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DENTAL PLAN BENEFIT SUMMARY

This “Benefit Summary,” which is part of this Evidence of Coverage (EOC), is a summary of answers to
the most frequently asked questions about benefits. This summary does not fully describe benefits,
limitations, or exclusions. To see complete explanations of what is covered for each benefit
(including exclusions and limitations), and for additional benefits that are not included in this
summary, please refer to the “Benefits,” “Exclusions and Limitations,” and “Reductions” sections of
this EOC. All Services are subject to the Copayments or Coinsurance.
Benefit Maximum
Per Member per Year
Dental Office Visit Charge
Per visit
Preventive and Diagnostic Services
Oral exam
X-rays
Teeth cleaning
Fluoride treatments
Space maintainers
Minor Restorative Services
Routine fillings
Restorations (plastic/acrylic and steel)
Simple extractions
Oral Surgery Services
Surgical tooth extractions, including diagnosis and evaluation
Major oral surgery
Periodontic Services
Diagnosis and evaluation
Treatment of gum disease
Scaling and root planing
Endodontic Services
Root canal, related therapy, including diagnosis and evaluation
Major Restorative Services
Noble metal gold or porcelain crowns
Inlays
Bridge abutments
Pontics
Removable Prosthetic Services
Full and partial dentures
Relines
Rebases
Emergency Dental Care
From Participating Providers
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None
You Pay
$5
You Pay
No additional charge
No additional charge
No additional charge
No additional charge
No additional charge
You Pay
20% Coinsurance
20% Coinsurance
20% Coinsurance
You Pay
20% Coinsurance
20% Coinsurance
You Pay
20% Coinsurance
20% Coinsurance
20% Coinsurance
You Pay
20% Coinsurance
You Pay
50% Coinsurance
50% Coinsurance
50% Coinsurance
50% Coinsurance
You Pay
50% Coinsurance
50% Coinsurance
50% Coinsurance
You Pay
Copayments or Coinsurance
that normally apply for nonemergency dental care Services.

From Non-Participating Providers outside the Service Area (coverage is limited to
$100 per incident)
Other Dental Services
(Not counted toward the Benefit Maximum)
Nightguards
Nitrous oxide
Adults and children age 13 years and older
Children age 12 years and younger
Dependent Limiting Age
General
Student
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All Charges over $100
You Pay
10% Coinsurance
$25
$0
26
26

TABLE OF CONTENTS
Introduction ......................................................................................................................1
Term of this EOC ....................................................................................................................................................... 1
About Kaiser Permanente .......................................................................................................................................... 1

Definitions .........................................................................................................................1
Premium, Eligibility, and Enrollment ..............................................................................4
Premium ....................................................................................................................................................................... 4
Who Is Eligible ............................................................................................................................................................ 4
General ................................................................................................................................................................... 4
Subscribers............................................................................................................................................................. 4
Dependents ........................................................................................................................................................... 4
When You Can Enroll and When Coverage Begins .............................................................................................. 5
New Employees and Their Dependents ........................................................................................................... 6
Open Enrollment ................................................................................................................................................. 6
Special Enrollment ............................................................................................................................................... 6
Adding New Dependents to an Existing Account .......................................................................................... 7
When Coverage Begins........................................................................................................................................ 7

How to Obtain Services ...................................................................................................8
Using Your Identification Card................................................................................................................................. 8
Choosing a Personal Care Dentist ............................................................................................................................ 8
Appointments for Routine Services ......................................................................................................................... 9
Getting Assistance ....................................................................................................................................................... 9
Emergency and Urgent Dental Care ........................................................................................................................ 9
In a Dental Emergency ........................................................................................................................................ 9
Obtaining Urgent Dental Care ........................................................................................................................... 9
Dental Appointment Center ............................................................................................................................. 10

Post-service Claims – Services Already Received .................................................... 10
What You Pay ................................................................................................................ 11
Copayments and Coinsurance ................................................................................................................................. 11
Benefit Maximum ...................................................................................................................................................... 11
Dental Office Visits .................................................................................................................................................. 11

Benefits .......................................................................................................................... 11
Preventive and Diagnostic Services ................................................................................................................. 11
Minor Restorative Services................................................................................................................................ 12
Oral Surgery Services ......................................................................................................................................... 12
Periodontic Services ........................................................................................................................................... 12
Endodontic Services .......................................................................................................................................... 12
Major Restorative Services ................................................................................................................................ 12
Removable Prosthetic Services......................................................................................................................... 12
EOLGDNT0117

Emergency Dental Care and Urgent Dental Care ......................................................................................... 13
Other Dental Services ........................................................................................................................................ 13

Exclusions and Limitations .......................................................................................... 14
Exclusions .................................................................................................................................................................. 14
Limitations.................................................................................................................................................................. 15

Reductions ..................................................................................................................... 15
Coordination of Benefits.......................................................................................................................................... 15
Definitions ........................................................................................................................................................... 15
Order of Benefit Determination Rules ........................................................................................................... 17
Effect on the Benefits of This Plan ................................................................................................................. 18
Right to Receive and Release Needed Information ...................................................................................... 19
Facility of Payment ............................................................................................................................................. 19
Right of Recovery ............................................................................................................................................... 19
Injuries or Illnesses Alleged to be Caused by Third Parties................................................................................ 19

Grievances, Claims, and Appeals ................................................................................ 20
Language and Translation Assistance..................................................................................................................... 21
Appointing a Representative ................................................................................................................................... 21
Help with Your Claim and/or Appeal ................................................................................................................... 21
Reviewing Information Regarding Your Claim .................................................................................................... 22
Providing Additional Information Regarding Your Claim ................................................................................. 22
Sharing Additional Information That We Collect ................................................................................................ 22
Claims and Appeals Procedures .............................................................................................................................. 23
Additional Review ..................................................................................................................................................... 29
Member Satisfaction Procedure .............................................................................................................................. 29

Termination of Membership ......................................................................................... 30
Termination due to Loss of Eligibility ................................................................................................................... 30
Termination for Cause.............................................................................................................................................. 30
Termination of Your Group’s Agreement With Us ................................................................................................ 31
Termination of a Product or All Products ............................................................................................................ 31

Continuation of Membership........................................................................................ 31
Continuation of Group Coverage under the Consolidated Omnibus Budget Reconciliation Act
(COBRA) .................................................................................................................................................................... 31
Federal or State-Mandated Continuation of Coverage ........................................................................................ 31
Uniformed Services Employment and Reemployment Rights Act (USERRA) .............................................. 32

Miscellaneous Provisions ............................................................................................ 32
Administration of Agreement ..................................................................................................................................... 32
Agreement Binding on Members ............................................................................................................................... 32
Amendment of Agreement ......................................................................................................................................... 32
Applications and Statements ................................................................................................................................... 32
EOLGDNT0117

Assignment ................................................................................................................................................................. 32
Attorney Fees and Expenses ................................................................................................................................... 32
Governing Law .......................................................................................................................................................... 32
Group and Members not Company’s Agents ....................................................................................................... 32
No Waiver .................................................................................................................................................................. 33
Nondiscrimination .................................................................................................................................................... 33
Notices ........................................................................................................................................................................ 33
Overpayment Recovery ............................................................................................................................................ 33
Privacy Practices ........................................................................................................................................................ 33
Unusual Circumstances ............................................................................................................................................ 33

EOLGDNT0117

INTRODUCTION

This Evidence of Coverage (EOC), including the “Benefit Summary” and any benefit riders attached to this EOC,
describes the dental care coverage of the Large Group Dental Plan provided under the Group Agreement
(Agreement) between Kaiser Foundation Health Plan of the Northwest and your Group. For benefits provided
under any other plan, refer to that plan’s evidence of coverage. In this EOC, Kaiser Foundation Health Plan
of the Northwest is sometimes referred to as “Company,” “we,” “our,” or “us.” Members are sometimes
referred to as “you.” Some capitalized terms have special meaning in this EOC; please see the “Definitions”
section for terms you should know. The benefits under this plan are not subject to a pre-existing condition
waiting period.
It is important to familiarize yourself with your coverage by reading this EOC, including the “Benefit
Summary,” completely, so that you can take full advantage of your Plan benefits. Also, if you have special
dental care needs, carefully read the sections applicable to you.

Term of this EOC

This EOC is effective for the period stated on the cover page, unless amended. Your Group’s benefits
administrator can tell you whether this EOC is still in effect.

About Kaiser Permanente

Kaiser Permanente provides or arranges for Services to be provided directly to you and your Dependents
through an integrated dental care system. Company, Participating Providers, and Participating Dental Offices
work together to provide you with quality dental care Services. Our dental care program gives you access to
the covered Services you may need, such as routine care with your own personal Participating Dentist and
other benefits described in the “Benefits” section.
For more information about your benefits, our Services, or other products, please call Member Services at
503-813-2000, outside the Portland area at 1-800-813-2000, and TTY at 711, or you may e-mail us by
registering at kp.org/dental/nw.

DEFINITIONS

Benefit Maximum. The maximum amount of benefits that will be paid in a Year as more fully explained in
the “Benefit Maximum” section of this EOC. The amount of your Benefit Maximum is shown in the “Benefit
Summary.”
If you are covered for orthodontic or implant Services, please note that these Services may not count toward
your Benefit Maximum. Your orthodontic coverage and your implant coverage may each have a separate
benefit maximum.
Benefit Summary. A section of this EOC which provides a brief description of your dental plan benefits and
what you pay for covered Services.
Charges. The term “Charges” is used to describe the following:


For Services provided by Permanente Dental Associates, PC, the charges in Company’s schedule of
charges for Services provided to Members.



For Services for which a provider (other than Permanente Dental Associates, PC) is compensated on a
capitation basis, the charges in the schedule of charges that Company negotiates with the capitated
provider.



For items obtained at a pharmacy owned and operated by Company, the amount the pharmacy would
charge a Member for the item if a Member’s benefit plan did not cover the item. (This amount is an
estimate of: the cost of acquiring, storing, and dispensing drugs, the direct and indirect costs of providing
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pharmacy Services to Members, and the pharmacy program’s contribution to the net revenue
requirements of Company.)


For all other Services, the payment that Company makes for the Services (or, if Company subtracts a
Copayment or Coinsurance from its payment, the amount Company would have paid if Company did
not subtract the Copayment or Coinsurance).

Coinsurance. A percentage of Charges that you must pay when you receive a covered Service as described in
the “What You Pay” section.
Company. Kaiser Foundation Health Plan of the Northwest, an Oregon nonprofit corporation. This EOC
sometimes refers to Company as “we,” “our,” or “us.”
Copayment. The defined dollar amount that you must pay when you receive a covered Service as described
in the “What You Pay” section.
Dental Office Visit Charge. The amount you pay for Participating Dental Office visits with Participating
Providers.

Dental Provider Directory . The Dental Provider Directory lists Participating Providers, includes addresses,

maps, and telephone numbers for Participating Dental Offices, and provides general information about
getting dental care at Kaiser Permanente. After you enroll, you will receive a flyer that explains how you may
either download an electronic copy of the Dental Provider Directory or request that the Dental Provider Directory be
mailed to you.
Dental Specialist. A Participating Provider who is an endodontist, oral pathologist, oral surgeon,
orthodontist, pediatric dentist, periodontist or prosthodontist.

Dentally Necessary. A Service that, in the judgment of a Participating Dentist, is required to prevent,
diagnose, or treat a dental condition. A Service is Dentally Necessary only if a Participating Dentist
determines that its omission would adversely affect your dental health and its provision constitutes a dentally
appropriate course of treatment for you in accord with generally accepted professional standards of practice
that are consistent with a standard of care in the dental community and in accordance with applicable law.
Dentist. Any licensed doctor of dental science (DDS) or doctor of medical dentistry (DMD).
Dependent. A Member who meets the eligibility requirements for a dependent as described in the “Who Is
Eligible” section.
Dependent Limiting Age. The “Premium, Eligibility, and Enrollment” section requires that most types of
Dependents (other than Spouses) be under the Dependent Limiting Age in order to be eligible for
membership. The “Benefit Summary” shows the Dependent Limiting Age (the “Student” one is for students,
and the “General” one is for non-students).
Emergency Dental Care. Dentally Necessary Services to treat Emergency Dental Conditions.
Emergency Dental Condition. A dental condition, or exacerbation of an existing dental condition,
occurring suddenly and unexpectedly, involving injury, swelling, bleeding, or extreme pain in or around the
teeth and gums that would lead a prudent layperson possessing an average knowledge of health and medicine
to reasonably expect that immediate dental attention is needed.

Evidence of Coverage (EOC). This Evidence of Coverage document provided to the Member that specifies

and describes benefits and conditions of coverage. This document, on its own, is not designed to meet the
requirements of a summary plan description (SPD) under ERISA.
Family. A Subscriber and his or her Spouse and/or Dependents.
Group. The employer, union trust, or association with which we have an Agreement that includes this EOC.

Hospital Services. Medical services or dental Services provided in a hospital or ambulatory surgical center.
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Kaiser Permanente. Kaiser Foundation Hospitals (a California nonprofit corporation), Company, and
Permanente Dental Associates, PC.
Medically Necessary. A Service that in the judgment of a physician is required to prevent, diagnose, or treat
a medical condition. A Service is Medically Necessary only if a physician determines that its omission would
adversely affect your health and its provision constitutes a medically appropriate course of treatment for you
in accord with generally accepted professional standards of practice that are consistent with a standard of care
in the medical community and in accordance with applicable law.
Member. A person who is eligible and enrolled under this EOC, and for whom we have received applicable
Premiums. This EOC sometimes refers to a Member as “you.” The term Member may include the Subscriber,
his or her Dependent, or other individual who is eligible for and has enrolled under this EOC.
Non-Participating Dental Office(s). Any dental office or other dental facility that provides Services, but
which is not a Participating Dental Office.
Non-Participating Dentist. Any Dentist who is not a Participating Dentist.
Non-Participating Provider. A person who is either:
 A Non-Participating Dentist, or
 A person who is not a Participating Provider and who is regulated under state law to practice dental or
dental-related services or otherwise practicing dental care services consistent with state law.
Participating Dental Office(s). Any facility listed in the Dental Provider Directory for our Service Area.
Participating Dental Offices are subject to change.
Participating Dentist. Any Dentist who, under a contract directly or indirectly with Company, has agreed to
provide covered Services to Members with an expectation of receiving payment, other than Copayments or
Coinsurance, from Company rather than from the Member, and who is listed in the Dental Provider Directory.
Participating Provider. A person who, under a contract directly or indirectly with Company, has agreed to
provide covered Services to Members with an expectation of receiving payment, other than Copayments or
Coinsurance, from Company rather than from the Member, and is either:
 A Participating Dentist, or
 A person who is regulated under state law to practice dental or dental-related Services or otherwise
practicing dental care Services consistent with state law, including an expanded practice dental hygienist,
denturist, or pediatric dental assistant, and who is an employee or agent of a Participating Dentist.
Premium. Monthly membership charges paid by Group.
Service Area. Our Service Area consists of certain geographic areas in the Northwest which we designate by
ZIP code. Our Service Area may change. Contact Member Services for a complete listing of our Service Area
ZIP codes.
Services. Dental care services, supplies, or items.
Spouse. The person to whom you are legally married under applicable law. For the purposes of this EOC, the
term “Spouse” includes a person legally recognized as your domestic partner in a valid Certificate of
Registered Domestic Partnership issued by the state of Oregon or who is otherwise recognized as your
domestic partner under criteria agreed upon, in writing, by Kaiser Foundation Health Plan of the Northwest
and your Group.
Subscriber. A Member who is eligible for membership on his or her own behalf and not by virtue of
Dependent status and who meets the eligibility requirements as a Subscriber (Subscriber eligibility
requirements are described under “Who Is Eligible” in the “Premium, Eligibility, and Enrollment” section).
Urgent Dental Care. Treatment for an Urgent Dental Condition.
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Urgent Dental Condition. An unforeseen dental condition that requires prompt dental attention to keep it
from becoming more serious, but that is not an Emergency Dental Condition.
Usual and Customary Charge (UCC). The lower of (1) the actual fee the provider, facility, or vendor
charged for the Service, or (2) the 90th percentile of fees for the same or similar Service in the geographic
area where the Service was received according to the most current survey data published by FAIR Health Inc.
or another national service designated by Company.
Year. A period of time that is a calendar year beginning on January 1 of any year and ending at midnight
December 31 of the same year.

PREMIUM, ELIGIBILITY, AND ENROLLMENT
Premium

Your Group is responsible for paying the Premium. If you are responsible for any contribution to the
Premium, your Group will tell you the amount and how to pay your Group.

Who Is Eligible
General
To be eligible to enroll and to remain enrolled, you must meet all of the following requirements listed below:


You must meet your Group’s eligibility requirements that we have approved. (Your Group is required to
inform Subscribers of its eligibility requirements.)



You must meet one of the Subscriber or Dependent eligibility requirements described below, unless your
Group has different eligibility requirements that we have approved.



You must live or physically work inside our Service Area at least 50 percent of the time. Our Service
Area is described in the “Definitions” section of this EOC. For assistance about the Service Area or
eligibility, please contact Member Services. The Subscriber’s or the Subscriber’s Spouse’s otherwise
eligible children are not ineligible solely because they live outside our Service Area if: (i) they are
attending an accredited college or accredited vocational school; or (ii) if otherwise required by law.

Subscribers
To be eligible to enroll as a Subscriber, you must be one of the following:


An employee of your Group.



Otherwise entitled to coverage through your Group under a trust agreement, retirement benefit program,
employment contract, or the rules of a professional, trade, or bona fide association.

Dependents
If you are a Subscriber, the following persons are eligible to enroll as your Dependents:


Your Spouse.



A person who is under the general Dependent Limiting Age shown in the “Benefit Summary” and who
is any of the following:
•

Your or your Spouse’s child.

•

A child adopted by you or your Spouse, or for whom you or your Spouse have assumed a legal
obligation in anticipation of adoption.

•

Any other person for whom you or your Spouse is a court-appointed guardian.
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A person who is under the student Dependent Limiting Age shown in the “Benefit Summary” and who
is a full-time registered student at an accredited college or accredited vocational school and is any of the
following:
•

Your or your Spouse’s child.

•

A child adopted by you or your Spouse, or for whom you or your Spouse have assumed a legal
obligation in anticipation of adoption.

•

Any other person for whom you or your Spouse is a court-appointed guardian.



Students who suffer a severe illness or injury that causes them to lose full-time student status will
continue to be considered full-time students for eligibility purposes, provided that within 31 days after
the loss of full-time student status, we receive written certification from the child’s treating physician that
the child is suffering from a serious illness or injury and that the leave of absence or other change of
enrollment is Medically Necessary. Eligibility as a full-time student under this provision may then
continue for up to 12 months from the date that your child’s medical leave of absence began, or until
your child reaches the student Dependent Limiting Age shown in the “Benefit Summary,” whichever
comes first.



A person of any age who is chiefly dependent upon you or your Spouse for support and maintenance if
the person is incapable of self-sustaining employment by reason of developmental disability or physical
handicap which occurred prior to his or her reaching the general Dependent Limiting Age shown in the
“Benefit Summary,” if the person is any of the following:
•

Your or your Spouse’s child.

•

A child adopted by you or your Spouse, or for whom you or your Spouse have assumed legal
obligation in anticipation of adoption.

•

Any other person for whom you or your Spouse is a court-appointed guardian and was a courtappointed guardian prior to the person reaching the Dependent Limiting Age shown in the “Benefit
Summary” established by the Group.

We may request proof of incapacity and dependency annually.
Children born to a Dependent other than your Spouse (for example, your grandchildren) are not eligible for
coverage beyond the first 31 days of life, including the date of birth, unless: (a) you or your Spouse adopts
them or assumes a legal obligation in anticipation of adoption; (b) they are primarily supported by you or your
Spouse and you or your Spouse is their court-appointed guardian; or, (c) your Group has different eligibility
requirements that we have approved.
Company will not deny enrollment of a newborn child, newly adopted child, or child for whom legal
obligation is assumed in anticipation of adoption, or newly placed for adoption solely on the basis that: (a) the
child was born out of wedlock; (b) the child is not claimed as a Dependent on the parent’s federal tax return;
(c) the child does not reside with the child’s parent or in our Service Area; or (d) the mother of the child used
drugs containing diethylstilbestrol prior to the child’s birth. Also, Company does not discriminate between
married and unmarried persons, or between children of married or unmarried persons.

When You Can Enroll and When Coverage Begins

A Group is required to inform employees about when they are eligible to enroll and their effective date of
coverage. The effective date of coverage for employees and their eligible Dependents is determined by the
Group in accord with waiting period requirements in state and federal law. The Group is required to inform
the Subscriber of the date membership becomes effective.
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New Employees and Their Dependents
When a Group informs an employee that they are eligible to enroll as a Subscriber, they may enroll
themselves and any eligible Dependents by submitting a Company-approved enrollment application to the
Group within 30 days of eligibility for enrollment.
Open Enrollment
The Group will inform an employee of their open enrollment period and effective date of coverage. An
eligible employee may enroll as a Subscriber along with any eligible Dependents if they or their Dependents
were not previously enrolled. If you are an existing Subscriber, you may add eligible Dependents not
previously enrolled following your Group’s enrollment process during the open enrollment period.
Special Enrollment
If an eligible employee or their eligible Dependents do not enroll when they are first eligible, and later want to
enroll, they can enroll only during open enrollment unless they experience a qualifying event as described in
this “Special Enrollment” section. In the event of conflict between the law and the qualifying events
described in this “Special Enrollment” section, we will administer special enrollment rights based on current
state and federal law.
The individual must notify the Group within 30 days of a qualifying event, 60 days if they are requesting
enrollment due to a change in eligibility for Medicaid or Child Health Insurance Program (CHIP) coverage.
The Group will determine if the individual is eligible to select or change coverage. Contact the Group for
further instructions on how to enroll.
A Group may require an employee declining coverage to provide a written statement indicating whether the
coverage is being declined due to other dental coverage. If this statement is not provided, or if coverage is not
declined due to other dental coverage, the employee may not be eligible for special enrollment due to loss of
other dental coverage. Contact the Group for further information.
The following are considered qualifying events:


The individual loses coverage for any reason other than nonpayment of Premium, rescission of coverage,
misrepresentation, fraud or voluntary termination of coverage. Examples of loss of coverage that are
considered qualifying events include, but are not limited to:
•

Loss of coverage as a result of dissolution of marriage or termination of a domestic partnership.

•

Loss of coverage due to loss of employment.

•

Loss of coverage due to reduction of employment hours.

•

Loss of coverage when a plan no longer offers coverage to the class of similarly situated people that
includes the individual.

•

Loss of COBRA coverage due to the failure of the employer to remit premium.

•

Exhaustion of COBRA coverage.

•

Loss of coverage due to a permanent change in residence, work, or living situation, where the dental
plan under which the individual was covered does not provide coverage in that person’s new service
area.

•

Loss of coverage as a dependent on a group plan due to age.

•

Loss of coverage as a dependent of someone who becomes entitled to Medicare.



The individual is enrolled in any non-calendar year group or individual dental insurance policy that is
ending, even if the individual has the option to renew such coverage.



The individual loses pregnancy or medically needy coverage.
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The individual gains a Dependent or becomes a Dependent through marriage or entering into a domestic
partnership, birth, adoption or placement for adoption or through a child support order or other court
order.



The individual loses a Dependent or is no longer considered a Dependent through divorce or legal
separation, or if the enrollee, or his or her Dependent dies.



The individual becomes eligible for membership as a result of a permanent move.



The individual becomes newly eligible or ineligible for coverage under Medicaid, Child Health Insurance
Program or another public program providing dental benefits.



If the Group's plan is a Section 125 cafeteria plan, an eligible individual may enroll as a Subscriber (along
with any eligible Dependents), and existing Subscribers may add eligible Dependents, if they experience
an event that the Group designates as a Section 125 special enrollment qualifying event.



If an individual terminated their dental coverage because they were called to active duty in the military
service, they may be able to be re-enrolled in their Group's dental plan if required by state or federal law.
Ask the Group for more information.

Note: If the individual is enrolling as a Subscriber along with at least one eligible Dependent, only one
enrollee must meet one of the requirements stated above.

Adding New Dependents to an Existing Account
To enroll a Dependent who becomes eligible to enroll after you became a Subscriber, you must notify your
Group as described in this “Adding New Dependents to an Existing Account” section.
Newborns, newly adopted children, or children newly placed for adoption are covered for 31 days after birth,
adoption or placement for adoption. In order for coverage to continue beyond this 31-day period, you must
notify your Group within 30 days after the date of birth, adoption, or placement for adoption.
To add all other newly eligible Dependents (such as a new Spouse), you must notify your Group within 30
days after a Dependent becomes newly eligible.
Contact your Group for further instructions on how to enroll your newly eligible Dependent.

When Coverage Begins
Your Group will notify you of the date your coverage will begin. Membership begins at 12 a.m. (PT) of the
effective date specified.
If an individual enrolls in, adds a Dependent, or changes dental plan coverage during a special enrollment
period, the membership effective date will be one of the following:


For loss of coverage:
•

If we receive the application up to 30 days before the loss of coverage, the first day of the month
following the loss of coverage.

•

If we receive the application after the loss of coverage, the first day of the month following the month
when we receive the application.



For birth, adoption, or placement for adoption the date of the birth, adoption, or placement for adoption.



For marriage or entering into a domestic partnership, the first day of the month following the month
when we receive the application.



For special enrollment due to court or administrative order, your Group will let us know the effective date
of the enrollment. The effective date cannot be earlier than the date of the order and cannot be later than
the first day of the month following the date of the order.
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For enrollment due to a Group designated Section 125 qualifying event contact the Group for the
timeframe specified by the Group for making elections due to a Section 125 qualifying event.



For all other special enrollment events:
•

If we receive the application by the 15th day of a month, the coverage effective date will be the first
day of the following month.

•

If we receive the application after the 15th day of a month, the coverage effective date will be the first
day of the second following month.

HOW TO OBTAIN SERVICES

Important Information for Members Whose Benefit Plans are Subject to ERISA.
The Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that regulated employee
benefits, including the claim and appeal procedures for benefit Plans offered by certain employers. If an
employer’s benefit Plan is subject to ERISA, each time you request Services that must be approved before the
Service is provided, you are filing a “pre-service claim” for benefits. You are filing a “post-service claim when
you ask us to pay for or cover Services that have already been received. You must follow our procedure for
filing claims, and we must follow certain rules established by ERISA for responding to claims.
As a Member, you must receive all covered Services from Participating Providers and Participating Dental
Offices inside our Service Area, except as otherwise specifically permitted in this EOC.
We will not directly or indirectly prohibit you from freely contracting at any time to obtain dental Services
outside the plan. However, if you choose to receive Services from Non-Participating Providers and
Non-Participating Dental Offices, except as otherwise specifically provided in this EOC, those Services will
not be covered under this EOC and you will be responsible for the full price of the Services.

Using Your Identification Card

We provide each Member with a Company identification (ID) card that contains the Member health record
number. Please have your health record number available when you call for advice, make an appointment, or
seek Services. We use your health record number to identify your dental records, for billing purposes and for
membership information. You should always have the same health record number. If we ever inadvertently
issue you more than one health record number, please let us know by calling Member Services. If you need to
replace your ID card, please call Member Services.
Your ID card is for identification only and it does not entitle you to Services. To receive covered Services,
you must be a current Member. Anyone who is not a Member will be billed as a non-member for any Services
he or she receives. If you let someone else use your ID card, we may keep your card and terminate your
membership (see the “Termination for Cause” section). We may request photo identification in conjunction
with your ID card to verify your identity.

Choosing a Personal Care Dentist

Your personal care Participating Dentist plays an important role in coordinating your dental care needs,
including routine dental visits and referrals to Dental Specialists. We encourage you and your Dependents to
choose a personal care Participating Dentist. To learn how to choose or change your personal care
Participating Dentist, please call Member Services.
The online Dental Provider Directory provides the names, locations, and telephone numbers of Participating
Dentists. Before receiving Services, you should confirm your Dentist has continued as a Participating Dentist.
To do so, you may call Member Services at 503-813-2000 from within Portland, 1-800-813-2000 from outside
the Portland area, via TTY at 711, or you may email us by registering at kp.org/dental/nw for the most
up-to-date provider information. Participating Dentists include both general Dentists and Dental Specialists.
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Appointments for Routine Services

If you need to make a routine dental care appointment, please refer to the Dental Provider Directory for
appointment telephone numbers, or go to kp.org/dental/nw to request an appointment online. Routine
appointments are for dental needs that are not urgent such as checkups, teeth cleanings, and follow-up visits
that can wait more than a day or two. Try to make your routine care appointments as far in advance as
possible. For information about getting other types of care, refer to “Emergency and Urgent Dental Care” in
this “How to Obtain Services” section.

Getting Assistance

We want you to be satisfied with the dental care you receive. If you have any questions or concerns, please
discuss them with your personal care Participating Dentist or with other Participating Providers who are
treating you.
Most Participating Dental Offices have an administrative office staffed with representatives who can provide
assistance if you need help obtaining Services. Member Services representatives are also available to assist you
Monday through Friday (except holidays), from 8 a.m. to 6 p.m.
Portland area ........................................................................ 503-813-2000
All other areas .................................................................. 1-800-813-2000
TTY for the hearing and speech impaired ........................................711
Language interpretation services................................... 1-800-324-8010
You may also e-mail us by registering on our website at kp.org/dental/nw.
Member Services representatives can answer any questions you have about your benefits, available Services,
and the facilities where you can receive Services. For example, they can explain your dental benefits, how to
make your first dental appointment, what to do if you move, what to do if you need Emergency Dental Care
while you are traveling, and how to replace your ID card. These representatives can also help you if you need
to file a claim, or a complaint, grievance or appeal as described in the “Grievances, Claims, and Appeals”
section. Upon request, Member Services can also provide you with written materials about your coverage.

Emergency and Urgent Dental Care
In a Dental Emergency
If you have an Emergency Dental Condition that is not a medical emergency, Emergency Dental Care is
available 24 hours a day, every day of the week. Call the Dental Appointment Center and a representative will
assist you or arrange for you to be seen for an Emergency Dental Condition. We cover limited Emergency
Dental Care received outside of our Service Area from Non-Participating Providers and Non-Participating
Dental Offices. You will need to contact these providers and offices directly to obtain Emergency Dental
Care from them. See “Emergency Dental Care” under “Emergency Dental Care and Urgent Dental Care” in
the “Benefits” section for details about your Emergency Dental Care coverage.
Obtaining Urgent Dental Care
If you need Urgent Dental Care, call the Dental Appointment Center and a representative will assist you. We
do not cover Urgent Dental Care (or other Services that are not Emergency Dental Care) received outside of
our Service Area or from Non-Participating Providers and Non-Participating Dental Offices. See “Urgent
Dental Care” under “Emergency Dental Care and Urgent Dental Care” in the “Benefits” section for details
about your Urgent Dental Care coverage.
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Dental Appointment Center
From Portland ................. 503-286-6868
From Vancouver ............. 360-254-9158
From Salem ...................... 503-370-4311
From Longview ............... 360-575-4800
TTY ................................... 711

POST-SERVICE CLAIMS – SERVICES ALREADY RECEIVED

In general, if you have a dental bill from a Non-Participating Provider or Non-Participating Dental Office,
our Claims Administration Department will handle the claim. Member Services can assist you with questions
about specific claims or about the claim procedures in general.
If you receive Services from a Non-Participating Provider following an authorized referral from a
Participating Provider, the Non-Participating Provider will send the bill to Claims Administration directly.
You are not required to file a claim.
However, if you receive Services from a Non-Participating Provider or Non-Participating Dental Office
without an authorized referral and you believe Company should cover the Services, you need to send a
completed dental claim form and the itemized bill to:
Kaiser Permanente
National Claims Administration - Northwest
PO Box 370050
Denver, CO 80237-9998
You can request a claim form from Member Services or download it from kp.org. When you submit the
claim, please include a copy of your dental records from the Non-Participating Provider or Non-Participating
Dental Office if you have them.
Company accepts American Dental Association (ADA) Dental claim forms, CMS 1500 claim forms for
professional services and UB-04 forms for hospital claims. Even if the provider bills Company directly, you
still need to submit the claim form.
You must submit a claim for a Service within 12 months after receiving that Service. If it is not reasonably
possible to submit a claim within 12 months, then you must submit a claim as soon as reasonably possible,
but in no case more than 15 months after receiving the Service, except in the absence of legal capacity.
We will reach a decision on the claim and pay those covered Charges within 30 calendar days from receipt
unless additional information, not related to coordination of benefits, is required to make a decision. If the
30-day period must be extended, you will be notified in writing with an explanation about why. This written
notice will explain how long the time period may be extended depending on the requirements of applicable
state and federal laws, including ERISA.
You will receive written notification about the claim determination. This notification will provide an
explanation for any unpaid amounts. It will also tell you how to appeal the determination if you are not
satisfied with the outcome, along with other important disclosures required by state and federal laws.
If you have questions or concerns about a bill from Company, you may contact Member Services for an
explanation. If you believe the Charges are not appropriate, Member Services will advise you on how to
proceed.
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WHAT YOU PAY
Copayments and Coinsurance

The Copayment or Coinsurance you must pay for each covered Service is shown in the “Benefit Summary.”
Copayments or Coinsurance are due when you receive the Service. If we must bill you, an accounting fee may
be added to offset handling costs.

Benefit Maximum

Your dental plan may be subject to a Benefit Maximum selected by your Group. If your plan includes a
Benefit Maximum, your benefit is limited during each Year to the amount shown in the “Benefit Summary.”
The “Benefit Summary” also shows what Services do not count toward your Benefit Maximum. Otherwise,
Charges for Services we cover, less Copayments or Coinsurance you pay, count toward the Benefit Maximum.
After you reach the Benefit Maximum, you pay 100 percent of Charges for Services incurred during the
balance of the Year.
If you are covered for orthodontic or implant Services, please note that these Services may not count toward
the Benefit Maximum. Your orthodontic coverage and your implant coverage may each have a separate
benefit maximum.

Dental Office Visits

You are covered for a wide range of dental Services. Most Members pay a Dental Office Visit Charge for
each Participating Dental Office visit. You may be required to pay additional Copayments or Coinsurance for
specific Services shown in the “Benefit Summary.”

BENEFITS

The Services described in this EOC “Benefits” section are covered only if all of the following conditions are
satisfied:


You are a current Member at the time Services are rendered.



A Participating Dentist determines that the Services are Dentally Necessary.



The Services are provided, prescribed, authorized, and/or directed by a Participating Dentist or
Participating Provider, except where specifically noted to the contrary in this EOC.



You receive the Services inside our Service Area from a Participating Provider, except where specifically
noted to the contrary in this EOC.



The Services are provided in a Participating Dental Office, except where specifically noted to the
contrary in this EOC.

Coverage is based on the least costly treatment alternative. If you request a Service that is a more costly
treatment alternative from that recommended by your Participating Dentist, but that accomplishes the same
goal, we will cover the Services up to the benefit level of the least costly treatment alternative. You will be
responsible for any additional Charges.
Your “Benefit Summary” lists the Copayment or Coinsurance for each covered Service. The Services covered
by this plan are described below. All benefits are subject to the “Exclusions and Limitations” and
“Reductions” sections of this EOC.

Preventive and Diagnostic Services
We cover the following preventive and diagnostic Services:


Examination of your mouth (oral examination) to determine the condition of your teeth and gums.

EOLGDNT0117

11



Fluoride treatments.



Routine preventive teeth cleaning (prophylaxis). You are covered for up to two visits for oral prophylaxis
treatments in any 12-consecutive-month period as Dentally Necessary.



Sealants.



Space maintainers (appliances used to maintain spacing after removal of a tooth or teeth).



X-rays to check for cavities and to determine the condition of your teeth and gums.

Minor Restorative Services
We cover the following minor restorative dental Services:


Routine fillings.



Stainless steel and plastic/acrylic restorations.



Synthetic (plastic, resin, and glass ionomer) restorations.



Simple extractions.

Oral Surgery Services
We cover the following oral surgery Services:


Surgical tooth extractions, including diagnosis and evaluation.



Major oral surgery.

Periodontic Services
We cover the following periodontic Services:


Diagnosis, evaluation, and treatment of gum disease.



Periodontal surgical Services.



Periodontal non-surgical Services (scaling, root planing, and full-mouth debridement).



Periodontal maintenance.

Endodontic Services
We cover the following endodontic Services:


Diagnosis, evaluation, and treatment of the root canal or tooth pulp.



Root canal and related therapy.

Major Restorative Services
We cover the following major restorative Services:


Noble metal gold and porcelain crowns, inlays, and other cast metal restorations.



Bridge abutments.



Pontics. Artificial tooth on a fixed partial denture (a bridge).

Removable Prosthetic Services
We cover the following removable prosthetic Services:


Full upper and lower dentures.



Partial upper and lower dentures.
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Maintenance prosthodontics:



Adjustments.



Rebase and reline.



Repairs.

Emergency Dental Care and Urgent Dental Care
Emergency Dental Care. We cover Emergency Dental Care, including local anesthesia and medication
when used prior to dental treatment to avoid any delay in dental treatment, only if the Services would have
been covered under other headings of this “Benefits” section (subject to the “Exclusions and Limitations”
section) if they were not Emergency Dental Care.

Inside our Service Area
We cover Emergency Dental Care you receive inside our Service Area from Participating Providers or
Participating Dental Offices.
We cover Emergency Dental Care you receive inside our Service Area from Non-Participating Providers in a
hospital emergency department in conjunction with a medical emergency.

Outside our Service Area
If you are temporarily outside our Service Area, we provide a limited benefit for Emergency Dental Care you
receive from Non-Participating Providers or Non-Participating Dental Offices, if we determine that the
Services could not be delayed until you returned to our Service Area.
Elective care and reasonably foreseen conditions. Elective care and care for conditions that could have
been reasonably foreseen are not covered under your Emergency Dental Care or Urgent Dental Care benefits.
Follow-up and continuing care is covered only at Participating Dental Offices. You pay the amount shown in
the “Benefit Summary.”
Copayments, Coinsurance, and reimbursement. You pay the amount shown in the “Benefit Summary.”
Your Participating Provider may require an additional fee added to any other applicable Copayments or
Coinsurance when you receive Emergency Dental Care or an Urgent Dental Care appointment from a
Participating Provider.
If you require Emergency Dental Care from Non-Participating Providers when you are outside the Service
Area, you are provided limited coverage for Services, including local anesthesia and medication when used
prior to dental treatment to avoid any delay in dental treatment. We will not cover more than the amount
shown in the “Benefit Summary” for each incident.
Urgent Dental Care. We cover Urgent Dental Care received in our Service Area from Participating
Providers and Participating Dental Offices only if the Services would have been covered under other headings
of this “Benefits” section (subject to the “Exclusions and Limitations” section) if they were not urgent.
Examples include treatment for toothaches, chipped teeth, broken/lost fillings causing irritation, swelling
around a tooth, or a broken prosthetic that may require something other than a routine appointment.
We do not cover Urgent Dental Care (or other Services that are not Emergency Dental Care) received outside
of our Service Area or received from Non-Participating Providers and Non-Participating Dental Offices.

Other Dental Services
We cover other dental Services as follows:


Dental Services in conjunction with Medically Necessary general anesthesia or a medical emergency
(subject to the “Exclusions and Limitations” section). We cover the dental Services described in the
“Benefits” section when provided in a hospital or ambulatory surgical center, if the Services are
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performed at that location in order to obtain Medically Necessary general anesthesia for a Member or in
a hospital’s emergency department in order to provide dental Services in conjunction with a medical
emergency. We do not cover general anesthesia Services.


Nightguards. We cover removable dental appliances designed to minimize the effects of bruxism (teeth
grinding) and other occlusal factors.



Nitrous oxide. We cover use of nitrous oxide during Dentally Necessary treatment as deemed
appropriate by the Participating Provider.

EXCLUSIONS AND LIMITATIONS

The Services listed in this “Exclusions and Limitations” section are either completely excluded from coverage
or partially limited under this EOC. These exclusions and limitations apply to all Services that would
otherwise be covered under this EOC and are in addition to the exclusions and limitations that apply only to a
particular Service as listed in the description of that Service in this EOC.

Exclusions


Continuation of Services performed or started prior to your coverage becoming effective.



Continuation of Services performed or started after your membership terminates.



Cosmetic Services, supplies, or prescription drugs that are intended primarily to improve appearance,
repair, and/or replace cosmetic dental restorations.



Dental conditions for which Service or reimbursement is required by law to be provided at or by a
government agency.



Dental implants, including bone augmentation and fixed or removable prosthetic devices attached to or
covering the implants; all related Services, including diagnostic consultations, impressions, oral surgery,
placement, removal, and cleaning when provided in conjunction with dental implants; and Services
associated with postoperative conditions and complications arising from implants, unless your Group has
purchased coverage for dental implants as an additional benefit.



Dental Services not listed in the “Benefits” section.



Drugs obtainable with or without a prescription. These may be covered under your medical benefits.



Experimental or investigational treatments, procedures, and other Services that are not commonly
considered standard dental practice or that require governmental approval.



Fees a provider may charge for an Emergency Dental Care or Urgent Dental Care visit.



Full mouth reconstruction and occlusal rehabilitation, including appliances, restorations, and procedures
needed to alter vertical dimension, occlusion, or correct attrition or abrasion.



Genetic testing.



“Hospital call fees,” “call fees” or similar Charges associated with Dentally Necessary Services that are
performed at ambulatory surgical centers or hospitals.



Medical or Hospital Services, unless otherwise specified in the EOC.



Missed appointment fees a provider may charge for a missed appointment.



Orthodontic Services, unless your Group has purchased orthodontic coverage as an additional benefit.



Prosthetic devices following your decision to have a tooth (or teeth) extracted for nonclinical reasons or
when a tooth is restorable.
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Replacement of prefabricated, noncast crowns, including noncast stainless steel crowns that were not
placed by a Participating Provider.



Services for conditions that are covered by workers’ compensation or that are the employer’s
responsibility.



Services furnished by a family member.



Services provided or arranged by criminal justice institutions for Members confined therein, unless care
would be covered as Emergency Dental Care.



Speech aid prosthetic devices and follow up modifications.



Surgery to correct malocclusion or temporomandibular joint disorders; treatment for problems of the jaw
joint, including temporomandibular joint syndrome and craniomandibular disorders; and treatment of
conditions of the joint linking the jaw bone and skull and of the complex of muscles, nerves, and other
tissues related to that joint.



Treatment to restore tooth structure lost due to attrition, erosion, or abrasion.

Limitations


Repair or replacement needed due to normal wear and tear of fixed and removable prosthetic devices
that are less than five years old is not covered.



Sedation and general anesthesia (including, but not limited to, intramuscular IV sedation, non-IV
sedation, and inhalation sedation) are not covered, except nitrous oxide.

REDUCTIONS
Coordination of Benefits

The Coordination of Benefits (COB) provision applies when a person has dental care coverage under more
than one Plan. Plan is defined below.
The order of benefit determination rules govern the order in which each Plan will pay a claim for benefits.
The Plan that pays first is called the Primary Plan. The Primary Plan must pay benefits in accordance with its
policy terms without regard to the possibility that another Plan may cover some expenses. The Plan that pays
after the Primary Plan is the Secondary Plan. The Secondary Plan may reduce the benefits it pays so that
payments from all Plans do not exceed 100 percent of the total Allowable Expense.

Definitions
The following terms, when capitalized and used in this “Coordination of Benefits” section, mean:
A. Plan. Plan is any of the following that provides benefits or services for dental care or treatment. If
separate contracts are used to provide coordinated coverage for members of a group, the separate
contracts are considered parts of the same Plan and there is no COB among those separate contracts.
(1) Plan includes: group and individual insurance contracts, health maintenance organization (HMO)
contracts, group or individual Closed Panel Plans or other forms of group or group-type coverage
(whether insured or uninsured); Medicare or any other federal governmental Plan, as permitted by law;
and group and individual insurance contracts and subscriber contracts that pay for or reimburse for
the cost of dental care.
(2) Plan does not include: medical care coverage; independent, non-coordinated hospital indemnity
coverage or other fixed indemnity coverage; accident only coverage; specified disease or specified
accident coverage; school accident type coverage; benefits for non-medical components of group
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long-term care policies; Medicare supplement policies; Medicaid policies; or coverage under other
federal governmental Plans, unless permitted by law.
Each contract for coverage under (1) or (2) is a separate Plan. If a Plan has two parts and COB rules apply
only to one of the two, each of the parts is treated as a separate Plan.
B. This Plan. This Plan means the part of the contract providing the dental care benefits to which the COB
provision applies and which may be reduced because of the benefits of other Plans. Any other part of the
contract providing dental care benefits is separate from This Plan. A contract may apply one COB
provision to certain benefits, such as dental benefits, coordinating only with similar benefits, and may
apply another COB provision to coordinate other benefits.
C. Primary Plan/Secondary Plan. The order of benefit determination rules determine whether This Plan is
a Primary Plan or Secondary Plan when the person has dental care coverage under more than one Plan.
When this Plan is primary, it determines payment for its benefits first before those of any other Plan
without considering any other Plan’s benefits. When This Plan is secondary, it determines its benefits
after those of another Plan and may reduce the benefits it pays so that all Plan benefits do not exceed 100
percent of the total Allowable Expense.
D. Allowable Expense. Allowable Expense is a dental care expense, including deductibles, coinsurance, and
copayments, that is covered at least in part by any Plan covering the person. When a Plan provides
benefits in the form of services, the reasonable cash value of each service will be considered an Allowable
Expense and a benefit paid. An expense that is not covered by any Plan covering the person is not an
Allowable Expense. In addition, any expense that a provider by law or in accordance with a contractual
agreement is prohibited from charging a covered person is not an Allowable Expense.
The following are examples of expenses that are not Allowable Expenses:
(1) The difference between the cost of an amalgam filling and a composite filling for certain teeth is not
an Allowable Expense, unless one of the Plans provides coverage for composite fillings for those
teeth.
(2) If a person is covered by two or more Plans that compute their benefit payments on the basis of usual
and customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodology, any amount in excess of the highest reimbursement amount for a
specific benefit is not an Allowable Expense.
(3) If a person is covered by two or more Plans that provide benefits or services on the basis of
negotiated fees, an amount in excess of the highest of the negotiated fees is not an Allowable
Expense.
(4) If a person is covered by one Plan that calculates its benefits or services on the basis of usual and
customary fees or relative value schedule reimbursement methodology or other similar reimbursement
methodology and another Plan that provides its benefits or services on the basis of negotiated fees,
the Primary Plan’s payment arrangement shall be the Allowable Expense for all Plans. However, if the
provider has contracted with the Secondary Plan to provide the benefit or service for a specific
negotiated fee or payment amount that is different than the Primary Plan’s payment arrangement and
if the provider’s contract permits, the negotiated fee or payment shall be the Allowable Expense used
by the Secondary Plan to determine its benefits.
(5) The amount of any benefit reduction by the Primary Plan because a covered person has failed to
comply with the Plan provisions is not an Allowable Expense. Examples of these types of Plan
provisions include second surgical opinions, precertification of admissions, and preferred provider
arrangements.
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E. Closed Panel Plan. A Plan that provides dental care benefits to covered persons primarily in the form of
services through a panel of providers that have contracted with or are employed by the Plan, and that
excludes coverage for services provided by other providers, except in cases of emergency or referral by a
panel member.
F. Custodial Parent. The parent awarded custody by a court decree or, in the absence of a court decree, is
the parent with whom the child resides more than one half of the calendar year excluding any temporary
visitation.

Order of Benefit Determination Rules
When a person is covered by two or more Plans, the rules for determining the order of benefit payments are
as follows:
A. The Primary Plan pays or provides its benefits according to its terms of coverage and without regard to
the benefits of under any other Plan.
B. (1) Except as provided in Paragraph (2), a Plan that does not contain a coordination of benefits provision
that is consistent with this regulation is always primary unless the provisions of both Plans state that
the complying Plan is primary.
(2) Coverage that is obtained by virtue of membership in a group that is designed to supplement a part
of a basic package of benefits and provides that this supplementary coverage shall be excess to any
other parts of the Plan provided by the contract holder.
C. A Plan may consider the benefits paid or provided by another Plan in calculating payment of its benefits
only when it is secondary to that other Plan.
D. Each Plan determines its order of benefits using the first of the following rules that apply:
(1) Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for
example as an employee, member, subscriber or retiree is the Primary Plan and the Plan that covers
the person as a dependent is the Secondary Plan. However, if the person is a Medicare beneficiary
and, as a result of federal law, Medicare is secondary to the Plan covering the person as a dependent;
and primary to the Plan covering the person as other than a dependent (e.g. a retired employee); then
the order of benefits between the two Plans is reversed so that the Plan covering the person as an
employee, member, subscriber or retiree is the Secondary Plan and the other Plan is the Primary Plan.
(2) Dependent child covered under more than one Plan. Unless there is a court decree stating otherwise,
when a dependent child is covered by more than one Plan the order of benefits is determined as
follows:
(a) For a dependent child whose parents are married or are living together, whether or not they have
ever been married:
o The Plan of the parent whose birthday falls earlier in the calendar year is the Primary Plan; or
o If both parents have the same birthday, the Plan that has covered the parent the longest is the
Primary Plan.
(b) For a dependent child whose parents are divorced or separated or not living together, whether or
not they have ever been married:
(i) If a court decree states that one of the parents is responsible for the dependent child’s
dental care expenses or dental care coverage and the Plan of that parent has actual
knowledge of those terms, that Plan is primary. This rule applies to Plan years commencing
after the Plan is given notice of the court decree;
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(ii)

(3)

(4)

(5)
(6)

If a court decree states that both parents are responsible for the dependent child’s dental
care expenses or dental care coverage, the provisions of subparagraph (a) above shall
determine the order of benefits;
(iii) If a court decree states that the parents have joint custody without specifying that one
parent has responsibility for the dental care expenses or dental care coverage of the
dependent child, the provisions of subparagraph (a) above shall determine the order of
benefits; or
(iv) If there is no court decree allocating responsibility for the dependent child’s dental care
expenses or dental care coverage, the order of benefits for the child are as follows:
 The Plan covering the Custodial Parent;
 The Plan covering the spouse of the Custodial Parent;
 The Plan covering the non-Custodial Parent; and then
 The Plan covering the spouse of the non-Custodial Parent.
(c) For a dependent child covered under more than one Plan of individuals who are not the parents
of the child, the provisions of subparagraph (a) or (b) above shall determine the order of benefits
as if those individuals were the parents of the child.
Active employee or retired or laid-off employee. The Plan that covers a person as an active employee,
that is, an employee who is neither laid-off nor retired, is the Primary Plan. The Plan covering that
same person as a retired or laid-off employee is the Secondary Plan. The same would hold true if a
person is a dependent of an active employee and that same person is a dependent of a retired or laidoff employee. If the other Plan does not have this rule, and as a result, the Plans do not agree on the
order of benefits, this rule is ignored. This rule does not apply if the rule labeled D(1) can determine
the order of benefits.
COBRA or state continuation coverage. If a person whose coverage is provided pursuant to COBRA
or under a right of continuation provided by state or other federal law is covered under another Plan,
the Plan covering the person as an employee, member, subscriber or retiree or covering the person as
a dependent of an employee, member, subscriber or retiree is the Primary Plan and the COBRA or
state or other federal continuation coverage is the Secondary Plan. If the other Plan does not have
this rule, and as a result, the Plans do not agree on the order of benefits, this rule is ignored. This rule
does not apply if the rule labeled D(1) can determine the order of benefits.
Longer or shorter length of coverage. The Plan that covered the person as an employee, member,
subscriber or retiree longer is the Primary Plan and the Plan that covered the person the shorter
period of time is the Secondary Plan.
If the preceding rules do not determine the order of benefits, the Allowable Expenses shall be shared
equally between the Plans meeting the definition of Plan. In addition, This Plan will not pay more
than it would have paid had it been the Primary Plan.

Effect on the Benefits of This Plan
A. When This Plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all
Plans during a Plan year are not more than the total Allowable Expenses. In determining the amount to
be paid for any claim, the Secondary Plan will calculate the benefits it would have paid in the absence of
other dental care coverage and apply that calculated amount to any Allowable Expense under its Plan that
is unpaid by the Primary Plan. The Secondary Plan may then reduce its payment by the amount so that,
when combined with the amount paid by the Primary Plan, the total benefits paid or provided by all Plans
for the claim do not exceed the total Allowable Expense for that claim. In addition, the Secondary Plan
shall credit to its Plan deductible any amounts it would have credited to its deductible in the absence of
other dental care coverage.
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B. If a covered person is enrolled in two or more Closed Panel Plans and if, for any reason, including the
provision of service by a non-panel provider, benefits are not payable by one Closed Panel Plan, COB
shall not apply between that Plan and other Closed Panel Plans.

Right to Receive and Release Needed Information
Certain facts about dental care coverage and services are needed to apply these COB rules and to determine
benefits payable under This Plan and other Plans. We may get the facts we need from or give them to other
organizations or persons for the purpose of applying these rules and determining benefits payable under This
Plan and other Plans covering the person claiming benefits. We need not tell, or get the consent of, any
person to do this. Each person claiming benefits under This Plan must give us any facts we need to apply
those rules and determine benefits payable.
Facility of Payment
A payment made under another Plan may include an amount that should have been paid under This Plan. If it
does, we may pay that amount to the organization that made that payment. That amount will then be treated
as though it were a benefit paid under This Plan. This Plan will not have to pay that amount again. The term
“payment made” includes providing benefits in the form of services, in which case “payment made” means
the reasonable cash value of the benefits provided in the form of services.
Right of Recovery
If the amount of the payments made by This Plan is more than it should have paid under this COB provision,
This Plan may recover the excess from one or more of the persons it has paid or for whom it has paid; or any
other person or organization that may be responsible for the benefits or services provided for the covered
person. The “amount of the payments made” includes the reasonable cash value of any benefits provided in
the form of services.
Questions About Coordination of Benefits?
Contact Your State Insurance Department

Injuries or Illnesses Alleged to be Caused by Third Parties

This “Injuries or Illnesses Alleged to be Caused by Third Parties” section applies if you receive covered
Services for an injury or illness alleged to be any of the following:


Caused by a third party’s act or omission.



Received on the premises of a third party.

If you obtain a settlement or judgment from or on behalf of a third party, you must pay us Charges for
covered Services that you receive for the injury or illness, except that you do not have to pay us more than the
amount you receive from or on behalf of the third party. This “Injuries or Illnesses Alleged to be Caused by
Third Parties” section does not affect your obligation to make any applicable Copayment and Coinsurance
payments for these covered Services, but we will credit any such payments toward the amount you must pay
us under this paragraph.
If you do not recover anything from or on behalf of the third party, then you are responsible only for any
applicable Copayment and Coinsurance payments.
To the extent permitted by law, we have the option of becoming subrogated to all claims, causes of action,
and other rights you may have against a third party or an insurer, government program, or other source of
coverage for monetary damages, compensation, or indemnification on account of the injury or illness
allegedly caused by any third party. We will be so subrogated as of the time we mail or deliver a written notice
of our exercise of this option to you or your attorney, but we will be subrogated only to the extent of the total
Charges for the relevant covered Services.
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To secure our rights, we will have a lien on the proceeds of any judgment or settlement you or we (when we
subrogate) obtain against a third party, regardless of how those proceeds may be characterized or designated
The proceeds of any judgment or settlement that you or we obtain shall first be applied to satisfy our lien,
regardless of whether the total amount of the proceeds is less than the actual losses and damages you
incurred.
You must make all reasonable efforts to pursue any claim you may have against a third party. Within 30 days
after submitting or filing a claim or legal action against a third party, you must send written notice of the claim
or legal action to us at:
Patient Financial Services—TPL
Kaiser Foundation Health Plan of the Northwest
7201 N Interstate Avenue
Portland, OR 97217
In order for us to determine the existence of any rights we may have and to satisfy those rights, you must
complete and send us all consents, releases, trust agreements, authorizations, assignments, and other
documents, including lien forms directing your attorney, the third party, and the third party’s liability insurer
to pay us directly. You must not take any action prejudicial to our rights.
In addition to the rights set forth above, we shall also be entitled to all of the remedies, benefits, and other
rights of sections 742.520 – 742.542, Oregon Revised Statutes.
You must place and hold in trust a portion of the proceeds of your recovery that is sufficient to satisfy our
claims under this “Injuries or Illnesses Alleged to be Caused by Third Parties” section pending final resolution
of the claims. You must provide us with written notice before you settle a claim or obtain a judgment against
any third party based on your injury or illness.
If your estate, parent, guardian, or conservator asserts a claim against a third party based on your injury or
illness, your estate, parent, guardian, or conservator and any settlement or judgment recovered by the estate,
parent, guardian, or conservator shall be subject to our liens and other rights to the same extent as if you had
asserted the claim against the third party. We may assign our rights to enforce our liens and other rights.

GRIEVANCES, CLAIMS, AND APPEALS

Company will review claims and appeals, and we may use dental experts to help us review them.
The following terms have the following meanings when used in this “Grievances, Claims, and Appeals”
section:




A claim is a request for us to:
•

Provide or pay for a Service that you have not received (pre-service claim);

•

Continue to provide or pay for a Service that you are currently receiving (concurrent care claim); or

•

Pay for a Service that you have already received (post-service claim).

An adverse benefit determination is our decision to deny, reduce or terminate a Service, or failure or
refusal to provide or to make a payment in whole or in part for a Service that is based on:
•

Denial or termination of enrollment of an individual in a dental benefit plan;

•

Rescission or cancellation of a policy;

•

Imposition of a preexisting condition exclusion, source-of-injury exclusion, network exclusion, annual
benefit limit or other limitation on otherwise covered Services;

•

Determination that a Service is experimental or investigational or not Dentally Necessary or
appropriate; or
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•


Determination that a course or plan of treatment that a Member is undergoing is an active course of
treatment for purposes of continuity of care.

A grievance is communication expressing dissatisfaction with an adverse benefit determination, without
specifically declining any right to appeal or review, that is:
•

In writing, for an internal appeal;

•

In writing or orally for an expedited response; or

•

A written complaint regarding the:
o Availability, delivery, or quality of a Service;
o Claims payment, handling or reimbursement for Services and, unless a request for an internal
appeal has not been submitted, the complaint is not disputing an adverse benefit determination; or
o Matters pertaining to the contractual relationship between the Member and Company.



An appeal is a request for us to review our initial adverse benefit determination.

If you miss a deadline for making a claim or appeal, we may decline to review it.

Language and Translation Assistance

If we send you an adverse benefit determination at an address in a county where a federally mandated
threshold language applies, then your notice of adverse benefit determination will include a notice of language
assistance (oral translation) in that threshold language. A threshold language applies to a county if at least
10 percent of the population is literate only in the same federally mandated non-English language. You may
request language assistance with your claim and/or appeal by calling 1-800-324-8010.
SPANISH (Español): Para obtener asistencia en Español, llame al 1-800-324-8010
TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-324-8010
CHINESE (中文): 如果需要中文的帮助，请拨打这个号码 1-800-324-8010
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-324-8010

Appointing a Representative

If you would like someone to act on your behalf regarding your claim, you may appoint an authorized
representative, an individual who by law or by your consent may act on your behalf. You must make this
appointment in writing. Contact Member Services at 503-813-2000 for information about how to appoint a
representative. You must pay the cost of anyone you hire to represent or help you.

Help with Your Claim and/or Appeal

While you are encouraged to use our appeal procedures, you have the right to file a complaint or seek other
assistance from the Consumer Advocacy Unit at the Division of Financial Regulation. Contact them by mail,
e-mail, telephone, or online at:
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Division of Financial Regulation
Consumer Advocacy Unit
P.O. Box 14480
Salem, OR 97309-0405
E-mail: cp.ins@state.or.us
503-947-7984 (in Salem)
1-888-877-4894 (all other areas)
http://www.oregon.gov/DCBS/insurance/gethelp/Pages/fileacomplaint.aspx

Reviewing Information Regarding Your Claim

If you want to review the information that we have collected regarding your claim, you may request, and we
will provide without charge, copies of all relevant documents, records, and other information (including
complete dental necessity criteria, benefit provisions, guidelines, or protocols) used to make a denial
determination. You also have the right to request any diagnosis and treatment codes and their meanings that
are the subject of your claim. To make a request, you should contact Member Services at 1-800-813-2000.

Providing Additional Information Regarding Your Claim

When you appeal, you may send us additional information including comments, documents, and additional
dental records that you believe support your claim. If we asked for additional information and you did not
provide it before we made our initial decision about your claim, then you may still send us the additional
information so that we may include it as part of our review of your appeal. Please send or fax all additional
information to:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985
When you appeal, you may give testimony in writing or by telephone. Please send your written testimony to:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985
To arrange to give testimony by telephone, you should contact Member Relations at 503-813-4480.
We will add the information that you provide through testimony or other means to your claim file and we will
review it without regard to whether this information was submitted and/or considered in our initial decision
regarding your claim.

Sharing Additional Information That We Collect

If we believe that your appeal of our initial adverse benefit determination will be denied, then before we issue
another adverse benefit determination, we will also share with you any new or additional reasons for that
decision. We will send you a letter explaining the new or additional information and/or reasons and inform
you how you can respond to the information in the letter if you choose to do so. If you do not respond
before we must make our final decision, that decision will be based on the information already in your claim
file.
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Claims and Appeals Procedures

There are several types of claims, and each has a different procedure described below for sending your claim
and appeal to us as described in this “Claims and Appeals Procedures” section:


Pre-service claims (urgent and non-urgent)



Concurrent care claims (urgent and non-urgent)



Post-service claims

When you file an appeal, we will review your claim without regard to our previous adverse benefit
determination. The individual who reviews your appeal will not have participated in our original decision
regarding your claim nor will he/she be the subordinate of someone who did participate in our original
decision.
Pre-service Claims and Appeals
Pre-service claims are requests that we provide or pay for a Service that you have not yet received. Failure to
receive authorization before receiving a Service that must be authorized in order to be a covered benefit may
be the basis for our denial of your pre-service claim or a post-service claim for payment. If you receive any of
the Services you are requesting before we make our decision, your pre-service claim or appeal will become a
post-service claim or appeal with respect to those Services. If you have any general questions about preservice claims or appeals, please contact Member Services at 1-800-813-2000.
Here are the procedures for filing a pre-service claim, a non-urgent pre-service appeal, and an urgent preservice appeal.


Pre-service Claim
•

You may request a pre-service benefit determination on your own behalf. Tell us in writing that you
want to make a claim for us to provide or pay for a Service you have not yet received. Your request
and any related documents you give us constitute your claim. You must mail or fax your claim to us
at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985
o If you want us to consider your pre-service claim on an urgent basis, your request should tell us
that. We will decide whether your claim is urgent or non-urgent. If we determine that your claim is
not urgent, we will treat your claim as non-urgent. Generally, a claim is urgent only if using the
procedure for non-urgent claims (a) could seriously jeopardize your life or health or your ability to
regain maximum function, or (b) would, in the opinion of a physician with knowledge of your
dental condition, subject you to severe pain that cannot be adequately managed without the
Services you are requesting, or (c) your attending dental care provider requests that your claim be
treated as urgent.
o We will review your claim and, if we have all the information we need, we will make a decision
within a reasonable period of time, but not later than 15 days after we receive your claim.
We may extend the time for making a decision for an additional 15 days if circumstances beyond
our control delay our decision, if we notify you prior to the expiration of the initial 15-day period.
If we tell you we need more information, we will ask you for the information within the initial 15day decision period, and we will give you 45 days to send the information.
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We will make a decision within 15 days after we receive the first piece of information (including
documents) we requested.
We encourage you to send all the requested information at one time, so that we will be able to
consider it all when we make our decision.
If we do not receive any of the requested information (including documents) within 45 days after
we send our request, we will make a decision based on the information we have within 15 days
following the end of the 45-day period.
o We will send written notice of our decision to you and, if applicable, to your provider.
If your pre-service claim was considered on an urgent basis, we will notify you of our decision
orally or in writing within a timeframe appropriate to your clinical condition, but not later than 72
hours after we receive your claim. Within 24 hours after we receive your claim, we may ask you
for more information. We will notify you of our decision within 48 hours of receiving the first
piece of requested information. If we do not receive any of the requested information, then we
will notify you of our decision within 48 hours after making our request. If we notify you of our
decision orally, we will send you written confirmation within three days after that.
o If we deny your claim (if we do not agree to provide or pay for all the Services you requested), our
adverse benefit determination notice will tell you why we denied your claim and how you can
appeal.


Non-Urgent Pre-service Appeal
•

Within 180 days after you receive our adverse benefit determination notice, you must tell us in writing
that you want to appeal our denial of your pre-service claim. Please include the following:
(1) Your name and health record number;
(2) Your dental condition or relevant symptoms;
(3) The specific Service that you are requesting;
(4) All of the reasons why you disagree with our adverse benefit determination; and
(5) All supporting documents.
Your request and the supporting documents constitute your appeal. You must mail or fax your appeal
to us at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985



•

We will acknowledge your appeal in writing within seven days after we receive it.

•

We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

•

We will review your appeal and send you a written decision within 30 days after we receive your
appeal.

•

If we deny your appeal, our adverse benefit determination notice will tell you why we denied your
appeal.

Urgent Pre-service Appeal
•

Tell us that you want to urgently appeal our adverse benefit determination regarding your pre-service
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claim. Please include the following:
(1) Your name and health record number;
(2) Your dental condition or relevant symptoms;
(3) The specific Service that you are requesting;
(4) All of the reasons why you disagree with our adverse benefit determination; and
(5) All supporting documents.
Your request and the supporting documents constitute your appeal. You must mail, fax, or call your
appeal to us at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985
Phone: 503-813-4480
•

We will decide whether your appeal is urgent or non-urgent. If we determine that your appeal is not
urgent, we will treat your appeal as non-urgent. Generally, an appeal is urgent only if using the
procedure for non-urgent appeals (a) could seriously jeopardize your life or health, or your ability to
regain maximum function, or (b) would, in the opinion of a physician with knowledge of your dental
condition, subject you to severe pain that cannot be adequately managed without the Services you are
requesting, or (c) your attending dental care provider requests that your claim be treated as urgent.

•

We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

•

We will review your appeal and give you oral or written notice of our decision as soon as your clinical
condition requires, but not later than 72 hours after we receive your appeal. If we notify you of our
decision orally, we will send you a written confirmation within three days after that.

•

If we deny your appeal, our adverse benefit determination notice will tell you why we denied your
appeal.

Concurrent Care Claims and Appeals
Concurrent care claims are requests that Company continues to provide, or pay for, an ongoing course of
covered treatment to be provided over a period of time or number of treatments, when the course of
treatment already being received is scheduled to end. If you have any general questions about concurrent care
claims or appeals, please call Member Relations at 503-813-4480.
Unless you are appealing an urgent care claim, if we either (a) deny your request to extend your current
authorized ongoing care (your concurrent care claim) or (b) inform you that authorized care that you are
currently receiving is going to end early and you appeal our adverse benefit determination at least 24 hours
before your ongoing course of covered treatment will end, then during the time that we are considering your
appeal, you may continue to receive the authorized Services. If you continue to receive these Services while
we consider your appeal and your appeal does not result in our approval of your concurrent care claim, then
you will have to pay for the Services that we decide are not covered.
Here are the procedures for filing a concurrent care claim, a non-urgent concurrent care appeal, and an urgent
concurrent care appeal:


Concurrent Care Claim
•

Tell us that you want to make a concurrent care claim for an ongoing course of covered treatment.
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Inform us in detail of the reasons that your authorized ongoing care should be continued or extended.
Your request and any related documents you give us constitute your claim. You must submit your
claim by mailing, faxing, or calling us at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985
Phone: 503-813-4480
•

If you want us to consider your claim on an urgent basis and you contact us at least 24 hours before
your care ends, you may request that we review your concurrent claim on an urgent basis. We will
decide whether your claim is urgent or non-urgent. If we determine that your claim is not urgent, we
will treat your claim as non-urgent. Generally, a claim is urgent only if using the procedure for nonurgent claims (a) could seriously jeopardize your life or health or your ability to regain maximum
function, or (b) would, in the opinion of a physician with knowledge of your dental condition, subject
you to severe pain that cannot be adequately managed without the Services you are requesting, or
(c) your attending dental care provider requests your claim be treated as urgent.

•

We will review your claim, and if we have all the information we need we will make a decision within
a reasonable period of time.
If you submitted your claim 24 hours or more before your care is ending, we will make our decision
before your authorized care actually ends.
If your authorized care ended before you submitted your claim, we will make our decision no later
than 15 days after we receive your claim.
We may extend the time for making a decision for an additional 15 days if circumstances beyond our
control delay our decision, if we send you notice before the initial 15 day decision period ends.
If we tell you we need more information, we will ask you for the information before the initial
decision period ends, and we will give you until your care is ending or, if your care has ended, 45 days
to send us the information.
We will make our decision as soon as possible, if your care has not ended, or within 15 days after we
first receive any information (including documents) we requested.
We encourage you to send all the requested information at one time, so that we will be able to
consider it all when we make our decision.
If we do not receive any of the requested information (including documents) within the stated
timeframe after we send our request, we will make a decision based on the information we have
within the appropriate timeframe, not to exceed 15 days following the end of the timeframe we gave
you for sending the additional information.

•

We will send written notice of our decision to you and, if applicable, to your provider.

•

If we consider your concurrent care claim on an urgent basis, we will notify you of our decision orally
or in writing as soon as your clinical condition requires, but not later than 24 hours after we received
your claim. If we notify you of our decision orally, we will send you written confirmation within three
days after receiving your claim.

•

If we deny your claim (if we do not agree to provide or pay for extending the ongoing course of
treatment), our adverse benefit determination notice will tell you why we denied your claim and how
you can appeal.
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Non-Urgent Concurrent Care Appeal
•

Within 180 days after you receive our adverse benefit determination notice, you must tell us in writing
that you want to appeal our adverse benefit determination. Please include the following:
(1) Your name and health record number;
(2) Your dental condition or relevant symptoms;
(3) The ongoing course of covered treatment that you want to continue or extend;
(4) All of the reasons why you disagree with our adverse benefit determination; and
(5) All supporting documents.
Your request and all supporting documents constitute your appeal. You must mail or fax your appeal
to us at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985



•

We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

•

We will review your appeal and send you a written decision as soon as possible if your care has not
ended but not later than 30 days after we receive your appeal.

•

If we deny your appeal, our adverse benefit determination decision will tell you why we denied your
appeal.

Urgent Concurrent Care Appeal
•

Tell us that you want to urgently appeal our adverse benefit determination regarding your urgent
concurrent claim. Please include the following:
(1) Your name and health record number;
(2) Your dental condition or relevant symptoms;
(3) The ongoing course of covered treatment that you want to continue or extend;
(4) All of the reasons why you disagree with our adverse benefit determination; and
(5) All supporting documents.

Your request and the supporting documents constitute your appeal.
You must mail, fax, or call your appeal to us at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985
Phone: 503-813-4480
•

We will decide whether your appeal is urgent or non-urgent. If we determine that your appeal is not
urgent, we will treat your appeal as non-urgent. Generally, an appeal is urgent only if using the
procedure for non-urgent appeals (a) could seriously jeopardize your life or health or your ability to
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regain maximum function, or (b) would, in the opinion of a physician with knowledge of your dental
condition, subject you to severe pain that cannot be adequately managed without the Services you are
requesting; or (c) your attending dental care provider requests that your claim be treated as urgent.
•

We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

•

We will review your appeal and notify you of our decision orally or in writing as soon as your clinical
condition requires, but no later than 72 hours after we receive your appeal. If we notify you of our
decision orally, we will send you a written confirmation within three days after that.

•

If we deny your appeal, our adverse benefit determination notice will tell you why we denied your
appeal.

Post-service Claims and Appeals
Post-service claims are requests that we pay for Services you already received, including claims for out-of-Plan
Emergency Dental Care. If you have any general questions about post-service claims or appeals, please call
Member Services.
Here are the procedures for filing a post-service claim and a post-service appeal:


Post-service Claim
•

Within 12 months from the date you received the Services, mail us a letter explaining the Services for
which you are requesting payment. Provide us with the following:
(1) The date you received the Services;
(2) Where you received them;
(3) Who provided them;
(4) Why you think we should pay for the Services; and
(5) A copy of the bill and any supporting documents.
Your letter and the related documents constitute your claim. You may contact Member Services to
obtain a claim form. You must mail your claim to the Claims Department at:
Kaiser Permanente
National Claims Administration - Northwest
PO Box 370050
Denver, CO 80237-9998

•

We will not accept or pay for claims received from you after 12 months from the date of Services,
except in the absence of legal capacity.

•

We will review your claim, and if we have all the information we need we will send you a written
decision within 30 days after we receive your claim.
We may extend the time for making a decision for an additional 15 days if circumstances beyond our
control delay our decision, if we notify you within 30 days after we receive your claim.
If we tell you we need more information, we will ask you for the information before the end of the
initial 30-day decision period, and we will give you 45 days to send us the information.
We will make a decision within 15 days after we receive the first piece of information (including
documents) we requested.
We encourage you to send all the requested information at one time, so that we will be able to
consider it all when we make our decision.
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If we do not receive any of the requested information (including documents) within 45 days after we
send our request, we will make a decision based on the information we have within 15 days following
the end of the 45-day period.
•


If we deny your claim (if we do not pay for all the Services you requested), our adverse benefit
determination notice will tell you why we denied your claim and how you can appeal.

Post-service Appeal
•

Within 180 days after you receive our adverse benefit determination, tell us in writing that you want to
appeal our denial of your post-service claim. Please include the following:
(1) Your name and health record number;
(2) Your dental condition or relevant symptoms;
(3) The specific Services that you want us to pay for;
(4) All of the reasons why you disagree with our adverse benefit determination; and
(5) All supporting documents.
Your request and the supporting documents constitute your appeal. You must mail or fax your appeal
to us at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985

•

We will acknowledge your appeal in writing within seven days after we receive it.

•

We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

•

We will review your appeal and send you a written decision within 30 days after we receive your
appeal.

•

If we deny your appeal, our adverse benefit determination will tell you why we denied your appeal.

Additional Review

You may have certain additional rights if you remain dissatisfied after you have exhausted our internal claims
and appeals procedures. If you are enrolled through a plan that is subject to the Employee Retirement
Income Security Act (ERISA), you may file a civil action under section 502(a) of the federal ERISA statute.
To understand these rights, you should check with your benefits office or contact the Employee Benefits
Security Administration (part of the U.S. Department of Labor) at 1-866-444-EBSA (3272). Alternatively, if
your plan is not subject to ERISA (for example, most state or local government plans and church plans or all
individual plans), you may have a right to request review in state court.

Member Satisfaction Procedure

We want you to be satisfied with the Services you receive from Kaiser Permanente. We encourage you to
discuss any questions or concerns about your care with your Participating Provider or another member of
your dental care team. If you are not satisfied with your Participating Provider, you may request another.
Contact Member Services for assistance. You always have the right to a second opinion from a qualified
Participating Provider at the applicable Copayment or Coinsurance.
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If you are not satisfied with the Services received at a particular Participating Dental Office, or if you have a
concern about the personnel or some other matter relating to Services and wish to file a complaint, you may
do so by following one of the procedures listed below.


Contact the administrative office in the Participating Dental Office where you are having the problem.



Calling Member Services at 503-813-2000; or



Sending your written complaint to Member Relations at:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 NE Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 503-813-3985

All complaints are handled in a confidential manner.
After you notify us of a complaint, this is what happens:


A representative reviews the complaint and conducts an investigation, verifying all the relevant facts.



The representative or a Participating Provider evaluates the facts and makes a recommendation for
corrective action, if any.

When you file a written complaint, we usually respond in writing within 30 calendar days, unless additional
information is required.
When you make a verbal complaint, a verbal response is usually made within 30 calendar days.
We want you to be satisfied with our Participating Dental Offices, Services, and Participating Providers.
Using this Member satisfaction procedure gives us the opportunity to correct any problems that keep us from
meeting your expectations and your dental care needs. If you are dissatisfied for any reason, please let us
know.

TERMINATION OF MEMBERSHIP

If your membership terminates, all rights to benefits end at 11:59 p.m. on the termination date. In addition,
Dependents’ memberships end at the same time the Subscribers’ membership ends.
You will be billed as a non-member for any Services you receive after your membership terminates.
Company, Participating Providers, and Participating Dental Offices have no further liability or responsibility
under this EOC after your membership terminates.

Termination due to Loss of Eligibility

You and your Dependents must remain eligible to maintain your Group coverage. You must immediately
report to your Group any changes in eligibility status, such as a Spouse’s divorce or a Dependent’s reaching
the Dependent Limiting Age. If you no longer meet the eligibility requirements described in this EOC, please
confirm with your Group’s benefits administrator when your membership will end.

Termination for Cause

If you or any other Member in your Family commits one of the following acts, we may terminate your
membership by sending written notice to the Subscriber at least 31 days before the membership termination
date:


You abuse or threaten the safety of Company personnel or of any person or property at a Participating
Dental Office;
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You knowingly commit fraud and intentional misrepresentation in connection with membership,
Company, or a Participating Provider. Some examples of fraud include:
•

Misrepresenting eligibility information about you or a Dependent.

•

Presenting an invalid prescription or dental order.

•

Misusing an ID card (or letting someone else use it).

•

Giving us incorrect or incomplete material information.

•

Failing to notify us of changes in Family status or Medicare coverage that may affect your eligibility or
benefits.

We may report fraud and other illegal acts to the authorities for prosecution.

If we terminate your membership for cause we will:


Refund any amounts we owe your Group for Premium paid for the period after the termination date.



Pay you any amounts we have determined that we owe you for claims during your membership.

We may deduct any amounts you owe Company, Participating Providers, or Participating Dental Offices from
any payment we make to you.
If your coverage is terminated for any of the above reasons, you have the right to file an appeal. For more
information, please contact Member Services.

Termination of Your Group’s Agreement With Us

If your Group’s Agreement with us terminates for any reason, your membership ends on the same date. The
Group is required to notify Subscribers in writing if your Group’s Agreement with us terminates.

Termination of a Product or All Products

We may terminate a particular product or all products offered in a small or large group market as permitted
by law. If we discontinue offering a particular product in a market, we will terminate just the particular
product upon 90 days prior written notice to you. If we discontinue offering all products to groups in a small
or large group market, as applicable, we may terminate the Agreement upon 180 days prior written notice to
you.

CONTINUATION OF MEMBERSHIP
Continuation of Group Coverage under the Consolidated Omnibus
Budget Reconciliation Act (COBRA)

You may be able to continue your coverage under this EOC for a limited time after you would otherwise lose
eligibility, if required by the federal COBRA law. COBRA applies to most employees (and most of their
covered Dependents) of most employers with 20 or more employees (however, it does not apply to church
plans as defined by federal law). Please contact your Group for details about COBRA continuation coverage,
such as how to elect coverage and how much you must pay your Group for the coverage.

Federal or State-Mandated Continuation of Coverage

Termination of coverage will be postponed if the Member is on a leave of absence and continuation of
coverage is required by the federal or state-mandated family or medical leave act or law, as amended.
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Uniformed Services Employment and Reemployment Rights Act
(USERRA)

If you are called to active duty in the uniformed services, you may be able to continue your coverage under
this EOC for a limited time after you would otherwise lose eligibility, if required by federal law (USERRA).
You must submit an USERRA election form to your Group within 60 days after your call to active duty.
Please contact your Group if you want to know how to elect USERRA coverage and how much you must pay
your Group for the coverage.

MISCELLANEOUS PROVISIONS
Administration of Agreement

We may adopt reasonable policies, procedures, and interpretations to promote orderly and efficient
administration of this EOC.

Agreement Binding on Members

By electing coverage or accepting benefits under this EOC, all Members legally capable of contracting, and
the legal representatives of all Members incapable of contracting, agree to all provisions of this EOC.

Amendment of Agreement

Your Group’s Agreement with us will change periodically. If these changes affect this EOC, your Group is
required to make revised materials available to you.

Applications and Statements

You must complete any applications, forms, or statements that we request in our normal course of business
or as specified in this EOC. In the absence of fraud, all statements made by an applicant, Group, or
Subscriber shall be deemed representations and not warranties. No statement made for the purpose of
effecting coverage shall void coverage or reduce benefits unless contained in a written instrument signed by
the Group or Subscriber, a copy of which has been furnished to the Group or Subscriber.

Assignment

You may not assign this EOC or any of the rights, interests, claims for money due, benefits, or obligations
hereunder without our prior written consent.

Attorney Fees and Expenses

In any dispute between a Member and Company, Participating Providers, or Participating Dental Offices,
each party will bear its own attorney fees and other expenses, except as otherwise required by law.

Governing Law

Except as preempted by federal law, this EOC will be governed in accordance with Oregon law and any
provision that is required by state or federal law to be in this EOC shall bind Members and Company whether
or not the provision is set forth in this EOC.

Group and Members not Company’s Agents

Neither your Group nor any Member is the agent or representative of Company.

EOLGDNT0117

32

No Waiver

Our failure to enforce any provision of this EOC will not constitute a waiver of that or any other provision,
nor will it impair our right thereafter to require your strict performance of any provision.

Nondiscrimination

We do not discriminate in our employment practices or in the delivery of Services on the basis of age, race,
color, national origin, religion, sex, sexual orientation, physical disability, or mental disability.

Notices

We will send our notices to you to the most recent address we have for the Subscriber. The Subscriber is
responsible for notifying us of any change of address. Subscribers who move should call Member Services as
soon as possible to give us their new address.

Overpayment Recovery

We may recover any overpayment we make for Services from anyone who receives an overpayment, or from
any person or organization obligated to pay for the Services.

Privacy Practices

Kaiser Permanente will protect the privacy of your protected health information (PHI). We also require
contracting providers to protect your PHI. Your PHI is individually identifiable information about your
health, health care Services you receive, or payment for your health care. You may generally see and receive
copies of your PHI, correct or update your PHI, and ask us for an accounting of certain disclosures of your
PHI.
We may use or disclose your PHI for treatment, payment, health research, and health care operations
purposes, such as measuring the quality of Services. We are sometimes required by law to give PHI to others,
such as government agencies or in judicial actions. In addition, Member-identifiable health information is
shared with your Group only with your authorization or as otherwise permitted by law. We will not use or
disclose your PHI for any other purpose without your (or your representative’s) written authorization, except
as described in our Notice of Privacy Practices (see below). Giving us authorization is at your discretion.
This is only a brief summary of some of our key privacy practices. Our Notice of Privacy Practices, which
provides additional information about our privacy practices and your rights regarding your PHI, is available
and will be furnished to you upon request. To request a copy, call Member Services. You can also find the
notice on our website at kp.org/dental/nw.

Unusual Circumstances

We will do our best to provide or arrange for your dental care needs in the event of unusual circumstances
that delay or render impractical the provision of Services under this EOC, such as major disaster, epidemic,
war, riot, civil insurrection, disability of a large share of personnel at a Participating Dental Office, complete
or partial destruction of facilities, and labor disputes. However, in these circumstances, neither we, nor any
Participating Dental Office facilities or any Participating Provider shall have any liability or obligation because
of a delay or failure to provide these Services. In the case of a labor dispute involving Company, we may
postpone non-Emergency Dental Care until after resolution of the labor dispute.
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KAISER FOUNDATION HEALTH PLAN OF THE NORTHWEST
ORTHODONTIC SERVICES RIDER

This rider is part of the Evidence of Coverage (EOC) to which it is attached. All provisions of this
rider become part of the EOC “Benefits” section except for the “Orthodontic Services Rider Benefit
Summary,” which becomes part of the EOC “Benefit Summary.” This entire benefit rider is
therefore subject to all the terms and provisions of the EOC.
This benefit may have a Lifetime Benefit Maximum. For purposes of this rider, a Lifetime Benefit
Maximum means we will not cover more than the amount shown in the “Orthodontic Services
Rider Benefit Summary” for all covered Services during your lifetime. Your Lifetime Benefit
Maximum is calculated by adding up the Charges for all orthodontic Services we covered under this
rider or under any other EOC with the same group number printed on the EOC to which this rider
is attached, and subtracting any Deductible, Copayments, and Coinsurance you paid for those
Services.
Orthodontics. Orthodontic treatment for abnormally aligned or positioned teeth.

General Benefit Requirements

Treatment under this rider will be covered so long as you meet the following conditions:
You allow no significant lapse in the continuous orthodontic treatment process.
You maintain continuous eligibility under this or any other Company dental contract that
includes coverage for Orthodontics.
You make timely payment of amounts due.
In all other cases, orthodontic treatment may be completed at the full price of the Service.
Orthodontic devices provided at the beginning of treatment are covered. Replacement devices are
available at the full price of the Service.

Exclusions and Limitations

Coverage for Services and supplies is not provided for any of the following:
Changes in treatment necessitated by an accident.
Maxillofacial surgery.
Myofunctional therapy (TMJ).
Replacement of broken appliances.
Re-treatment of Orthodontic cases.
Treatment of cleft palate.
Treatment of macroglossia.
Treatment of micrognathia.
Treatment of primary/transitional dentition.
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Orthodontic Services Rider Benefit Summary
Orthodontics

You Pay

All Members

50% of Charges up to the $1,000 Lifetime Benefit Maximum, and
100% of Charges thereafter.
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Kaiser Foundation Health Plan of the Northwest (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:
o Qualified sign language interpreters
o 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:
o Qualified interpreters
o Information written in other languages
If you need these services, call the number provided below.
Oregon
1-800-813-2000
Washington
1-800-813-2000
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 with the Kaiser
Civil Rights Coordinator, 500 NE Multnomah St., Ste 100, Portland OR 97232, telephone number: 1-800813-2000. You can file a grievance by mail or phone. If you need help filing a grievance, the Kaiser Civil
Rights Coordinator is available to help you. 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.
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Help in your Language
English: You have the right to get help in your language at no cost. If you have questions about
your application or coverage through Kaiser Permanente, or if this is a notice that requires you to take
action by a speciﬁc date, call the number provided for your state or region to talk to an interpreter.
አማርኛ (Amharic): ያለምንም ክፍያ በራስዎ ቋንቋ እገዛ የማግኘት መብት
አለዎት። ስለ ማመልከቻዎ ወይም ከኬሰር ፐርማነንቴ Kaiser Permanente
ስለሚያገኙት ሽፋን ማንኛውም ጥያቄዎች ካሉዎት፣ ወይም ይህ ማሳወቂያ በግልፅ
በተጠቀሰ ቀን ማድረግ ያለብዎ ነገር እንዳለ የሚያስገድድዎ ከሆነ፣ በተጠቀሰው
የስልክ ቁጥር ለስቴትዎ ወይም ለክልልዎ ደውለው ከአስተርጓሚ ጋር ይነጋገሩ።
 لك الحق في الحصول على المساعدة بلغتك دون تحمل:(Arabic) العربية
 إذا كانت لديك استفسارات بشأن طلبك أو تغطيتك التي تقدمها.أي تكاليف
 أو إذا كان هذا اشعار الذي يتطلب منك اتخاذ،Kaiser Permanente
 يُرجى اتصال بالرقم المخصص لويتك أو،إجراء خل تاريخ محدد
.منطقتك للتحدث إلى مترجم فوري
Հայերեն (Armenian): Դուք ունեք Ձեր լեզվով անվճար
օգնություն ստանալու իրավունք: Եթե Դուք հարցեր
ունեք Ձեր դիմու կամ Kaiser Permanente-ի ջոցով
Ձեր ծածկույթի վերաբերյալ, կամ եթե սա ծանուցում է,
որը պարտադրում է Ձեզ, որպեսզի գործուղություններ
ձեռնարկեք նչև որոշակի ամսաթիվ, ապա
զանգահարե՛ք Ձեր նահանգի կամ շրջանի համար
տրամադրված հեռախոսահամարով` թարգմանչի հետ
խոսելու համար:

California. . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-464-4000
Colorado . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-632-9700
District of Columbia . . . . . . . . . . . . . . 1-800-777-7902
Georgia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-888-865-5813
Hawaii . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-966-5955
Maryland. . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-777-7902
Oregon . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-813-2000
Virginia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-777-7902
Washington . . . . . . . . . . . . . . . . . . . . . . . . 1-800-813-2000
TTY . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 711

Ɓsɔ́ɔ̀ Wɖ (Bassa): Ɔ mɔ̀ nì kpé ɓɛ́ m̀ ké gbo-kp-kp
dyé ɖé nì mìɔùn nììn ɓiɖ
́ i-́ wùɖù mú pid
́ yi. Ɔ j ké m̀ dyi
dyi-diè-ɖɛ̀ ɓ ɓéɖé ɓ nì céè-ɖɛ̀ m̀ tò ɓó ɖɛ zɔ̀ jè dyíɛ ní,
mɔɔ j ɓ nì k ùn kpɔ̃ jè dyí dyiì n
̀ ɖé Kaiser Permanente
múɛ ní, mɔɔ ɔ dyi bɔ̌ ̃ ɖò j ɓɛ́ m̀ ké ɖɛ ɖò nyu ɓó wé jɛ́ɛ́
ɖò kɔ̃ ni,̀ niì ,́ ɖ nɔ̀ɓ ɓɛ́ wa tò ɓó nì ɓóɖóɔ̀ mɔɔ nì gbɛ̌ɛ̀ɔ̀
bììɛ, ké nì mu nyɔ-wuɖuún-z -nyɔ̀ ɖò gbo wùɖùùn.
বাংলা (Bengali): বিনা খরচে আপনার বনচের ভাষায় সাহায পাওয়ার
অবিকার আপনার আচে। আপনার যবি আপনার আচিিন িা
Kaiser Permanente-এর মাি চম পাওয়া কভাচরে বনচয় ককাচনা 
থাচক িা এ যবি ককাচনা কনাস হয় যার ফচে আপনার এক বনি্াবরত বিচনর
মচি ককাচনা পিচপ হণ করার চয়ােন হয়, তাহচে কিাভাষীর সাচথ কথা িেচত
আপনার রাে িা অচের েন ি নরচত কফান করুন।

Kaiser Foundation Health Plan, Inc., in Northern and Southern California and Hawaii • Kaiser Foundation Health Plan of Colorado • Kaiser Foundation Health Plan of Georgia, Inc., Nine
Piedmont Center, 3495 Piedmont Road NE, Atlanta, GA 30305, 404-364-7000 • Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., in Maryland, Virginia, and Washington,
D.C., 2101 E. Jefferson St., Rockville, MD 20852 • Kaiser Foundation Health Plan of the Northwest, 500 NE Multnomah St., Suite 100, Portland, OR 97232
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Cebuano (Bisaya): Anaa moy katungod nga mangayo
og tabang sa inyo pinulongan ug kini walay bayad.
Kung naa mo pangutana bahin sa inyo aplikasyon
o coverage sa Kaiser Permanente, o kung kaning
pahibalo nanginahanglan sa inyo paglihok sa dili
pa usa ka piho nga petsa, palihug lang pagtawag
sa mga numero sa telepono nga gihatag sa imong
estado (“state”) o rehiyon (“region”) para makigstorya
sa usa ka interpreter.
中文 (Chinese): 您有權免費以您的語言獲得幫助。
如果您對您的Kaiser Permanente申請或承保有任何疑
問，或者如果本通知要求您在具體日期之前採取措施，
請致電您所在的州或地區的電話，與口譯員進行溝通。
Chuuk (Chukese): Mei wor omw pwuung omw kopwe
angei aninis non foosun fonuomw (Chuukese), ese
kamo. Ika mei wor omw kapas eis usun omw apilikeison
me/ika policy fan nemenien Kaiser Permanente, are
ika ei esinesin a erenuk pwe kopwe fori pwan ekoch
fofor, ka tongeni omw kopwe kori ewe nampa mei
kawor faniten omw state ika fonu (asan) iwe eman chon
chiakku epwe anisuk non kapasen fonuomw.
Français (French): Une assistance gratuite dans votre
langue est à votre disposition. Si vous avez des
questions à propos de votre demande d’inscription
ou de la couverture par Kaiser Permanente, ou si cet
avis vous demande de prendre des mesures à une
date précise, appelez le numéro indiqué pour votre
Etat ou votre région pour parler à un interprète.
Deutsch (German): Sie haben das Recht,
kostenlose Hilfe in Ihrer Sprache zu erhalten. Falls
Sie Fragen bezüglich Ihres Antrags oder Ihres
Krankenversicherungsschutzes durch Kaiser Permanente
haben oder falls Sie aufgrund dieser Benachrichtigung
bis zu bestimmten Stichtagen handeln müssen, rufen Sie
die für Ihren Bundesstaat oder Ihre Region aufgeführte
Nummer an, um mit einem Dolmetscher zu sprechen.
ુ રાતી (Gujarati): તમને કોઇ પણ ખર વગર તમારી
ગજ
ભાષામાં મદદ મેળવવાનો અધિકાર છે . જો તમને
Kaiser Permanente મારફતે તમારી અર અથવા
કવરે જ ધવશે ો હોય, અથવા જો આ નોટિસ હોય મા
તમને કોઈરોસ તારીખથી પગલાં લેવાની જર હોય, તો
દુભાધષયા સાથે વાત કરવા તમારા સિેિ અથવા રીયન માિે
પ ૂરા પાડવામાં આવેલ નંબર પર ફોન કરો.
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Kreyòl Ayisyen (Haitian Creole): Ou gen dwa pou jwenn
èd nan lang ou gratis. Si ou gen nenpòt kesyon sou
aplikasyon ou an oswa asirans ou ak Kaiser Permanente,
oswa si nan avi sa a gen bagay ou sipoze fè sa a avan yon
sèten dat, rele nimewo nou mete pou Eta oswa rejyon ou a
pou w ka pale ak yon entèprèt.
ʻōlelo Hawaiʻi (Hawaiian): He pono a ua loaʻa no kekahi
kōkua me kāu ʻōlelo inā makemake a he manuahi no hoʻi.
Inā he mau nīnau kāu e pili ana i kāu palapala noi ʻinikua
ola kino a i ʻole i kōkua maʻō ka polokalamu kōkua ola
kino Kaiser Permanente, a i ʻole inā ke haʻi nei paha kēia
leka nei iāʻoe e hana koke aku i kēia ma mua o kekahi lā
i waiho ʻia, e kelepona aku i ka helu i loaʻa ma kēia leka
nei no kāu mokuʻāina a i ʻole panaʻāina no ka walaʻau
ʻana me kekahi kanaka unuhi ʻōlelo.
हिन् (Hindi): आपको बिना ककसी कीमत चुकाए आपकी
भाषा म सहायता पाने का अधिकार है । यकि आप आपके
आवेिन प के बवषय म या Kaiser Permanente के
कवरे ज के बवषय म कुछ पूछना चाहते ह या यकि यह एक
नोकिस है जजसके कारण आपको ककसी बवशेष धतधि तक
कारवाई करनी पड़े गी तो आपके राजय या े के धिए किए
गए नंिर पर फोन करके ककसी िभ
ु ाबषये से िात कर ।
Hmoob (Hmong): Koj muaj cai kom tau txais kev pab
uas hais koj hom lus yam tsis tau them nqi. Yog koj muaj
lus nug txog koj daim ntawv thov los yog cov kev pab
them nyiaj tim Kaiser Permanente, los yog tias daim
ntawv no yog ib tsab ntawv ceebtoom uas yuav kom koj
ua ib yam dabtsi raws li hnub tau teev tseg, hu rau tus
nab npawb xovtooj uas tau muab rau koj lub xeev lossis
cheeb tsam kom tau tham nrog tus kws txhais lus.
Igbo (Igbo): Ị nwere ikike ịnweta enyemaka n’asụsụ
gị na akwụghị ụgwọ ọ bụla. Ọ bụrụ na ị nwere ajụjụ
gbasara akwụkwọ anamachọihe gị ma ọ bụ mkpuchi
si na Kaiser Permanente, ma ọ bụ ọ bụrụ na nke bụ
ọkwa a chọrọ ka ị mee ihe tupu otu ụbọchị, kpọọ nọmba
enyere maka steeti ma ọ bụ mpaghara gị iji kwukọrịta
okwu n’etiti onye ọkọwa okwu.
Iloko (Ilocano): Adda ti karbenganyo a dumawat iti tulong
iti pagsasaoyo nga awan ti bayadanyo. No addaankayo
kadagiti saludsod maipanggep ti aplikasionyo wenno
coverage babaen ti Kaiser Permanente, wenno no daytoy
ket maysa a pakdaar a kalikagumanna a rumbeng nga
aramidenyo ti addang iti espesipiko a petsa, tawagan ti
numero nga inpaay para ti estado wenno rehion tapno
makipatang ti maysa mangipatarus iti pagsasao.

Go to buykp.org/apply.
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Italiano (Italian): Hai il diritto di ricevere assistenza
nella tua lingua gratuitamente. In caso di domande
riguardanti la tua richiesta o la copertura attraverso
Kaiser Permanente, o se occorre intervenire entro
una data speciﬁca secondo quanto indicato in questa
comunicazione, chiama il numero fornito per il tuo
stato o la tua regione per parlare con un interprete.

Naabeehó (Navajo): T’11 ni nizaad bee n7k1 i’doolwo[ doo
bik’4 as7n7[11g00 47 bee n1haz’3. Kaiser Permanente 1k1
an1’1lwo’ n1 bik’4 azl1adoo y7n7keedgo naaltsoos hadinilaa,
47 b7na’7d7[kid doogo, 47 doodago d77 naaltsoos haa’7da
yoo[k1a[go hait’1oda 7’d77l77[ ni[n7igo 47 nitsaa hahoodzoj7
47 doodago t’11 aadi nahós’a’di ata’ dahalne’7g77 bich’8’
h0lne’go bee bi[ ahi[ hod77lnih.

日本語 (Japanese): あなたは、費用負担なしでご使用
の言語で支援を受ける権利を保持しています。お申し
込みまたはKaiser Permanenteの担保範囲に関してご
質問があるか、または本通知により、あなたが特定の
日付までに行動を起こすよう依頼されている場合、お
住まいの州または地域に対して提供された電話番号に
電話して、通訳とお話ください。

नेपाल (Nepali): तपा9सगं कुनै शुलक नकिइ आफनो भाषामा
सहायता पाउने अधिकार छ । तपा:संग आफनो आवेिन िारे
वा Kaiser Permanente माफ; त कवरे ज िारे मा कुनै <=ह>
भए, वा यो नोकिस अनुसार तपा:िे कुनै धनिा;ररत धमधतमा
कुनै काय;वाही गनु; पन? आवशयकता भएमा, िोभाषेसंग
कुराकानी गन; तपा:को राजय वा ेका िाधग किइएको
नमवरमा कि गनुह
; ोस ् ।

ំ យ
ខ្!រ (Khmer): អ"ក#នសិទទ
្ិ ទួល$នជន
ួ %&'របស់ អក
"

Afaan Oromoo (Oromo): Baasii malee afaan keetiin
gargaarsa argachuudhaaf mirga qabda. Waa’ee iyyata
keetii yookaan tajaajila Kaiser Permanente hammatu
ilaalchisee gaafﬁi yoo qabaatte, yookaan yoo kun
beeksisa guyyaa murtaa’e irratti tarkaanﬁi akka ati
fudhattu gaafatu ta’e, lakkoofsa bilbilaa naannoo
yookaan goodina keetiif kenname bilbiluudhaan
turjumaana haasofsiisi.

ដោយឥតគត
ិ ថ្(។ ដបស
ើ ិនអ"ក#នសំណួរ)មួយអំព*
ី ក+ដស"ើសុំ
ឬ,រ-.រ/ ប់រង0មរយៈ Kaiser Permanente ឬបបសិនដនះគឺ
ំ ឹ ងខដលតបម1វឲ+អ"ក2ត់វ-ន,របត
%លិ្ត
ិ
ិ ជូនដណ
ឹម,លបរដ្3
ិ
ទ%ក់4ក់ សូ មទូរស័ពដ5 ៅដល្ខដល$នផ6ល់ជន
ូ សប#ប់រដ7
ឬតំបន់របស់ អក
" ដដម
" បកខបប។
ើ ្ន
ី 8
ិ យដៅ,ន់អក
한국어 (Korean): 귀하에게는 한국어 통역서비스를
무료로 받으실 수 있는 권리가 있습니다.
Kaiser Permanente를 통한 귀하의 보험 신청서나 보험
보장 범위에 관해 질문이 있을 경우 또는 이 통지서의
요구대로 어느 날짜까지 조취를 취해야만 하는 경우,
귀하의 주 및 지역의 제공된 전화번호로 연락해 통역사와
통화하십시오.
ລາວ (Laotian): ທ່ານມີສິດທີ່ຈະໄດ້ຮັບການຊ່ວຍເຫຼືອໃນພາສາ
ຂອງທ່ານໂດຍບໍເ່ ສັຽຄ່າ. ຖ້າວ່າ ທ່ານມີຄາໍ ຖາມກ່ຽວກັບການສະໝັກ
ຂອງທ່ານ ຫຼື ການຄຸ້ມຄອງຜ່ານ Kaiser Permanente, ຫຼື
ຖ້າອັນນີ້ເປັນແຈ້ງການທີ່ຮຽກຮ້ອງໃຫ້ທ່ານດໍາເນີນການພາຍໃນ
ວັນທີທີ່ເຈາະຈົງໃດໜຶ່ງ, ໃຫ້ໂທຕາມໝາຍເລກທີ່ໃຫ້ໄວ້ສໍາລັບລັດ
ຫຼື ເຂດຂອງທ່ານ ເພື່ອຂໍລົມກັບນາຍພາສາ.
Kajin Majōḷ (Marshallese): Ewōr jimwe eo aṃ in bōk
jipañ ilo kajin eo aṃ ejjeḷọk wōṇāān. Ñe ewōr aṃ
kajjitōk kōn peba in aplaiki eo aṃ ak insurance eo aṃ
jān Kaiser Permanente, ak ñe enaan in kōjeḷā in ej
aikuj bwe kwōn ṃakūtkūt ṃokta jān juon raan eo eṃōj
an kallikkar, kaḷọk nōṃba eo ej leḷọk ñan state eo aṃ
ak jikūṃ bwe kwōn maroñ kōnono ippān juon ri-ukōt.

Have questions? Call us at 1-800-494-5314.
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 شما حق داريد که بدون هيچ هزينه ای به زبان خود:(Persian) فارسی
 اگر درباره درخواست يا پوشش خود در.کمک دريافت کنيد
 سؤالی داشته يا بر اساس اين اعميه بايد تاKaiser Permanente
 برای صحبت با يک مترجم شفاهی با،تاريخ مشخصی اقدامی بعمل آوريد
.شماره تلفن ارائه شده برای ايالت يا منطقه خود تماس بگيريد
lokaiahn Pohnpei (Pohnpeian): Komw anehki pwung en
rapahki sounkawehwe en omw palien lokaia ni sohte
isaihs. Ma mie iren owmi kalelapak ohng aplikeisin
de iren audepe kan ohng Kaiser Permanente, de ma
pakair wet me anahne komwi en mwekid ohng rahn me
kileledi, ah komw anahne koahl nempe me sansalehr
ohng owmi palien wehi pwe komwi en lokaiaieng owmi
tungoal soun kawehwe.
Português (Portuguese): Você tem o direito de obter
ajuda em seu idioma sem nenhum custo. Se você
tiver dúvidas sobre sua solicitação ou cobertura
por meio da Kaiser Permanente, ou se este aviso
exigir que você tome alguma medida até uma data
especíﬁca, ligue para o número fornecido para seu
estado ou região para falar com um intérprete.

Go to buykp.org/apply.
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ਪੰ ਜਾਬੀ (Punjabi): ਤੁਹਾਨੂੰ ਬਬਨ@ ਬਿਸੇ ਸ਼ੁਲਿ ਤੇ ਆਪਣੀ ਭਾਸ਼ਾ ਬਿਚ
ਮਦਦ ਪਾਉਣ ਦਾ ਹੱ ਿ ਹੈ. ਜੇਿਰ ਤੁਹਾਡੇ ਆਪਣੀ ਅਰਜੀ ਜ@
Kaiser Permanente ਰਾਹA ਿਿਰੇਜ ਬਾਰੇ ਸਿਾਲ ਹਨ, ਜ@ ਇਸ
ਨੋਬਿਸ ਿਜB ਤੁਹਾਨੂੰ ਬਿਸੇ ਬਨਸ਼ਬਚਤ ਬਮਤੀ ਤੱ ਿ ਿਾਰਿਾਈ ਿਰਨ ਦੀ ਲੋ ੜ
ਪਿੇ, ਤ@ ਦੁਭਾਸ਼ੀਏ ਨਾਲ ਗੱ ਲ ਿਰਨ ਲਈ ਆਪਣੇ ਰਾਜ ਜ@ ਇਲਾਿੇ ਲਈ
ਮੁਹੱਈਆ ਿਰਿਾਏ ਗਏ ਨੰਬਰ ਤੇ ਫੋਨ ਿਰੋ.
Română (Romanian): Aveți dreptul de a solicita
ajutor care să vă ﬁe oferit în mod gratuit în limba
dumneavoastră. Dacă aveți întrebări legate de
solicitarea dumneavoastră sau de acoperirea oferită
de Kaiser Permanente sau dacă acest aviz vă solicită
să luați măsuri până la o anumită dată, sunați la
numărul de telefon furnizat pentru statul sau regiunea
dumneavoastră pentru a sta de vorbă cu un interpret.
Pусский (Russian): У вас есть право получить
бесплатную помощь на своем языке. Если у вас
имеются вопросы относительно вашего заявления
или медицинского страхования в Kaiser Permanente,
либо если такое уведомление требует от вас какихлибо действий к определенной дате, позвоните по
номеру телефона для своего штата или региона,
чтобы поговорить с переводчиком.
Faa-Samoa (Samoan): E iai lou ‘aia e maua se
fesoasoani i lou gagana e aunoa ma le totogi. Afai e iai
ni fesili e uiga i lou tusi apalai po o puipuiga e ala mai
Kaiser Permanente, po o lenei tusi e manaomia ona e
gaoioi i se taimi atofaina, vili le numera ua fuafuaina mo
lou setete po o oganuu e fesoota’i i se faaliliu.
Español (Spanish): Usted tiene derecho a obtener
ayuda en su idioma sin costo alguno. Si tiene
preguntas acerca de su solicitud o cobertura a través
de Kaiser Permanente, o si este es un aviso que
requiere que usted tome alguna medida antes de
una fecha determinada, llame al número de teléfono
que se proporciona para su estado o región para
hablar con un intérprete.
Tagalog (Tagalog): Mayroon kang karapatang
humingi ng tulong sa iyong wika nang walang bayad.
Kung mayroon kang mga katanungan tungkol sa
iyong aplikasyon o coverage sa pamamagitang
ng Kaiser Permanente, o kung ito ay abisong
nangangailangan ng iyong aksyon sa tiyak na petsa,
tumawag sa numerong ibinigay para sa iyong estado
o rehiyon para makipag-usap sa isang interpreter.

Have questions? Call us at 1-800-494-5314.
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ิ ธิทจ
ไทย (Thai): ท่านมีสท
ี่ ะได ้รับความชว่ ยเหลือในภาษา
ี ค่าใชจ่้ าย หากท่านมีคCาถามเกีย
ของท่านโดยไม่เสย
่ วกับการ
สมัครของท่าน หรือความคุ ้มครองผ่าน Kaiser Permanente
ื ทีต
หรือหากนีค
่ อ
ื หนังสอ
่ ้องการให ้ท่านดCาเนินการภายในวันที่
ทีก
่ Cาหนดไว ้ โปรดติดต่อหมายเลขทีใ่ ห ้ไว ้สCาหรับรัฐหรือเขต
พืน
้ ทีข
่ องท่านเพือ
่ คุยกับล่าม
Lea Faka-Tonga (Tongan): ‘Oku ‘ia ho totonu ke ke
ma’u ha fakatonulea ta’etotongi. Kapau ‘oku ‘i ai ha’o
fehu’i ki ho tohi kole na’e fakafonu ki he malu’i ‘inisiua
‘a e Kaiser Permanente, pea kapau ko e tohini ‘oku
ﬁema’u keke fai ha me’a ki ai pe ko ha ‘aho na’e tuku
pau atu ke fai ia, taa ki he ﬁka kuo ‘oatu ki ho siteiti pe
ko e vahefonua ‘oku ke ‘i ai ke talanoa mo ha tokotaha
tene fakatonu lea atu kiate koe.
Українська (Ukrainian): У Вас є право на отримання
допомоги безкоштовно на Вашій рідній мові. Якщо
Ви маєте питання стосовно Вашого звернення чи
страхового покриття в Kaiser Permanente, чи якщо
відповідно до такого повідомлення Вам треба буде
здійснити певну дію до конкретної дати, подзвоніть
по номеру, що відповідає Вашій країні чи регіону,
щоб поговорити з перекладачем.
 آپ کوکوئی بهی قيمت ادا کئے بغير اپنی زبان ميں مدد:(Urdu) اُردو
حاصل کرنے کا حق ہے۔ اگر آپ کے ذہن ميں اپنی درخواست يا
 کے ذريعہ کوريج کے متعلق کوئی بهی سواتKaiser Permanente
 يا اگر اس نوٹس کی وجہ سے آپ کو کسی مخصوص تاريخ تک عمل،ہيں
 کسی مترجم سے بات چيت کرنے کے،انجام دينے کی ضرورت ہوگی تو
لئے آپ کی رياست يا عقہ کے لئے فراہم کئے گئے نمبر پر کال کريں۔
Tiếng Việt (Vietnamese): Quý vị có quyền được nhận
trợ giúp miễn phí bằng ngôn ngữ của mình. Nếu quý
vị có cc câu hỏi về mẫu đơn hoặc mức bảo hiểm của
mình thông qua Kaiser Permanente, hoặc đây l thông
bo yêu cầu quý vị thực hiện v o một ng y cụ thể, hãy
gọi đến số điện thoại được cung cấp cho bang hoặc
khu vực của quý vị để trò chuyện với phiên dịch viên.
Yorbá (Yoruba): O ní ẹ̀tọ́ lti rí ìr nlọ́wọ́ gb nípa èdè
rẹ lìsan owó. Bí o b ní ìbéèrè nípa ìwé tí o kọ t bí
ìṣedéédé nípaṣẹ̀ Kaiser Permanente, t bí ìﬁtọnilétí yìí jẹ́
èyí o nílò lti ìgbésẹ̀ kan ní ọjọ́ kan patọ́, pé nọ́mb tí a
pèsè fún ìpínlẹ̀ t bí agbègbè rẹ lti b òǹgbifọ̀ kan sọ̀rọ̀.
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