
Clayton County - Active & Pre Medicare Retiree Plan

Georgia
HMO

Group Number(s):238

Effective Dates: June 1, 2011 to May 31,2012

'Generallnformaticm

Website www.kp.org

Member Services Number (404)261-2590; (888)865-5813 toll-free

Member Services Weekday Hours Monday-Friday 8:00 a.m. until 8:00 p.m.

Member Services Weekend Hours Saturday and Sunday 8:00 a.m. until 8:00 p.m.

Annual Deductible: Individual/Family Not applicable

Annual Out-of-focket Max: Individual/Family
,.office Visits (OutpCJtient) ,

Primary Care $20 capay

Specialty Care $35 capay

Preventive Care Covered 100%

Scheduled Prenatal Visits and 1st Postpartum Visit 100% covered for routi ne care

Well-Baby Care Covered 100%

Vision Exam - Optometrist $35 capay, includes refractions

Vision Exam - Ophthalmologist $35 copay

Physical and Occupational Therapy

Speech Therapy

$35 copay, 30 visits per calendar year, combined

$35 capay, 30 visits per calendar year

OU,tpatientiAmbuLat()ry Surgery
Lab and X-Ray

Laboratory 100% covered in office; $100 copay in hospital outpatient setting

X-Ray 100% covered in office; $100 copay in hospital outpatient setting

MRI/CT/PET/Nuclear Medicine
Emerg~ricy.~·ar~;··

capay in hospital UUlIJdILl""

Ambulance (Ground or Air) $50 capay (per trip)

Emergency Room $75 capay; waived if admitted

Urgent Care
Hospital Care (Inpatient)

rlA'~inn",I'Arl facilities

Inpatient $200 capay

Delivery and Inpatient Baby Care Plan pays 100%

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, cost sharing, out-of-pocket maximums, exclusions, or limitations, nor does it list
all benefits and cost sharing, For a complete explanation, please refer to the applicable EOC, or to the Disclosure Form for California, or to the Member Handbook for Hawaii.
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•••~w~ KAISER PERMANENTE®
Clayton County - Active & Pre Medicare Retiree Plan
Effective Dates: June 1, 2011 to May 31,2012

Georgia
HMO

Group Number(s):238

Mental Health and Chemical Dependency

Mental Health Outpatient (Individual) $20 capay, unlimited visits per year

Mental Health Outpatient (Group) $10 capay, unlimited visits per year

Mental Health Inpatient $200 capay, unlimited days per year

Chemical Dependency Outpatient (Individual) $20 capay, unlimited visits per year

Chemical Dependency Outpatient (Group) $20 capay, unlimited visits per year

Chemical Dependency Inpatient

Prescription Drugs
Excluded

Pharmacy/Retail: Generic $15 capay at Kaiser Permanente Pharmacies & $21 capay at Network Pharmacies

Pharmacy/Retail: Preferred Brand $25 copay at Kaiser Permanente Pharmacies & $31 capay at Network Pharmacies

Pharmacy/Retail: Non-Preferred Brand Excluded

Pharmacy/Retail: Day Supply 30 Day Supply

Mail Order - Generic $30 capay through Kaiser Permanente Pharmacies only

Mail Order - Preferred Brand $50 copay through Kaiser Permanente Pharmacies only

Mail Order - Non-Preferred Brand Excluded

Mail Order - Day Supply

Other
90 Day SUr:>Ply

Skilled Nursing Facility (SNF) 100% covered, up to 100 days per calendar year

Infertility Services 50% covered for treatment and reproductive diagnostic testing

Hospice Care 100% covered

Home Health Care
100% covered, limited to part-time intermittent care, as defined by Medicare.

Private Duty nursing not covered.

Durable Medical Equipment (DME) 100%

Chiropractic Care $20 capay per visIt, limited to 30 visits per calendar year
Additional Information
Thisls a summaryof yourbenefits and their copayments.This is not a contract.A complete list, exclusions,and limitationsarecontained in the
GroupAgreement we havewith your employerand the Evidenceof Coverageyouwill receive. In the case ofa conflict betweenthis benefitchart
the Evidenceof Coverage,the Evidenceof Coveragewill prevail. For specificquestionsabout coverage,please ask your employer'sbenefitsoffice or
contact Kaiser PermanenteCustomerService at (404)261-2590. Benefitsare subject to approval by the GeorgiaDepartmentof Insurance.
We do not cover the followingservices under this plan. For a complete list of exclusionsand limitations, refer to your Evidenceof Coverage:Services
that are not medicallynecessary;Certain examsand other Servicesrequired for obtainingor maintainingemployment,for insuranceor licensing,for
foreign travel, on court order or for parole or probation: Cosmetic services: Expartmental or investigational servtcas: Eye surgery, such as laser
surgery, radial keratotomyto correct refractivedefects; Services related to the treatment of morbidobesity (except certain healtheducationprograms
are covered);Routine foot care; Sexual reassignmentservices; Reversalof voluntary infertility;Transportationand lodging expenses;
For details on the benefit and claims reviewand adjudicationprocedures,please refer toyour Evidenceof Coverage.
Kaiser Permanentemaintainspolicies regardingthe confidentiality,protection,and disclosureof personal healthand member identifiableinformation,
including policies related to access to medical records. If you havequestionsabout our policiesand proceduresto maintain the confidentialityof
personal informationor would like a more comprehensivenotice describinghow Kaiser Permanentecollects and uses personal information,pleasecall
CustomerServiceat (404)261-2590.

This is a summaryof the most frequentlyasked-aboutbenefits. This chart does not explain benefits, cost sharing, out-of-pocketmaximums,exclusions,or limitations,nor does it list
all benefitsand cost sharing. For a completeexplanation,please refer to the applicable EOC,or to the DisclosureForm for California,or to the MemberHandbookfor Hawaii.
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