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a Blood, blood products, and their administration
* Medical supplies

» Physical, occupational, and speech therapy

» Respiratory therapy

Services not coverad under this "Skilled Nursing
Facility Care™ saction

Coverage for the following Services ig described in other
parts of thig "Benefits and Cost Sharing" section:

» Qutpatient imaging, laboratory, and special
procedures (refer to "Outpatient Imaging, Laboratory,
and Special Procedurea™)

Transplant Services

We cover trunsplants of organs, tissue, or bone marrow
if the Medical Group provides a written referral for care
to a transplant facility a8 described in "Medical Group
authorization procedure for certain referrals” under
"Getting a Referml” in the "How to Obtain Services"
section. ‘

After the referral to a ransplant facility, the following

applics:

» If cither the Medical Group or the referral facility
determines that you do not satisfy its respective
criteria for a transplant, we will only cover Services
yon receive before that determination is made

s Health Plan, Plan Hospitals, the Medical Group, and
Plan Physicians are not responsible for finding,
furnishing, or ensuting the availability of an organ,
tissue, or bone marow donor

» In accord with our guidelines for Services for living
transplant donors, we provide certain donation-related
Servicen for a donot, or an individual identified by
the Medical Group as a potential donor, whether or
not the donor is a Member. These Services must be
directly related to a covercd trunsplant for you, which
may include ceortain Services for harvesting the organ,
fissue, or bone marrow and for trestment of
complications. Our guidelines for donor Services are
available by calling our Member Service Call Center

For covered transpiant Services that you receive, you
will pay the Cost Sharing you would pay if the
Servicea were not related to a transplant.

We provide or pay for donation-related Services for
actual or potentinl donors (whether or not they are
Members) in accord with our guidelines for donor
Services at no charge (not subject to the Deductible).
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Services not covered under this “Transplant
Sarvices™ section

Coverage for the following Services is described in other
parts of this "Benefits and Cost Sharing" section:

s  Outpatient imaging and laboratory (refer fo
"Cratpatient Imaging, Laboratory, and Special
Procedurss™)

s Qutpatient prescripiion drugs (refer to "Outpatient
Prescription Drugs, Supplies, and Supplements™)

* Quipatient administered drugs (refer to "Outpatient
Care™)

Exclusions

The Services listed in this "Exclusions” scetion are
excluded from covorage. These exclusions apply o all
Services that would otherwise be covered under this
Membership Agreement and Evidence of Coverage.
"Additional exclusions that apply only io a particular
benefit are ligted in the description of that benefil in the
"Benefits and Cosl Sharing" section.

Artificial insemination and concaptlon by
artificial means

All Services relatad to artificial insemination and
conception by artificial means, such as: ovum
transplants, gamete intrafalloplan transfer (GIFT), semen
and eggs (and Services related to their procurement and
storage), in vitro fertilization (IVF), and zygote
inirafallopian transfer (ZIFT).

Certain exams and Sarvices

Physical sxgminations and other Services (1) required for
obteining or maintaining employment or participation in
employee programs, (2) required for insurance or
licensing, or (3) on court order or required for parole or
probation. This exclusion does not apply if a Plan
Physician determines that the Services are Medically
Necessary.

Chiropractic Services

Chiropractic Services and the Services of a chiropractor
except ag described in the "Chiropractic Servicea
Amendment.”

Cosmetic Services
Services that are imended primarily to change or
maintain your appearance, except for Services covered

Kaiger Pormanente for Individusls and Families Deductible 30/1500 Plan
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Member Service Call Center: foll free 1-800-484-2000 (TTY users call 1-800-777-1370)
waekdays 7 a.m.—7 p.m., weekends 7 a.m.~3 p.m. (except holidayy)

under "Recongtructive Surgery" and the following
prosthetic devices covered under “Progthetic and
Orthotic Devices" in the "Benefits and Cost Shering"
section: prostheses needed after a mastectorny and
prostheses to replace all or part of an external facial body
part that has been removed or impaired as a result of
disease, injury, or congenital defect.

Custodial care

Custodial care meaps assistance with activities of daily
living (for example: walking, getting in and cut of bed,
bathing, dressing, feeding, toileting, and taking
medicing), or care that can be performed safaly and
effsctively by psople who, in order to provide the care,
do not require medical licenses or certificates or the
presence of a supervising licensed nurse.

This exclusion does not apply to Services covered under
"Hospice Care" in the "Benefits and Cost Sharing"
section.

Dantal care

Dental care and dentsl X-rays, such as dental Services
following accidental injury to teeth, dental appliances,
dental imoplants, orthodontia, and dental Services
resulting from medical ireatment such as surgery on the
jawbone and radiation treatment, except for Senvices
covered under "Dental Services for Radintion Treatment
and Dental Anesthesia® in the "Benefits and Cost

Sharing"” saction.

Disposable supplias

Disposable supplies for home use, such as bandages,
gauze, tape, antiseptics, dresgings, Ace-type bandages,
and diapers, underpads, and other incontinence supplies.

This exclusion does not apply to disposable supplics
covered under "Durable Medical Equipment for Home
Use,” "Home Health Cars,” "Hospice Care,” "Ostomy
and Urological Supplies,” and "Cutpatient Prescription
Drugs, Supplies, and Supplements” in the "Benefite and
Cost Sharing" section.

Experimental or investigational Services

A Service is cxperimental or investigational if we, in
consultation with the Medical Group, determine that one
of the following is true:

s Generally accepted medical standerds do not
recognize it as safe and effective for treating the
condition i question (even if it has been authorized
by law for use in testing or other atudies on human
patients)

& It requires government approval that has not been
obtained when the Service is to be provided

Koaiser Papmanents for Individuals and Families Deductible 30/1500 Plan

This exclusion does not apply to any of the following:

s Experimental or investigational Services when an
investigational application has been filed with the
federal Food and Diug Administration (FDA) and the
manufaciurer or other source makes the Services
available to you or Kaiser Permanente through an
FDA-authorized procedure, except that we do not
cover Services that are customarily provided by
rezearch eponsors free of charge to enrollees in a
clinical triel or other investigational treatment
protocol

» Services covered under "Services Associated with
Clinical Trials" in the "Benefits and Cost Sharing"
section

Please refer to the "Dispute Resolution” section for
information about independent Medical Review related
10 denied requests for experimental or investigational
Services.

Eye surgery, eyegiasses and contact lensaes, and
contact lans eye examinations

» Services related to eye surgery or orthokeratologic
Services for the purpose of cotrecting refractive
defects such as myopin, hyperopis, or astigmatism

e Byeglass lenses and frames

« Contact lenses, including fitting and dispensing

s Hye examinations for the purpose of obtaining or
maintaining contact lenges

s Low vision devices

This exclusion does not apply to contact lenses to treat
aniridia or aphakia covered under "Outpatient Care” in
the "Benefits and Cost Sharipg" section.

Halr loss or growth treatment
Services for the promotion, prevention, or other
treatment of bair loss or hair growth.

Hearing alds
Hezring aids and tests to determine their efficacy, snd
hearing teats to detonmine an appropriate hearing aid.

This exclusion dues not apply to cochlear implanis and
ouseointegrated hearng devices covered under
"Prosthetic and Orthotic Devices” in the "Benefite and
Cost Sharing” section.

Infartility Services

Services related to the diagnosiz and treatment of
infertility.

Page 37
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intermecilate cara

Care in & licensed intermediate care facility. This
exclusior docs not apply to Services covered under
*Hospice Care" in the "Benefits and Cost Sharing”
soction,

Oral nutrition
Outpatient oral nutrition, such as dietary supplements,
herbal supplements, waight loss aids, formulas, and food.

This exclugion does not apply to any of the following:

» Amino acid-modified products and elementgl dietary
enteral formuta covered under "Cuipatient
Prescription Drugs, Supplies, and Supplements” in
the "Benefits and Cost Sharing" section

+ Enteral formula covered under "Prosthetic and
Orthotic Deviges" in the "Benafits and Cost Sharing”
section

Resldential care

Care in a facility where you stay overnight, except that
this axclusion does not apply when the overnight stay is
part of covered care in a hospital, a Skilled Nursing
Faoility, inpatient respite care covered in the "Hospice
C'are" section, a licensed facility providing crisia
residential Services covered under ¥ Inpatient psychiatric
hospitalization and intensive peychiatric treatment
programs” in the "Mental Health Services" section, ora
licensed facility providing transitional residential
recovery Services covered under the “Chemical
Dependency Servicos" section.

Routine foot care Services
Routine foot care Setvices that are not Medically
Necessaty.

Services not approved by the faderal Food and
Drug Administration

Drugs, supplements, tests, vaccines, devices, radioactive
materials, and any other Services that by law reguire
federal Food and Drug Administration (FDA) approval
in order to be sold in the U.S. but are not approved by the
FDA. This exclusion applies to Services provided
anywhere, even outside the U.5.

This exclusion does not spply to any of the following:

» Services covered under the "Emergency, Post-
Stabilization, and Out-of-Area Urgent Care from
Non-Plan Providers” section that you receive oulside
the U5,

» Experimental or investigational Services when an
investigational application has been filed with the
FDA and the manufacturer or other source makes the

Fage 38

A 005/005

Services available to you or Kaiser Pertnanchte
through an FDA-authorized procedure, except that we
do not cover Services that are customarily provided
by research sponsors free of charge to enrollees in a
clinical tria] or other investigational treatment
protocol

s Services covered under "Services Associated with
Cliniczl Triale" in the "Benefite and Cost Sharing”
rection

Pleaze refer to the "Dispute Resolution” section for
information about Independent Medical Review related
to denind requests for experimental or investigatiopadt
Services.

Sarvites related to a noncoverad Service

When a Service is not covered, all Services related to the
noncoversd Service are excluded, except for Services we
would otherwise cover to treat complications of the
noncovered Service,

8peach tharapy

Speech therapy Services to treat social, behavioral, or
cognitive delays i speech or language development
unless Medically Necessary.

Fourrogacy

Services for anyone in connection with a surrogacy
arrangement, except for otherwise-covered Services
provided to a Member who i a surrogate. A surrogacy
arrangement is one in which 8 wotnan (the surrogate)
agrees to become pregnant and to surrender the baby to
anpther person or persons who intend to raise the child.
Please rafer to "Surrogacy arrangements” under
"Reductions” in this "Exclusions, Limitations, apd
Reductions” section for information about your
obligations to us i connection with a surrogacy
arrangement, including your obligation to reimburse us
for any Services we cover.

Transgender surgery

Travel and lodging expensaos
Travel and lodging expenses, except that in some

" situations if the Medieat Group reiers you to a No—FPlan

Provider a5 described in "Medical Group authorization
procedure for centain referrals” under "Getting a
Referral” in the "How to Ohtzin Services” section, we
may pay certain expenses that we preauthorize it sccord
with our travel and lodging guidelines not subject to the
Deductitle, Qur travel and lodging guidelines are
available from onr Member Service Call Center.

Kaiser Permancnte for Individua'e and Families Deductible 30/1500 Plan




