Disclosure Form Part One

21594 STATE CENTER COMMUNITY COLLEGE
Home Region: Northern California

Principal benefits for
Kaiser Permanente Deductible HMO Plan (10/1/21—9/30/22)

Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.

Out-of-Pocket Maximum(s) and Deductible(s)

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation
Period once you have reached the amounts listed below.

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services you receive
during the Accumulation Period until you reach the deductible amounts listed below. All payments you make toward your deductible(s)
apply to the Plan Out-of-Pocket Maximum amounts listed below.

Self-Only Coverage Family Coverage Family Coverage
Amounts Per Accumulation Period . Each Member in a Family of | Entire Family of two or more
(a Family of one Member)

two or more Members Members
Plan Out-of-Pocket Maximum $4,000 $4,000 $8,000
Plan Deductible $2,000 $2,000 $4,000
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits ............ccccccoueee. $20 per visit (Plan Deductible doesn’t apply)
Most Physician Specialist ViSits..........ccoiuiiiiiiiiiiii e $20 per visit (Plan Deductible doesn’t apply)
Routine physical maintenance exams, including well-woman exams ....................... No charge (Plan Deductible doesn’t apply)
Well-child preventive exams (through age 23 months).........ccocccviiiiieiiiiiieecee No charge (Plan Deductible doesn’t apply)
Family planning counseling and consultations ... No charge (Plan Deductible doesn’t apply)
Scheduled prenatal Care eXams ..........ooiii i No charge (Plan Deductible doesn’t apply)
Routine eye exams with a Plan Optometrist...........cccooi i, No charge (Plan Deductible doesn’t apply)
Urgent care consultations, evaluations, and treatment.............cc.ccccoooiiiiiiicnneen, $20 per visit (Plan Deductible doesn’t apply)
Most physical, occupational, and speech therapy ...........ccccoeiiiniiiiiieinii e, $20 per visit after Plan Deductible
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures .............cccccoiiiiiiinn.n. 20% Coinsurance after Plan Deductible
Allergy antigens (including administration) ...........ccocceveiiieiiie e No charge after Plan Deductible
Most immunizations (including the vacCing) ...........ccccceiiieiiiiiiii e No charge (Plan Deductible doesn’t apply)
Most X-rays and [aboratory tests ............cccuuiiiiiiiiiiiie e $10 per encounter after Plan Deductible
Preventive X-rays, screenings, and laboratory tests as described in the EOC .......... No charge (Plan Deductible doesn’t apply)
MRI, MOst CT, @Nd PET SCANS .....uuvviiiiieieiiiiieee ettt e e e ee e e e e e e e e e eas 20% Coinsurance up to a maximum of $50 per

procedure after Plan Deductible

Hospitalization Services You Pay
Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs............... 20% Coinsurance after Plan Deductible
Emergency Health Coverage You Pay
Emergency Department VISItS..........ccccoooiiiiiiiiiiiiee e 20% Coinsurance after Plan Deductible

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share instead of
the Emergency Department Cost Share (see “Hospitalization Services” for inpatient Cost Share)

Ambulance Services You Pay
AMDUIANCE SEIVICES ..ottt et e e e e e s et e e e s eennaeeaeeeas $150 per trip after Plan Deductible
Prescription Drug Coverage You Pay
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items at a Plan Pharmacy ..o $10 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Most generic refills through our mail-order service...........oooceeiiiiiiiee e $20 for up to a 100-day supply (Plan Deductible
doesn’t apply)
Most brand-name items at a Plan Pharmacy ...........ccoiiiiiiiicice e $30 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Most brand-name refills through our mail-order service ...........cccccooeeiiiiiniicenneen. $60 for up to a 100-day supply (Plan Deductible
doesn’t apply)
Most specialty items at a Plan Pharmacy ...........cccoce i 20% Coinsurance (not to exceed $150) for up to a
30-day supply (Plan Deductible doesn’t apply)
Durable Medical Equipment (DME) You Pay
DME items as described in the EOC ............cocciiiiiiiiiienienee e 20% Coinsurance (Plan Deductible doesn’t apply)

(continues)




Disclosure Form Part One (continued)
Mental Health Services You Pay
Inpatient psychiatric hospitalization ... 20% Coinsurance after Plan Deductible
Individual outpatient mental health evaluation and treatment...........cccccvvveee. $20 per visit (Plan Deductible doesn’t apply)
Group outpatient mental health treatment ..., $10 per visit (Plan Deductible doesn’t apply)
Substance Use Disorder Treatment You Pay
Inpatient detoXification .............ooo e 20% Coinsurance after Plan Deductible
Individual outpatient substance use disorder evaluation and treatment.................... $20 per visit (Plan Deductible doesn’t apply)
Group outpatient substance use disorder treatment.............c.ccccooviiiini $5 per visit (Plan Deductible doesn’t apply)
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period)...........cccceviiiineiinnnen. No charge (Plan Deductible doesn’t apply)
Other You Pay
Skilled nursing facility care (up to 100 days per benefit period) ..........ccccevvveeiicinnenne 20% Coinsurance after Plan Deductible
Prosthetic and orthotic devices as described inthe EOC...........cccccooiiiiiiiiininccnneen. No charge (Plan Deductible doesn’t apply)
Diagnosis and treatment of infertility and artificial insemination (such as outpatient

procedures or laboratory tests) as described in the EOC ..........c.ccocoiviiiiiiieeincinene 50% Coinsurance (Plan Deductible doesn’t apply)
Assisted reproductive technology (“ART”) SErviCes ........cccceeeviiiiiieeiiiiiee e Not covered
HOSPICE CAMB ....vieeieeeeeeeeeee ettt a e e et eaaeeeennreeeeeaans No charge (Plan Deductible doesn’t apply)

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-pocket
maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete explanation, please refer to
the EOC. Please note that we provide all benefits required by law (for example, diabetes testing supplies).

39999.123.2.5000628573 embedded




	Principal benefits for Kaiser Permanente Deductible HMO Plan
	Accumulation Period
	Out-of-Pocket Maximum(s) and Deductible(s)
	Disclosure Form Part One




Accessibility Report





		Filename: 

		2021 SCCCD HMO Low  DHMO Benefit Summary - Remediated.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top



