider Network (KP Select
Providers) Tier. You pay more if you use a provider in the PAR Providers (PPO
Providers) Tier. You will pay the most if you use a Non-PAR Providers Tier, and you
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Will you pay less if | Yes. See www.kp.org (EPO Provider Network (KP
you use a network Select Providers) Tier)
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Important Questions _ Why This Matters:

provider?

https://providerlocator firsthealth.com/kaiser (PAR

Providers (PPO Providers) Tier) or call 1-800-401-

8405 (TTY: 711) for a list of plan network providers.

might receive a bill from a provider for the difference between the provider's charge and
what your plan pays (balance billing). Be aware, your network provider might use an

out-of-network provider for some services (such as lab work). Check with your provider

before you get services.

Do you need a referral
to see a specialist?

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

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a referral before you see the specialist.

4 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical

Event

If you visit a health
care provider’s office
or clinic

Services You
May Need

Primary care visit
to treat an injury
orillness

Specialist visit

What You Will Pay

EPO Provider
Network (KP Select
Providers)
(You will pay the
least)

Participating (PAR)
Providers (PPO
Providers)
(You will pay more)

$25 / visit, deductible | $35 / visit, deductible
does not apply does not apply

$35/ visit, deductible ' $45 / visit, deductible
does not apply does not apply

Non-
Participating
(Non-PAR)
Providers
(You will pay the
most)

40% coinsurance

Limitations, Exceptions, & Other Important
Information

Virtual Care Services: EPO Provider Network (KP Select
Providers) and PAR Providers (PPO Providers): No

40% coinsurance

charge, deductible does not apply

Virtual Care Services: EPO Provider Network (KP
Select Providers) and PAR Providers (PPO Providers):

No charge, deductible does not apply

Preventive No charge, No charae. deductible You may have to pay for services that aren’t preventive.
care/screening/ deductible does not does no?a’ oy 40% coinsurance | Ask your provider if the services needed are preventive.
immunization apply PRl Then check what your plan will pay for.
. . $25 / test ;
Diagnostic test (x- o $35/ test, deductible .
ray, blood work) deductible does not does not apply 40% coinsurance None
If you have a test apply
Imaging (CT/PET  $100/ test, 30% coinsurance 40% coinsurance PAR Providers (PPO Providers) and Non-PAR
scans, MRIs) deductible does not B ° =22 Providers: Failure to satisfy prior authorization
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What You Will Pay

EPO Provider Non-

Participating
Network (KP Select| 5 roviders (PPO (Non-PAR)
Providers)

(You will pay the Providers) Providers
S (You will pay more) | (You will pay the

Participating (PAR) Limitations, Exceptions, & Other Important

Information

Services You
May Need

Common Medical

Event

least)

apply requirement will result in denial of claim(s).
Up to a 30-day supply (retail); up to a 90-day supply
$15 retail and $30 | $25 retail and $75 (mail order). Subject to formulary guidelines. PAR
mail order / mail order / Providers (PPO Providers) and Non-PAR Providers:
Generic drugs prescription, prescription, Not covered Certain outpatient prescription drugs are subject to
deductible does not ' deductible does not utilization management requirements. Formulary
apply. apply. preventive drugs in all tiers are no charge, deductible
does not apply.
$60 retail and $120  $80 retail and $240 Up to a 30-day supply (retail); up to a 90-day supply (mail
If you need drugs to Sl [ mail order / mail order / order). Subject to formulary guidelings. PAR Pro_viders
treat your illness or drugs prescription, prescription, Not covered (PPO Providers) and Non-PAR Providers: Certain
condition deductible does not | deductible does not outpatient prescription drugs are subject to utilization
More information about apply apply management requirements.
prescription drug : . Up to a 30-day supply (retail); up to a 90-day supply (mail
coverage is available at $8(.) retail and $160 | $1 1.0 retail and $330 order). Subject to formulary guidelines, when approved
www.kp.org/formulary | Non-preferred mal °Fdft” mail °r.df:‘.r/ through the exception process. PAR Providers (PPO
drugs moes ot moes ot Not covered Providers) and Non-PAR Providers: Certain outpatient
W W prescription drugs are subject to utilization management
requirements.
Up to a 30-day supply (retail). Subject to formulary
50% coinsurance 50% coinsurance guidelines, when approved through the exception
Specialty drugs | retail, deductible retail, deductible does ' Not covered process. PAR Providers (PPO Providers) and Non-PAR
does not apply not apply Providers: Certain outpatient prescription drugs are
subject to utilization management requirements.
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Common Medical

Event

If you have outpatient
surgery

Services You
May Need

Facility fee (e.g.,

What You Will Pay

EPO Provider

Network (KP Select

Providers)
(You will pay the
least)

Participating (PAR)

Providers (PPO
Providers)

(You will pay more)

Non-
Participating
(Non-PAR)
Providers

(You will pay the

most)

Limitations, Exceptions, & Other Important
Information

ambulatory 20% coinsurance 30% coinsurance 40% coinsurance | Prior authorization required
surgery center)

Physician/surgeon o o o i . L .
foes 20% coinsurance  30% coinsurance 40% coinsurance | Prior authorization required

If you need immediate
medical attention

Emergency room
care

Emergency
medical
transportation

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

None

None

Urgent care

$45 / visit, deductible ' $55 / visit, deductible

does not apply

does not apply

40% coinsurance

None

If you have a hospital

Facility fee (e.g.,
hospital room)

20% coinsurance

30% coinsurance

40% coinsurance

Prior authorization required.

stay E’Gt;);sman/ SUTGEON 509 coinsurance 30% coinsurance 40% coinsurance | Prior authorization required.
L . N . EPO Provider Network (KP Select Providers): $12 /
if d tal Outpatient gig u/ éﬂgg‘gﬁlsvﬂ' ggg:{;{;gl':gzzlsvz:’ 40% coinsurance | 9rOUP visit, deductible does not apply. PAR Providers
you need menta services SREULTDE e OSSR (PPO Providers): $17 / group visit, deductible does not
health, behavioral apply apply p—
health, or substance PPY-
abuse services
Prior authorization required. PAR Providers (PPO
Inpatient services | 20% coinsurance 30% coinsurance 40% coinsurance  Providers) and Non-PAR Providers: Failure to satisfy

prior authorization requirement will result in denial of
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Common Medical

Event

Services You
May Need

What You Will Pay

EPO Provider
Network (KP Select
Providers)
(You will pay the
least)

Participating (PAR)
Providers (PPO
Providers)

(You will pay more) | (You will pay the

Non-
Participating
(Non-PAR)
Providers

Limitations, Exceptions, & Other Important
Information

claim(s).

If you are pregnant

Office visits

Childbirth/delivery
professional
services
Childbirth/delivery
facility services

No charge,
deductible does not

apply

20% coinsurance

20% coinsurance

No charge, deductible
does not apply

30% coinsurance

30% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Cost sharing does not apply for preventive services.
Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

None

None

If you need help
recovering or have
other special health
needs

Home health care

Rehabilitation
services

Habilitation
services

20% coinsurance

Outpatient: $35 /
visit, deductible does

30% coinsurance

Outpatient:$45 / visit,
deductible does not

not apply
Inpatient: 20%
coinsurance

$35/ visit, deductible
does not apply

apply.
Inpatient: 30%

coinsurance

$45 / visit, deductible
does not apply

40% coinsurance

40% coinsurance

130 visit limit / year. Prior authorization required.

Outpatient: 20 visit limit / year. Prior authorization
required. Inpatient: Prior authorization required. PAR
Providers (PPO Providers) and Non-PAR Providers:

40% coinsurance

Failure to satisfy prior authorization requirement will
result in denial of claim(s).

20 visit limit / year. Prior authorization required. PAR
Providers (PPO Providers) and Non-PAR Providers:
Failure to satisfy prior authorization requirement will
result in denial of claim(s).
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Common Medical

Event

Services You
May Need

Skilled nursing
care

What You Will Pay

EPO Provider
Network (KP Select
Providers)
(You will pay the
least)

Participating (PAR)
Providers (PPO
Providers)

20% coinsurance 30% coinsurance

Non-
Participating
(Non-PAR)
Providers

(You will pay more) | (You will pay the

40% coinsurance

Limitations, Exceptions, & Other Important
Information

100 day limit / year. Prior authorization required. PAR
Providers (PPO Providers) and Non-PAR Providers:

Failure to satisfy prior authorization requirement will
result in denial of claim(s).

Durable medical

20% coinsurance 30% coinsurance

40% coinsurance

Subject to formulary guidelines. Prior authorization
required. PAR Providers (PPO Providers) and Non-PAR

check-up

Excluded Services & Other Covered Services:

equipment Providers: Failure to satisfy prior authorization
requirement will result in denial of claim(s).
No ch No ch Prior authorization required. PAR Providers (PPO
Hosoi . q 0 dC '?Lglt% q { No charge, deductible q 0 dC ?[)gle’ d Providers) and Non-PAR Providers: Failure to satisfy
OSPICe Selvices | CeCUCIDIE COSS NOL oes not apply geductle does prior authorization requirement will result in denial of
apply not apply .
claim(s).
Children’s eye $25 / visit, deductible $35 / visit, deductible 40% coinsurance | None
if hild need exam does not apply does not apply -
yourchild needs Children’s glasses | Not covered Not covered Not covered None
dental or eye care Children’s dental
Not covered Not covered Not covered None

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

e Acupuncture

e Children’s glasses
e Chiropractic care
e Cosmetic surgery

e Dental care (Adult & child)
o Infertility treatment
e Long-term care

e Private duty nursing
e Routine foot care
o \Weight loss programs

¢ Non-emergency care when traveling outside the U.S.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Hearing aids (under age 26 — 1 aid / ear,
every 36 months)

¢ Routine eye care (Adult)

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

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

Kaiser Permanente Member Services 1-800-788-0710
Department of Labor's Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight 1-877-267-2323 x61565 or www.cciio.cms.gov

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-866-213-3062 (TTY: 711)

Traditional Chinese (fF X): SN R FZE P XHIE B, FEIRITEEHRHE 1-866-213-3062 (TTY: 711)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-213-3062 (TTY: 711)

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf at 1-866-213-3062 (TTY: 711) uff.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-213-3062 (TTY: 711)

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni at 1-866-213-3062 (TTY: 711)
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye at 1-866-213-3062 (TTY: 711)
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang at 1-866-213-3062 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

Your health benefits will be self-insured by your Plan Sponsor. Kaiser Permanente Insurance Company will provide certain administrative services for the Plan and
will not be an insurer of the Plan or financially liable for health care benefits under the Plan.
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About these Coverage Examples:

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

Peg is Having a Baby

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

B The plan’s overall deductible $2,000
B Specialist copayment $35
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of awell-
controlled condition)

B The plan’s overall deductible $2,000
B Specialist copayment $35
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost | $12700  Total Example Cost ~ $5,600
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing

Deductibles $2,000 Deductibles $800
Copayments $400 Copayments $1,300
Coinsurance $1,800 Coinsurance $0

What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $4,200 The total Joe would pay is $2,100

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
M The plan’s overall deductible $2,000
B Specialist copayment $35
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

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

Total Example Cost \ $2,800

In this example, Mia would pay:
Cost Sharing

Deductibles $2,000

Copayments $300

Coinsurance $0
What isn’t covered

Limits or exclusions $0

The total Mia would pay is $2,300
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HELP IN YOUR LANGUAGE:

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal and state civil rights law and does not discriminate or
exclude people or treat them less favorably on the basis of race, color, national origin (including limited English proficiency and primary
language), ancestry, age, disability, or sex (including sex characteristics, intersex traits; pregnancy or related conditions; sexual orientation;
gender identity, gender expressions, and sex stereotypes), religion, creed or marital status.

KPIC
e Provides no cost auxiliary aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters

o Written information in other formats, such as large print, audio, braille and accessible electronic formats

e Provides no cost language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call: 1-866-213-3062 (TTY: 711)

ATTENTION: If you speak English, language assistance services including appropriate auxiliary aids and services, free of charge, are
available to you. Call 1-866-213-3062 (TTY: 711).

AMCE (Amharic) MAAN,L:- ATICET PUTI4 PIT +IN, PUF 8T APCEPTF AT ATARFTY IR PRTIR ACSF ATAIRTTF NI1R AACNP
275 ks 0P, 1-866-213-3062 (TTY: 711) LLM-Ar=:

(TTY: 711) 1-866-213-3062 5 52 Josil . aally &l il 5 &y salll e Lusall ilodas (fd iy jall Gaaaii < 13) 140 gala (Arabic) ds ol

Zuytpklh (Armenian) NRCUNMNPE3NPU. tpt huytpkb Ep jununid, dtiq hwdwp dwwngkh Bu (kquljut wowljgnipjut
widdwp swnwynipjniutkp, tkpwpjw) hwdwywnwupwt odwinul Uhongubp b swnwynipiniuttp: Quuquhwptp
1-866-213-3062 htinwunuwhwdwpny (TTY 711):

‘Baso-Wudu (Bassa) DYEBE-GBO-DE-DS: O ju ké m dyi Baso-Wudu po-ny? juin, wudu-xwiniin mu zaz bé ké gbo-kpa-kpa o ké kiia tdd
bé se widi. pé€-pee do kdee ni b6 m bii. Ba 1-866-213-3062 (TTY: 711).

JISAT (Bengali) WINTCRTST fA=: SN I 1567 SIErg 21 06T, SR AN ATITGAIT STRTF BAFIY & (7T, STX I AT
AT (TS AN | Fe FP 1-866-213-3062 (TTY: 711).

3 (Chinese) T : WIREEEAERE TS > L] IR EEGE S BIIRES - EFEEERVEBI SRS - 55%(81-866-213-3062 (TTY: 711) -
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L8 e D18 Ol iy 2 Q1 &) sem 4 canilin ila Lo 5 a8l i ¢l ) (il xS land 1S e Cumaa i ) 42 R) 14a.s (Farsi)
ATTY: 711) 2050 e 1-866-213-3062 o o

Francais (French) ATTENTION : si vous parlez francais, des services d'assistance linguistique, notamment des aides et des services
auxiliaires adaptés, sont mis gratuitement a votre disposition. Appelez le 1-866 213-3062 (TTY : 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit entsprechenden Hilfsmitteln und
Dienstleistungen kostenfrei zur Verfugung. Bitte wahlen Sie die 1-866-213-3062 (TTY: 711).

1%l (Gujarati) tlel AW %] dA Al wlladl €ld, dl ALY HSIUS USIU W AdI], AUlSdefl ML ASI™ AdIA], dHIRIHIR Hsd
Gudod 8. s1¢ 52| 1-866-213-3062 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale kreydl ayisyen, gen sévis asistans lengwistik ansanm ak &d epi sévis ki gen rapo
ak sa yo, ki disponib pou ou san w p ap peye. Rele 1-866-213-3062 (TTY: 711).

& (Hindi) € &: 3R 39 ey atera €, ot 3maeh T 3ugerd @gre 39ur 3R Farsit |fgd ST Feraar dard
HF 3Tt &1 1-866-213-3062 (TTY: 711) W il H|

Hmoob (Hmong): CEEB TOOM: Yog tias koj hais lus Hmoob, muaj cov kev pab txhais lus uas pab dawb rau ko;j.
Hu rau 1-866-213-3062 (TTY: 711).

Igbo (Igbo) Gee nti: O buru na ina-asu asusu Igbo, oru enyemaka asusu gunyere oru na enyemaka kwesiri ekwesi, di n’efu, di maka gi.
Kpoo 1-866-213-3062 (TTY: 711).

Italiano (Italian) ATTENZIONE: Se parla italiano, pud usufruire gratuitamente dei servizi di assistenza linguistica compresi gli opportuni
aiuti e servizi ausiliari. Chiami il numero 1-866-213-3062 (TTY: 711).

HZAFE (Japanese) BAILHE : HAGEZFET A, WU RMBIEROY —E XA 2505 — e AR e Cigfit S £ 9, &R
1-866-213-3062 (TTY: 711).

121 (Khmer) g™ GHSMAaN: (UASIOEASUNWM NS INSYSSWwMmMan I8SiRguUmMIM SHINRYRSWIEIY]
INWBSAHIY SMGIBRSUENULAY gy giunisiiue 1-866-213-3062 (TTY: 711)

&=o] (Korean) &3L: gh=10] & FALSIAI = A9, A3 B 77| 9f My 27 23 o] A Au| 27t F 52 Ay
1-866-213-3062(TTY: 711)H 0. 2 A 3}3}4 A Q..
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W9I99290 (Laotian) tw7ecmo: 17U191c59WI99970, 2:B0INIVFOLCHDNIVWIFI 20LUIOOIVFOBCTD I

03NS LHINJOLDNOVVCTONT. L9 1-866-213-3062 (TTY: 711).

Naabeehé (Navajo) BEE ADIIT’ANI: T'aa shoodi éi Diné bizaad bee yanitti’, t'aa iiyisi dé6 ch’iyaan yahoot'éét niha shikaadéét dah naasha.
Doo baa akét’éego niha bagah daniidljj’. Haala 1-866-213-3062 (TTY: 711).

9T (Nepali) &arer Reaei: IS durs SuTell Siosiges Aol 3UIed el ATUAgE I HAEE Aledehl AT T HaT duigel arfer
foT:9[ceh 3ucistr T 1-866-213-3062 (TTY: 711) AT Blel IeigIH|

Afaan Oromoo (Oromo) FUULEFFANNAA: Afaan Oromoo dubbattu yoo ta’e, tajaajiloonni afaanii meeshaalee fi tajaajiloota gaama
miidhamtootaaf mijaa’oo ta’an dabalatee, kaffaltii irraa bilisa karaa ta’een, ni argamu. Bilbilaa 1-866-213-3062 irratti (TTY: 711).

Portugués (Portuguese) ATENCAO: Se vocé fala portugués, servicos de assisténcia de idioma, incluindo recursos e servicos auxiliares
adequados, estéo disponiveis gratuitamente para vocé. Ligue para 1-866-213-3062 (TTY: 711).

AT (Punjabi) fimirs fe6: Agg 37T Urrsh 588 J, 37 393 39 ga< AJ'ed GUads’ ANS 3T A3 ATe He3 g GussT Ia)
1-866-213-3062 (TTY: 711) 3 IS I

Romaéana (Romanian) ATENTIE: Daca vorbiti limba roméana, va sunt disponibile in mod gratuit servicii de asistenta lingvistica, inclusiv
ajutoare si servicii auxiliare adecvate. Sunati la numarul 1-866-213-3062 (TTY: 711).

Pyccknn (Russian) BHUMAHMUE: ecnu Bbl roBopute No-pyccku, Bbl MOXETE NONy4MTb 6ecnnaTtHble yCrnyrm a3blKOBOW NOAOEPXKKN,
BKIOYasi COOTBETCTBYIOLLME BCNOMOraTesnbHble cpeacTea nycnyru. 3BoHnte no tenedoHy 1-866-213-3062 (TTY: 711).

Espaiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicién servicios de asistencia lingiiistica que incluyen aparatos y
servicios auxiliares adecuados y gratuitos. Llame al 1-866-213-3062 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung kayo ay nagsasalita ng Tagalog, ang mga serbisyo ng tulong sa wika, kabilang ang mga naaangkop
na karagdagang tulong at serbisyo, na walang bayad, ay available sa inyo. Tumawag sa 1-866-213-3062 (TTY: 711).

g (Thai) vunawia: Mavinuwan1s ' lne vinusuisazasuusnshiawmdasiunimn Nuisieiashamiauasudnisiduiviansau lans
Tisadasanunaiay 1-866-213-3062 (1329 TTY: 711)

YkpaiHcbka (Ukrainian) YBATIA! Akwo Bu Bonogiete ykpaiHCbKOK MOBOK, BaM AOCTYMHI 6€3KOLWTOBHI NOCNYr 3 MOBHOT 4OMOMOTMU,
BKIOYHO i3 BigNOBIAHOK A0AATKOBOK AOMNOMOro 1a nocnyramu. TenedgoHynte 1-866-213-3062 (TTY: 711).

1-866-213-30621 -Lx» iy S o cim sbaa S cciland 5l YT (5302l st anlia Jgads ccilond (S el il 5 Gn g 50l of S11aa aagd (Urdu) s
S JS L (TTY: 711)
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Tiéng Viét (Vietnamese) CHU Y: Néu noi tiéng Viét, quy vi co thé si dung cac dich vy hd tro ngén ngtr mién phi, bao gom cac dich vu va
phwong tién ho trg phu hgp. Goi s 1-866-213-3062 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Bi o ba I& so &édé Yoruba, awon étod iranléwo &de, titi kan awon ohun €lo ati isé iranléwé té ye wa fan o 16féé.
Pe 1-866-213-3062 (TTY: 711).
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NONDISCRIMINATION NOTICE:

If you believe that KPIC has failed to provide these services or discriminated in another way on the basis of national origin, ancestry,
age, disability, sex, religion, creed, or marital status, you can file a grievance by mail or phone with your home region Civil Rights

Coordinator office:

You can also file a civil rights complaint with the U.S.

Colorado

Georgia

Northwest

KPIC Civil Rights Coordinator
PO Box 378066
Denver, CO 80237-8066

Fax: 1-866-466-4042
Phone: 1-855-364-3184

KPIC Civil Rights Coordinator
Nine Piedmont Center

3495 Piedmont Rd NE
Atlanta, GA 30305-1736

Fax: 1-404-949-5001
Phone: 1-855-364-3185

KPIC Civil Rights Coordinator
500 NE Multnomah St.,

Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239
Phone: 1-866-616-0047

California

Mid-Atlantic (DC, MD, VA)

Washington

KPIC Civil Rights Coordinator
PO Box 1809
Pleasanton, CA 94566

Fax: 1-888-987-2252
Phone: 1-800-788-0710

KPIC Civil Rights Coordinator
PO Box 1809
Pleasanton, CA 94566

Fax: 1-888-987-2252
Phone: 1-800-788-0710

KPIC Civil Rights Coordinator
P.O. Box 34593
Seattle, WA 98124-1593

Fax: 1-206-630-1859
Phone: 1-866-458-5479

Department of Health and Human Services, Office for Civil Rights:

e By completing the complaint form and submitting the form to:

The U.S. Department of Health and Human Services

200 Independence Avenue SW, Room 509F, HHH Building
Washington, DC 20201
Phone: 1-800-368-1019
Phone (TDD): 1-800-537-7697

Complaint forms can be found online:
http://www.hhs.gov/ocr/office/file/index.html.

e Or, electronically by submitting your complaint through the Office for Civil Rights Complaints Online Portal:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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