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Common
Medical Event

Services You May 
Need

What You Will Pay
Plan Provider

(You will pay the least)

What You Will Pay
Non-Plan Provider

(You will pay the most)
Limitations, Exceptions & Other Important 

Information

If you need drugs to 
treat your illness or 
condition

More information 
about prescription 
drug coverage is 
available at 
www.kp.org.

Generic drugs
$10 / prescription at Plan 
Pharmacy; $20 / prescription at 
Participating Pharmacy; $8 / 
prescription through Mail Order

Not covered

Up to a 30-day supply; Up to a 90-day supply 
for 3 copays at Plan and Participating 
Pharmacies; Up to a 90-day supply for 2 
copays through Mail Order. No charge for 
preventive drugs, contraceptives or oral 
chemotherapy drugs.

Preferred brand 
drugs

$20 / prescription at Plan 
Pharmacy; $40 / prescription at 
Participating Pharmacy; $18 / 
prescription through Mail Order

Not covered

Up to a 30-day supply; Up to a 90-day supply 
for 3 copays at Plan and Participating 
Pharmacies; Up to a 90-day supply for 2 
copays through Mail Order. No charge for 
preventive drugs, contraceptives or oral 
chemotherapy drugs.

Non-preferred brand 
drugs

$35 / prescription at Plan 
Pharmacy; $55 / prescription at 
Participating Pharmacy; $33 / 
prescription through Mail Order

Not covered

Up to a 30-day supply; Up to a 90-day supply 
for 3 copays at Plan and Participating 
Pharmacies; Up to a 90-day supply for 2 
copays through Mail Order. No charge for 
preventive drugs, contraceptives or oral 
chemotherapy drugs.

Specialty drugs Applicable Generic, Preferred, 
and Non-Preferred copayments Not covered

Up to a 30-day supply; Up to a 90-day supply 
for 3 copays at Plan and Participating 
Pharmacies; Up to a 90-day supply for 2 
copays through Mail Order. No charge for oral 
chemotherapy drugs.

If you have 
outpatient surgery

Facility fee (e.g., 
ambulatory surgery 
center)

$50 / visit Not covered None

Physician/surgeon 
fees Included in facility fee Not covered None

If you need 
immediate medical 
attention

Emergency room 
care $50 / visit $50 / visit Waived if admitted as inpatient

Emergency medical 
transportation No charge No charge None

Urgent care $20 / visit $20 / visit $20 / visit
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Common
Medical Event

Services You May 
Need

What You Will Pay
Plan Provider

(You will pay the least)

What You Will Pay
Non-Plan Provider

(You will pay the most)
Limitations, Exceptions & Other Important 

Information

If your child needs 
dental or eye care

Children's eye exam $10 / Optometrist visit; $20 / 
Ophthalmologist visit Not covered None

Children's glasses No charge Not covered

1 pair of glasses / year limited to single or 
bifocal lenses or 1st purchase of contact 
lenses / year or 2 pair / eye / year 



District of Columbia Department of Insurance 1-877-685-6391 or www.disb.dc.gov/

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from 



About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different 
health plans. Please note these coverage examples are based on self-only coverage.
Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital 
delivery)

The plan's overall deductible
Specialist copayment 
Hospital (facility) copayment 
Other (blood work) copayment 

$0
$20

$100
$0

 
This EXAMPLE event includes services like:
Specialist office visits (�S�U�H�Q�D�W�D�O���F�D�U�H)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (�X�O�W�U�D�V�R�X�Q�G�V���D�Q�G���E�O�R�R�G���Z�R�U�N)
Specialist visit (�D�Q�H�V�W�K�H�V�L�D)

 
Total Example Cost $12,800
In this example, Peg would pay:

�&�R�V�W���6�K�D�U�L�Q�J
Deductibles $0
Copays $100
Coinsurance $0

�:�K�D�W���L�V�Q�
�W���F�R�Y�H�U�H�G
Limits or exclusions $60
The total Peg would pay is $160
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