Group Election Request Form

Group Plan | Kaiser Permanente Medicare Advantage HMO

Washington Region

8% KAISER PERMANENTE.

Page 1 of 8
Employer Group Use Only
Optional Group Stamp Area:
Employer Group #: Employer Receipt Date: (mm/dd/yyyy)

/ /
Authorized Rep:

This application is for Kaiser Permanente Employer Group (HMO) plans offered in the following

counties: Grays Harbor (partial), Island, King, Kitsap, Lewis, Mason (partial), Pierce, San Juan, Skagit,
Snohomish, Spokane, Thurston, and Whatcom.

Please contact Kaiser Permanente if you need information in another language or format (Braille).
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Last Name First Name

To enroll in Kaiser Permanente Medicare Advantage, please provide the
following information:

Employer or Union Name: Group #:

LAST Name:
Mr. Mrs. Ms.

FIRST Name: Middle Initial: Sex:
Male Female
Home Phone Number: Alternate Phone Number: Birth Date: (mm/dd/yyyy)
: : / /
Are you a current or former member of any Kaiser Permanente Medical/Health
Kaiser Permanente health plan? Record Number:
Yes No If yes: Current Former

Permanent Residence Street Address (P.O. Box is not allowed):

City:

County: State: ZIP Code:

Mailing Address (only if different from your Permanent Residence Address)
Street Address:

City: State: ZIP Code:

E-mail Address:
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Last Name First Name
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Please provide your Medicare insurance information

Please take out your red, white and blue Medicare card to complete this section.
e Fill out this information as it appears on your Medicare card.
_OR-

e Attach a copy of your Medicare card or your letter from Social Security or the
Railroad Retirement Board.

Name (as it appears on your Medicare card):

Medicare Number:

Is Entitled To: Effective Date:
HOSPITAL (Part A) / /
MEDICAL (Part B) / /

You must have Medicare Parts A and Part B to join a Medicare Advantage plan.
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Last Name First Name

Please read and answer these important questions:

1. Do you or your spouse work? Yes No

2. If your employer provides retiree coverage, are you the retiree? Yes No N/A
If yes, retirement date (month/day/year):

/ /

If no, name of retiree:

Retirement date (month/day/year):

/ /

3. Are you covering a spouse or dependents under this employer or union plan? Yes No

If yes, name of spouse:

Name(s) of dependent(s):

4. Do you have End-Stage Renal Disease (ESRD)? Yes No

If you have had a successful kidney transplant and/or you don't need regular dialysis anymore,
please attach a note or records from your doctor showing you have had a successful kidney
transplant or you don't need dialysis; otherwise we may need to contact you to obtain
additional information.

5. Some individuals may have other drug coverage, including other private insurance,
Worker’'s Compensation, VA benefits, or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Kaiser Permanente? Yes No
If “yes,” please list your other coverage and your identification (ID) number(s) for that coverage.

Name of other coverage: ID # for other coverage:
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Last Name First Name

6. Are you a resident in a long-term care facility, such as a nursing home? Yes No

If “yes,” please provide the following information:
Name of Institution:

Address of Institution (number and street): Phone Number:

7. Requested effective date (subject to CMS approval):

/ /

Selecting a primary care provider:

If you have a current primary care provider who contracts with Kaiser Foundation Health Plan of
Washington (primary care providers do not include specialists) and you would like to continue seeing
that physician, please include their name here.

(If you are a current Kaiser Permanente member and are not making a primary care provider change,
please leave blank.)

Please check one of the boxes below if you would prefer us to send you information in a language
other than English or in another format:

Large Print Braille CD

Please contact Kaiser Permanente at 1-888-901-4600 if you need information in another format. Our
office hours are seven days a week, 8 a.m. to 8 p.m. TTY users should call 1-800-833-6388 or 711.

Please complete the information below.

If you currently have Kaiser Permanente coverage through more than one employer or union/trust fund,
you must choose ONE employer or union/trust fund from which to receive your Kaiser Permanente
Medicare Advantage coverage. Complete the information for that employer or union/trust fund below.

Employer Group / Union / Trust Fund Name:

Employer Group / Union / Trust Fund ID#: Subgroup:

Requested effective date (subject to CMS approval):

/ /
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Last Name First Name

Please read and sign below
By completing this enrollment application, | agree to the following:

Kaiser Permanente is a Medicare Advantage plan and has a contract with the Federal government.

| will need to keep my Medicare Parts A and B. | can only be in one Medicare Advantage plan at a time
and | understand that my enrollment in this plan will automatically end my enrollment in another
Medicare health plan. It is my responsibility to inform you of any prescription drug coverage that | have
or may get in the future. | understand that if | don’t have Medicare prescription drug coverage, or
creditable prescription drug coverage (as good as Medicare’s), | may have to pay a late enrollment
penalty if | enroll in Medicare prescription drug coverage in the future. | may leave this plan at any time
by sending a request to Kaiser Permanente or by calling 1-800-MEDICARE (1-800-633-4227 or TTY
1-877-486-2048), 24 hours a day, 7 days a week. However, before | request disenrollment, | will check
with my group or union/trust fund to determine if | am able to continue my group membership.

| understand that if | currently have Kaiser Permanente coverage through more than one employer or
union/trust fund, | must choose one of these coverage options for my Kaiser Permanente Medicare
Advantage plan because | can be enrolled in only one Kaiser Permanente Medicare Advantage plan at
a time. My other employer or union/trust fund may allow me to enroll in one of their non-Medicare
plans as well. | will contact the benefit administrators at each of my employers or union/trust funds to
understand the coverage that | am entitled to before | make a decision about which employer’s or
union/trust fund’s plan to select for my Kaiser Permanente Medicare Advantage plan.

Kaiser Permanente serves a specific service area. If | move out of the area that Kaiser Permanente
serves, | need to notify the plan so | can disenroll and find a new plan in my new area. Once |l am a
member of Kaiser Permanente, | have the right to appeal plan decisions about payment or services if
| disagree. | will read the Kaiser Permanente Medicare Advantage Evidence of Coverage document
from Kaiser Permanente when | receive it in order to know which rules | must follow to get coverage
with this Medicare Advantage plan. | understand that people with Medicare aren't usually covered
under Medicare while out of the country except for limited coverage near the U.S. border.

| understand that beginning on the date Kaiser Permanente Medicare Advantage coverage begins,
| must get all of my health care from Kaiser Permanente, except for emergency, urgently needed
services or out-of-area dialysis services.

Services authorized by Kaiser Permanente and other services contained in my Kaiser Permanente
Medicare Advantage Evidence of Coverage document (also known as a member contract or
subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR KAISER
PERMANENTE WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual
employed by or contracted with Kaiser Permanente, he/she may be paid based on my enrollment
in Kaiser Permanente.
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Last Name First Name

Release of Information: By joining this Medicare health plan, | acknowledge that the Medicare health
plan will release my information to Medicare and other plans as necessary for treatment, payment
and health care operations. | also acknowledge that Kaiser Permanente will release my information
including my prescription drug event data to Medicare, who may release it for research and other
purposes which follow all applicable Federal statutes and regulations. The information on this
enrollment form is correct to the best of my knowledge. | understand that if | intentionally provide
false information on this form, | will be disenrolled from the plan.

| understand that my signature (or the signature of the person authorized to act on my behalf under
the laws of the State where | live) on this application means that | have read and understand the
contents of this application. If signed by an authorized individual (as described above), this signature
certifies that: 1) this person is authorized under State law to complete this enroliment and

2) documentation of this authority is available upon request from Medicare.

Signature:

Today's Date:
/ /

If you are the authorized representative, you must sign above and provide the following information:

Name:

Address:

Phone Number:

Relationship to Enrollee:

MAO0001638-51-17
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Last Name First Name

Agent Use Only:

Receipt Date / /

Released to client on / /
Effective Date of coverage Month
ICEP/IEP AEP Not eligible
SEP (reason if SEP)
Appointment type Scope of Appointment attached

Yes No
Name of Kaiser Permanente staff member
Broker or agent name
Kaiser Permanente agent ID number
Company/house name (if applicable)

Kaiser Permanente house ID number

Phone number

2017 WA Group Plan Election Form
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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:

e 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.nhs.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. Enroliment in
Kaiser Permanente depends on contract renewal.

© 2017 Kaiser Foundation Health Plan of Washington H5050_XBO001444_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).

Espaiiol (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).

F13Z (Chinese): & WMR&EFEAHEE P, &
R EIESES Bk . mEHE 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 ngén nglr mién phi
danh cho ban. Goi s6 1-888-901-4636
(TTY:1-800-833-6388/711).

St 0{(Korean): F£2|: St=0{E AI2SIA|= 4
A0l X|9 MHIAZS 222 0|23 4= ULL|CH
1-888-901-4636 (TTY: 1-800-833-6388 / 711) Ho &2
Hats FHAIL.

{ O
T
C

Pycckui (Russian): BHUMAHMUE: Ecnu Bbl roBopuTe
Ha PYCCKOM A3blKe, TO BaM JOCTYMNHbl 6ecnnaTHble
ycnyrmn nepesopga. 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): YBATA! Akuyo Bu
PO3MOBJIAETE YKPAIHCbKOK MOBOIO, BU MOXKETE
3BEPHYTNCA JO 6E3KOLWTOBHOI CJ1y>KOM MOBHOI
niaTpUMKN. TenedoHynTe 3a HOMEPOM
1-888-901-4636 (tenetann: 1-800-833-6388 / 711).

menigs (Khmen)s iutiine ndsunwies,
reutighwna nudsinmn AosaittnEn gig
600 1-888-901-4636 (TTY: 1-800-833-6388 / 711)1

HZAEE Japanese): FEHIE | HAEAEZINDG
&, BROEELEE CHIBWREITET,
1-888-901-4636 (TTY: 1-800-833-6388 / 711) K C.
PBBEERICTTEFECZELN,

A71CT (Amharic): MFOfR: 7.5+ £71% ATICT
PHCTHI° ACAT &CE-PTE N12 AL TIHPT FHIBTPA: DL
T ntAd+ &PC LM 1-888-901-4636

(2%t AtASTFo-: 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).

& laslra s sacls e J sand) 32 oS00 :(Arabic) 4zl
Ay palll saelusall ciledd b dalll K3 Giai i€ 13t sale
1-888-901-4636 @y dusil anally Sl ol 55

(711 /1-800-833-6388 oSl 5 auall aila 58 )

YA (Punjabi): fimrs fe€: 7 37 Uarsht gs2 I,
3t 377 &Y AT AT 393 9 He3 GumET Il
1-888-901-4636 (TTY: 1-800-833-6388 / 711)

‘I IS I

Deutsch (German): ACHTUNG: Wenn Sie Deutsch
sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer:
1-888-901-4636 (TTY: 1-800-833-6388/711).

w110 (Lao): TUagw: pisl MU wrRI10, Nd
Inugouiadwi, toutEgen, cluldsudinay.
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 oSte¢enim
govorom ili sluhom: 1-800-833-6388 / 711).

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

Romadna (Romanian): ATENTIE: Daca vorbiti limba
romdand, 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).

i€ e S )b b4y S 4 g8 i(Farsi)
bbb e at) i Led ) n 8 &y sear AL Olgess
okl (TTY: 1-800-833-6388/711) 1-888-901-4636
EIgR Y

XBOO01444-55-17
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