8% KAISER PERMANENTE.

Return completed form to:

P.O. Box 34750, Seattle, WA 98124-1750

2018 Employee enrollment and change form

[] Transfer to COBRA

EMPLOYER: PLEASE COMPLETE THIS SECTION. Original date of hire / Choose one:
Effective date Date of rehire / [] Open enroliment [] Add dependent(s) | Startdate__/__ /.
Termination date forred f L] New employee [ ] Remove coverage [ ] 18 months
D .
Group name (pzj:)ett;?czﬁ teig?a (f/t:))m parttime / [] Address/name ___ Employee [] 36 months
Group number ’ ced y change __ Dependent(s)
ours worked per wee .y

Selected health plan P [ ualifying event
Pay location (if applicable) If retired, date of retirement / Date processed / / by
EMPLOYEE: COMPLETE THE FOLLOWING. PLEASE PRINT.
Employee name Work phone ( )

(Last name) (First name) (M.L.)
Resident address Home phone ( )

(City) (State) (ZIP)

(Street)

Mailing address (if different)

Former name of applicant or spouse (if applicable)

Email address*

*By providing your email address, you are agreeing to

receive email communications from Kaiser Permanente.

For health plan Check one | Please print Social Security Male/ | Birthdate | Relationship
internal use only Add |Remove| Last name First name M.1. Number Female [(MM/DD/YY)|to employee
Self

Spouse/domestic partner/dependent (circle one)

Dependent

Dependent

Dependent

(Signature of employee)

(Date signed)

Itis a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties include
imprisonment, fines, and denial of insurance benefits.

All plans offered and underwritten by Kaiser Foundation Health Plan of Washington, registered in Washington state, or Kaiser Foundation Health Plan of Washington

Options, Inc., registered in Washington and Idaho. 601 Union St., Suite 3100, Seattle, WA 98101.
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Kaiser Permanente Nondiscrimination Notice
and Language Access Services % KAISER PERMANENTE,

KAISER PERMANENTE NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc.
(“Kaiser Permanente”) comply with applicable Federal civil rights laws and do not discriminate on the basis of race,
color, national origin, age, disability, sex, sexual orientation, or gender identity. Kaiser Permanente does not exclude
people or treat them differently because of race, color, national origin, age, disability, sex, sexual orientation, or
gender identity.

Kaiser Permanente:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:

¢ Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
e Qualified interpreters
e Information written in other languages

If you need these services, contact Kaiser Permanente Member Services.

If you believe that Kaiser Permanente has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, sex, sexual orientation, or gender identity, you can file a grievance by
phone, mail, fax, or email. If you need help filing a grievance, a Kaiser Permanente Member Services Representative
is available to help you. Language assistance is provided free of charge. The Kaiser Permanente Civil Rights
Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity.

Phone:  206-630-4636
Toll-free: 1-888-901-4636
TTY Washington Relay Service: 1-800-833-6388 or 711
TTY Idaho Relay Service: 1-800-377-3529 or 711
Fax: 206-901-6205 or toll-free 1-888-874-1765
Address: Kaiser Foundation Health Plan of Washington
Civil Rights Coordinator, Quality GNE-D1E-07
P.O. Box 9812
Renton, WA 98057-9054
Email:  csforms@ghc.org

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, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

For Medicare Advantage Plans Only: Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in
Kaiser Permanente depends on contract renewal.

© 2017 Kaiser Foundation Health Plan of Washington H5050_XB0001444_55_17 accepted
2017-XB-6_ACA_Notice_Taglines



LANGUAGE ACCESS SERVICES

English: ATTENTION: If you speak English, language
assistance services, free of charge, are available to
you. Call 1-888-901-4636 (TTY: 1-800-833-6388 or
711).

Espariol (Spanish): ATENCION: si habla espaiol,
tiene a su disposicion servicios gratuitos de asistencia
lingUistica. Llame al 1-888-901-4636

(TTY: 1-800-833-6388/711).

32 (Chinese): ¥&E: WMREFAERED, &0
MR BEESESIEMES. m5E 1-888-901-4636
(TTY: 1-800-833-6388/711).

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi
Tiéng Viét, c6 cac dich vu hé trg ngébn nglt mién phi
danh cho ban. Goi s6 1-888-901-4636
(TTY:1-800-833-6388/711).

ot 0{(Korean): F£2|: o= 0| E AIESIA|= E 2,

A XY MHIAE RER O|&8HA = JUSLICL

1-888-901-4636 (TTY: 1-800-833-6388 /711) HO 2
Matsl FHAIL.

Pycckui (Russian): BHUMAHMWE: Ecnu Bbl roBopute
Ha PYCCKOM A3bIKe, TO BaM JOCTYMHbI 6ecnnaTtHble
ycnyru nepeoga. 3soHute 1-888-901-4636
(tenetann: 1-800-833-6388 / 711).

Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka
ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

YkpaiHcbKa (Ukrainian): YBAIA! Akwio By
PO3MOBIAETE YKPATHCHKOK MOBOIO, BU MOXeTe
3BEPHYTUCA 0O 6E3KOLUTOBHOI CNY>K61 MOBHOI
niaTPUMKN. TenedoHynTe 3a HOMEPOM
1-888-901-4636 (tenetann: 1-800-833-6388 / 711).

manigs (Khmen)z iutins nisisunfwies,
Ut giwnn udsann A68aiUGNHAY Gig
1890 1-888-901-4636 (TTY: 1-800-833-6388 / 711)1

HZAEE (Japanese): FEHIE | HAEZFAINS S
B, BHOEEZEE CHBVWERITEY,
1-888-901-4636 (TTY: 1-800-833-6388 / 711) £ C.
PEEEICTTEELTZTLN,

A7ICT (Amharic): 90 3@4; 27157145 £7% ATICT WUy
PFCTI® ACAF LCORTFE N1A ALTHPT FHIEHPA: DL
T0tA® ¢ LMK 1-888-901-4636

(@09t AFASTFo-: 1-800-833-6388/711).

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan
dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, ni argama. Bilbilaa
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

&t e slan yhaclus e Jgeasll 3a 2S00 (Arabic) 4l
4 alll sac sl ciladd ld ARl SH a1 Ak el
1-888-901-4636 a8 n Juail  laally &l il g5
(711/1-800-833-6388 :a84ll 5 muall aila o8 )

U=l (Punjabi): fimirs fa€: 7 37 Uarsht g8 I,
3t 377 &9 A3 AT 3973 59 Hes GusET Il
1-888-901-4636 (TTY: 1-800-833-6388 / 711)
‘3T I

Deutsch (German): ACHTUNG: Wenn Sie Deutsch
sprechen, stehen Ihnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfiigung. Rufnummer:
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

121270 (Lao): tUagiw: 11 Zhﬂ]JES’IﬂJ’I%’IQ’lO, nd
Anugouistiuwgs, toudEson, couldeuldin.
s 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Srpsko-hrvatski (Serbo-Croatian): OBAVIESTENIJE:
Ako govorite srpsko-hrvatski, usluge jezicke pomoci
dostupne su vam besplatno. Nazovite
1-888-901-4636 (TTY- Telefon za osobe sa ostecenim
govorom ili sluhom: 1-800-833-6388 / 711).

Francais (French): ATTENTION : Si vous parlez
francais, des services d’aide linguistique vous sont
proposeés gratuitement. Appelez le 1-888-901-4636
(ATS: 1-800-833-6388/711).

Roména (Romanian): ATENTIE: Daca vorbiti limba
romdna, va stau la dispozitie servicii de asistenta
lingvisticd, gratuit. Sunati la 1-888-901-4636
(TTY:1-800-833-6388/711).

Adamawa (Fulfulde): MAANDO: To a waawi
Adamawa, e woodi ballooji-ma to ekkitaaki wolde
caahu. Noddu 1-888-901-4636

(TTY: 1-800-833-6388/711).

A o K w4 R raass (Farsi) ool
Loadl e aa) i Lad ) n 8 ) &) sean L) Olgds
oS (TTY: 1-800-833-6388 / 711) 1-888-901-4636
P
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