A BETTER WAY TO TAKE CARE OF BUSINESS

2023 RENEWAL PORTFOLIO | VIRGINIA

Changes to 2023 Benetfits

Virginia—DHMO
Small employer group changes for contracts renewing

on or after January 1, 2023

This document provides an overview of changes Kaiser Foundation
Health Plan of the Mid-Atlantic States, Inc., is making to your small
group DHMO health plan offerings effective upon your group’s 2023
renewal date.

The following changes apply to all DHMO plans unless
otherwise noted:

Prescription Drugs

» The list of prescription drugs covered under the health plan’s
prescription drug plan will close, thus requiring medical necessity
for coverage of drugs not on the formulary.

The changes outlined below apply to the specified health plans
as follows:

KP VA Platinum 500/20/Vision

» Laboratory Outpatient and Professional Services: copay per visit
increased from $20 to $30

KP VA Gold 500/20/Vision

» Self-Only Out-of-Pocket Maximum: increased from $6,400 to $6,600
per individual

kp.org/choosebetter

For more information, please
refer to your Summary of
Benefits and Coverage (SBC)
and/or your Evidence of
Coverage (EOC).
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» Family Out-of-Pocket Maximum: increased from $12,800 per family
to $13,200 per family (not to exceed $6,600 for any one family

member)

» Specialty Care Office Visit: copay per visit increased from $40
to $50

» Copay per visit increased from $40 to $50 for the following benefits:
e Allergy Services (Evaluation and Treatment)
e Dialysis
* Accidental Dental Injury Services office visit
e Telemedicine Services provided by the specialty care provider
* Therapy: Radiation and Chemotherapy visit
e After-Hours Urgent Care or Urgent Care Center
e Vision Services: Ophthalmologist
e Sleep Studies
e Private Duty Nursing
e Transplant Dental Services office visit
* Habilitative and Rehabilitation Services
* Chiropractic Services
e Early Intervention Services
* Pulmonary Rehabilitation
* Laboratory Outpatient and Professional Services:

* X-rays and Diagnostic Imaging

Prescription Drugs
» Plan Pharmacy copays changed as follows:

* Tier 2 Drugs: copay per 30-day prescription changed from $50
to $70 and 90-day changed from $100 after deductible to $140
after deductible

» Participating Pharmacy copays changed as follows:

e Tier 2 Drugs: copay per 30-day prescription increased from
$60 to $80 and copay per 90-day prescription increased from
$120 to $160
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» Mail Order copays changed as follows:
e Tier 2 Drugs: copay per 30-day prescription changed from $50
to $70 and 90-day changed from $75 to $105

KP VA Gold 1000/20/Vision

» Self-Only Out-of-Pocket Maximum: increased from $6,400 to $6,900

per individual
» Family Out-of-Pocket Maximum: increased from $12,800 per family

to $13,800 per family (not to exceed $6,900 for any one family member)
Prescription Drugs
» Plan Pharmacy copays changed as follows:

e Tier 2 Drugs: copay per 30-day prescription changed from $50
to $70 and 90-day changed from $100 after deductible to $140
after deductible

» Participating Pharmacy copays changed as follows:

e Tier 2 Drugs: copay per 30-day prescription increased from $60
to $80 and copay per 90-day prescription increased from $120
to $160

» Mail Order copays changed as follows:
e Tier 2 Drugs: copay per 30-day prescription changed from $50
to $70 and 90-day changed from $75 to $105

KP VA Gold 1500/20/Vision

» Self-Only Out-of-Pocket Maximum: increased from $6,400 to $7,200
per individual

» Family Out-of-Pocket Maximum: increased from $12,800 per family
to $14,400 per family (not to exceed $7,200 for any one family member)

KP VA Silver 1800/40/Vision (formerly KP VA Silver 1750/40/
Vision)
» Self-Only Deductible: increased from $1,750 to $1,800 per individual

» Family Deductible: increased from $3,500 to $3,600 per family
(not to exceed $1,800 for any one family member)
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» Self-Only Out-of-Pocket Maximum: increased from $8,700 to $9,100

per individual

» Family Out-of-Pocket Maximum: increased from $17,400 to $18,200

per family (not to exceed $9,100 for any one family member)

» Specialty Care Office Visit: copay per visit changed from $60 to $50
after deductible

» Copay per visit changed from $60 to $50 after deductible for the

following benefits:
e Allergy Services (Evaluation and Treatment)
e Dialysis
* Accidental Dental Injury Services office visit
e Telemedicine Services provided by the specialty care provider
* Therapy: Radiation and Chemotherapy visit
e After-Hours Urgent Care or Urgent Care Center
* Vision Services: Ophthalmologist
e Sleep Studies
® Private Duty Nursing
* Transplant Dental Services office visit

» Outpatient Facility fee: copay per visit increased from $250 after
deductible to $350 after deductible

KP VA Silver 2750/40/Vision (formerly KP VA Silver 2750/30/
Vision)
» Self-Only Out-of-Pocket Maximum: increased from $8,700 to $9,100
per individual

» Family Out-of-Pocket Maximum: increased from $17,400 to $18,200
per family (not to exceed $9,100 for any one family member)

» Emergency Room: copay per visit increased from $400 after
deductible to $450 after deductible

» Primary Office Visit: copay per visit increased from $30 to $40
» Copay per visit increased from $30 to $40 for the following benefits:

e Allergy injection visit and serum
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e Autism Spectrum Disorder (ASD)
e Medical Nutrition Therapy & Counseling
* Mental Health Services and Substance Use Disorder office visit
* Vision Services — Optometrist
» Outpatient Facility Fee: copay per visit increased from $250 after
deductible to $350 after deductible
Prescription Drugs
» Rx Deductible: increased from $250 to $500
» Plan Pharmacy copays changed as follows:

e Tier 1 Drugs: copay per 30-day prescription increased from $20
to $25 and 90-day changed from $100 after deductible to $140
after deductible

e Tier 2 Drugs: copay per 30-day prescription increased from
$50 after Rx deductible to $60 after Rx deductible and 90-day
changed from $100 after deductible to $120 after deductible

» Participating Pharmacy copays changed as follows:

e Tier 1 Drugs: copay per 30-day prescription increased from $30
to $35 and copay per 90-day prescription increased from $60
to $70

* Tier 2 Drugs: copay per 30-day prescription increased from $60
after Rx deductible to $70 after Rx deductible and copay per
90-day prescription increased $120 after Rx deductible to $140
after Rx deductible

» Mail Order copays changed as follows:

e Tier 1 Drugs: copay per 30-day prescription changed from $20
to $25 and 90-day changed from $30 to $38

e Tier 2 Drugs: copay per 30-day prescription increased from $50
after Rx deductible to $60 and 90-day increased from $75 after
Rx deductible to $90 after Rx deductible
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KP VA Bronze 7000/0%/HSA/Vision (formerly KP VA Bronze
8700/0%/Vision)
» Self-Only Deductible: decreased from $8,700 to $7,000 per
individual
» Family Deductible: decreased from $17,400 to $14,000 per family
(not to exceed $7,000 for any one family member)

» Self-Only Out-of-Pocket Maximum: decreased from $8,700
to $7,000 per individual

» Family Out-of-Pocket Maximum: decreased from $17,400 to $14,000
per family (not to exceed $7,000 for any one family member)

Please note that the KP VA Bronze 8700/0%/Vision plan will not
be offered in 2023. This plan has been replaced by KP VA Bronze
7000/0%/HSA/Vision.

kp.org/choosebetter 8% KAISER PERMANENTE.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan)
complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Kaiser Health Plan does
not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex. We also:

* Provide no cost aids and services to people with disabilities to communicate
effectively with us, such as:
» Qualified sign language interpreters
«  Written information in other formats, such as large print, audio, and
accessible electronic formats

* Provide no cost language services to people whose primary language is not
English, such as:
* Qualified interpreters
» Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711)

If you believe that Kaiser Health Plan has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability,
or sex, you can file a grievance by mail or phone at: Kaiser Permanente, Appeals and
Correspondence Department, Attn: Kaiser Civil Rights Coordinator, 2101 East
Jefferson St., Rockville, MD 20852, telephone number: 1-800-777-7902.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail or phone at: U.S. Department of Health and Human Services,

200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

In the event of dispute, the provisions of the approved English version of the form will
control.

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-800-777-7902 (TTY: 711).

A71CT (Amharic) “I03@q: 0915151 £7% AICE 1 SHCHI° AC/T LCB-PF 1R ALTHPT
FHIBAPA: OFL TLntAD: PC LR 1-800-777-7902 (TTY: 711).

A dhadl laally @l ) 635 4 sall) sac Lusall Cladd (8 ¢l yall duaati S 13) 1403 gala (Arabic) 4l
(711 :TTY) 1-800-777-7902

‘Bas3d Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké m Basdd-wudu-po-nyd ju ni,

nii, @ wudu ka ko do po-pod béin m gbo kpaa. Ba 1-800-777-7902 (TTY: 711)

aren (Bengali) 787 w5 3% oS ke, 331 3@ NET, SRE fAwey oF WRel AREEAr S anwl
@m s 1-800-777-7902 (TTY: 711)

13X (Chinese) XK : WFTMH BT MR BEGE SRR - FEE
1-800-777-7902 (TTY : 711) -
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el 8 L (sl 0 I8 o ey (L) e i€ o KA )8 ()40 R) 14 (Farsi)
2,80 ol (711 :TTY) 1-800-777-7902 L .23l

Francais (French) ATTENTION: Si vous parlez frangais, des services d'aide linguistique
vous sont proposés gratuitement. Appelez le 1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 1-800-777-7902 (TTY: 711).

%Ll (Gujarati) % oll: %l A %Al lecll &), Al [A:ges eunl AUslA AcA
dAHIRL M2 Gudo 8. Slot 531 1-800-777-7902 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d
pou lang ki disponib gratis pou ou. Rele 1-800-777-7902 (TTY: 711).

f=al (Hindi) &rer &: aife; 3ma &) aeral § oY 31mueh forw o 3 H191 Herian dard suciey
&1 1-800-777-7902 (TTY: 711) WX il |

Igbo (Igbo) NRUBAMA: O buru na j na asu Igbo, oru enyemaka asusu, n’efu, diirj gi.
Kpoo 1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili
servizi di assistenza linguistica gratuiti. Chiamare il numero 1-800-777-7902 (TTY: 711).

BAEE (Japanese) EEEH : HAGEAZ G SN D50, RO SR HRE TRV
7 E9, 1-800-777-7902 (TTY: 711) £ T, BEFHIC T ITHEHAE I ZE WY,

20| (Korean) ¢]: #h=0] & ARE3HAI = 44, 2lo] A9 AH|~8 FER o] 4544
T AHFYT. 1-800-777-7902 (TTY: 711) Ho 2 Hsla] T4 A ..

Naabeeho (Navajo) Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee
aka’anida’awo’déé’, t’aa jiik’eh, éi na holg, koji’ hodiilnih 1-800-777-7902 (TTY: 711).
Portugués (Portuguese) ATENCAO: Se fala portugués, encontram-se disponiveis
servicos linguisticos, gratis. Ligue para 1-800-777-7902 (TTY: 711).

Pycckun (Russian) BHUMAHME: ecnu Bbl roBOpUTE Ha PYCCKOM S3bIKE, TO BaMm
AOCTynHbl 6ecnnaTtHble ycnyrn nepesoga. 3soHunte 1-800-777-7902 (TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al 1-800-777-7902 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit
ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-777-7902 (TTY: 711).

g (Thai) Bau: dsiaauyanlng aadrunsalduinaistiamdamane’lans Tns
1-800-777-7902 (TTY: 711).

JIS - G i e Cibe lasd (S o (S o) S O 5w s 53,0 I K)ol (Urdu) s
(711 :TTY) 1-800-777-7902 . S

Tiéng Viét (Vietnamese) CHU Y: Néu ban néi Tiéng Viét, c cac dich vu hd tro ngén
ng® mién phi danh cho ban. Goi s6 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin
0. E pe ero ibanisoro yi 1-800-777-7902 (TTY: 711).
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