# VIRGINIA

FAMILY & BUSINESS HEALTH INSURANCE

4

KAISER PERMANEMTE

Application Instructions for Kaiser Permanente 2017 / Virginia

1. Please print all pages of the application including instructions

2. Complete all questions and sections of the applicaton. Please write legibly.
3. Complete the fax cover letter and application and fax or mail to Virginia Medical Plans for signature. If you do not have access to a fax

machine, send the completed application to Virginia Medical Plans along with the required first month's payment.

HELPFUL TIPS:

Here is a checklist of a few things that are commonly overlooked and are mandatory in processing your application.

« Select your preferred billing method.
« Sign and date the application.
« Estimated first month's premium must accompany the application.

IMPORTANT:

If you have requested that your monthly premium be deducted automatically from your checking account, you must attach a voided

check to the area provided and also complete, sign, and date the authorization form.
Don't forget to enclose a check for the required payment made payable to Kaiser Permanente if you are not paying by credit card

for the first month.

Mail completed applications and check to:

Virginia Medical Plans
Attn: New Enroliment
1404 Northpoint Glen Ct.
Herndon, VA 20170

Virginia Medical Plans will review your application for completeness and accuracy before submiting it to Kaiser for processing. This may
reduce the approval time because they cannot process unclear or incomplete applications until the missing information has been gathered.

Please contact us if you have any questions regarding the application or the application process. You may reach us at 703-707-8270 or toll

free at 888-396-2341 or e-mail us at jkatz@vamedicalplans.com.

Norvax form #IN-1
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FAISER PERMANENTE.

FAX COVER LETTER
(Please ignore this form if you do not have access to a fax machine.)

**Please FAX this cover letter with the completed application to:
Virginia Medical Plans
FAX# 888-514-4258

Dear Virginia Medical Plans,
Please accept my completed application for submittal and contact me to confirm receipt of this application

Name
E-mail
Date

Time

Please contact me at this phone number after you have reviewed my

application for completeness and accuracy.

| will contact Virginia Medical Plans at 703-707-8270 or toll free at 888-396-2341 to verify receipt of my application.

I will send the original application as soon as | have been contacted by Virginia Medical Plans with confirmation that my application has
been received by fax and reviewed for completeness.

Norvax form #CS-1



&M% KAISER PERMANENTE.

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
2101 East Jefferson St., Rockville, MD 20852

Application for health coverage

Kaiser Permanente Individual and Family Plans {KPIF}, Virginia

o Who can use You may use this appiication to apply for individual or family coverage from Kaiser Permanente

E ihis appiication‘? for Individual and Families (KPIF}.
) « if you want coverage for your family on the same KPIF plan, piease fili out 1 application for
the family. If a family member wants a differant health plan, he or she must complete a
separate application.

= To be eligible for KPIF coverage, you must five in our Virginia service area.

» if you qualify for and want to take advantage of federal finandial assistance to help pay for
copays, ceinsurance, deductibles, or pramiums, don't complete this application. You must apply
for coverage through Health insurance Marketplace at healthcare.gov.

» f you're already a member, don't use this form. To change your plan, caff 1-800-494-5314.

= ' Thingsto * You can apply faster online atbuylgxoegleprly. Please call our office 888-396-2341.

= remember « Piease answer all questions, and type or print using ink only. Leave an empty box in between
words, and put 2 hyphen in the box for hyphenated names.

s If we raceive your completed application with payment by the 15th of the month and approve
it, coverage will be effective on the 1st of the next month. If we receive your completed
apolication with payment after the 15th and approve it, coverage will be effective on the
1st of the menth after the next month. '

* If you're applying during a special enroliment period, be sure to follow all the instructions
in our Enrolling During a Special Enroliment Period guide and include any required
documentation so your application will be complete. If you didn't receive this guide, you
can find it at buykp.org/apply, o call 1-800-494-5314 to request a copy. Your application
submission deadline and effective date may be different than the dates listed above if you
apply during a special enrollment period.

* To avoid paying for 2 plans, if you are enrolled in another plan through Heaith Insurance
Marketplace or through Kaiser Permanente, you should end that plan before the start date of
your new plan. To avoid a gap in coverage, be sure that plan ends the day before your new
plan starts.

» if your application is incomplete, not signed, doesn’t include your first month’s
payment, or doesn't include required special enrollment period documentation, it may
be canceled.

« Send your complete, signed application and first month's premium payment by mail to:

RPEX XETKSEERRK '~ W 3 Virginia Medical Plans
fakeKIexmaneR e s R K RUASE0E XRRKS 1404 Northpoint Glen Ct
TROENEHArE0EK Herndon, VA 20170

Or send it by secure fax to: KBSEEKKIRK: 888-514-4258

Note: Checks must be mailed and can't be faxed.

\ Need he]p‘? o For help with completing this application, please call kRRDAGIERXA. For TTY, call 711.

» We'll provide language assistance at no cost to you. 888-396-2341

« If you're working with an agent or a broker, please call him or her for assistance.
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l Primary applicant

.

I

o

STEP 1: Tell us when you're applying

41T 6 S g2

Select T option:

™1 Openenroliment

1 Aspedal enrollment period
{f you're applying during a special
enrofiment period, please write the
date of your iriggering event.

Date {mm/dd/yyy)

NN

For more information on minimum
essential coverage and gualifying
triggering events, please refer to the

call 1-800-494-5314,

Enroiling Duting & Spacial Enrollment
Pericd guide, To request a copy, please

If you selected "Aspecial enroflment period,” choose the triggering event:

1 Loss of heaith care coverage*

™ Gaining or becoming a dependent
through marriage

{3 Gaining or becoming 3 dependent through
the birth of a child, adeption, or placement
for adoption or foster care {Please choose
your effective date.)

"% The date of birth, adoptien, o
placement for adoption or foster care

{1 The first day of the month after
gaining the dependent

i
£

e
£l
i

Child support order or other couri order
to cover a dependent

Permanent relocation

Change in eligibility for fedsral financial
assistance through Health Insurance
Marketplace”

Change in eligibility for employer health
coverage

Determination by Health Insurance
Marketplace

*If your triggering event is foss of Kaiser Permanente coverage, we may review your prior membership recerds to establish efigibiiity.
1 you'll be getiing federal financial assistance, don’t use this form. We can help you apply at healthcare.gov.

STEP 2: Choose your health plan

Choose 1 health plan. if any family members are applying for different health plans, please submit a separate application for each plan.

Bronze
1 KPVABronze 5500/50/

Silver Gold

i1 KPVASilver 6000/30/

™ KPVAGoid 1000/20/

Platinum
% «pvAPlatinum 0/20/

Dental/Ped Dental Dentai/Ped Dental Dental/Ped Dental Dental/Ped Dentat
Tl KPVABronze 6200/20%/HSA/ ™1 KPVAStd Silver 350030/ ™1 KPVAGold 8720/
Dentai/Ped Dentat Dental/Ped Dental Dental/Ped Dental
it KPVABronze 5000/50/ L1 KPVASilver 2800730/
Dental/Ped Dental Dental/Ped Dental
7% KPVASilver 2750/20%/HSA/
Dental/Ped Dental
i1 KPVASilver 1800/3¢/
Dental/Ped Dental
Catastrophic plan

To purchase a Catastrophic plan, applicants must be younger than 30 on the effective date, or provide a ceriificate of exemption from Health Insurance
Marketplace that shows hardship or iack of affordable coverage. We won't be able 16 process your application without the certificate of exemption if you are
30 and older. To see if you qualify, please go to marketplace.cms.gsv!appiicatipns—and-formsihardship-exemp’cion.pdf and follow the instructicns.

|
easuni

™ KPVA Catastrophic 7158/0/Dental/Ped Dental

Forinformation about heafth and dental henefits and limitations, cost-sharing amounts, and premiums, please review the details in your enrollment materials.
To request a copy of the Membership Agreement and Evidence of Coverage for a particular plan, please go to kp.org/plandocuments, call 1-800-634-4579,

or contact your agent or broker,

‘ 60416509 VA 2017
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l Primary applicant

STEP 3: Enter your information

: . . In an individual plan, the primary applicant is the person who will be covered by the health plan: in a family
: anary appl;cant ~ plan, the primary applicant is the family member on the health plan who is authorized to make changes to the_ :
account. If this application is only fora child under 18, the child is the primary applicant.” : :

Check 1 ofthefu!lowmg to indicate the Jevel of coverage you'd fike: 11 Adultls) ] Adult(s)and childlren} L] Child(ren)

First name Social Security number (if you have one)
B R | PP H
Last name ‘ Phone
Ml Former medical record number {if any) Home state (ifany) Gender: Date of birth {mmiddiyyyy)

- L1 Male L1 Female / /

Home adress {no P.O, boxes, please)

City State ZIP code County

Mailing address (if different than home address)

City State ZIP code

Preferred fanguage spoken {if not English) Praferred fanguage read {if not English)

Email address (optienal) f understand that Kaiser Permanente may contact me via email.

T |

Applicants 21 and elder: Have you used tobacco at feast 4 times perweek in the past 4 months {except for religiousiceremonial usej?

Products include cigaraties, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay dxfferent premmms Cives [N
Spouse to be covered L ' |
First name Mi
i ¥
L L] § 5
Last name Secial Security number (if you have one)
Former medical record number (if any) Home state (fany) Gender: Date of birth {mm/dd/yyyy)

‘ i - ™% Male T Female é / / g
Applicants 21 and older: Have you used tobacco at least 4 times per week in the past 6 months {exceptfor religiousiceremonial use)?
Products include cigarettes, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay dn‘ferent prem!ums m Yes {3 Ko
Parent or legal guardian  {if the primary applicant s a child upder 18) ' -
First name Mi
.i_ast name Social Security number {if you have one]
VGender: Date of birth (mm/ddiyyyy)
1 Male L1 Female / / é
Preferred language spoken {i not English) Preferred language read {if not English)

1 60416509 VA 2017 Page 3 of §




I Primary applicant

STEP 3: Enter your information (wntinued)

If you have more than 4 dependents to be covered, attach another application and complete -

Dependents to be covered e nformation fr those applcants. -

1 Firstname M
Last name Social Security number {if you have ¢ne)
Former medical record number (ifany) Home state {if any} Gender. Date of birth (mm/dd/yyyy)
- L% Male ©_1 remale / /
Relationship o primary applicant

Applicants 21 and older: Have you used tobacco at least & times per week in the past 6 months {except for religious/ceremonial use)?

Products include cigarettes, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay different premiums. Chves Do
2 First name M
Last name Sodial Security number (3 you have one)
Former medical record number (ifany) Home state (i any) Gender: Date of birth (mm/ddfyywy)
- £ Male I_1 Female / /

Relationship to primary applicant

i

i

Applicants 21 and older: Have you used tobacco at least 4 times per week in the past & months (except for religious/ceremonial use)?

Products Include cigarettes, cigars, and chewing/smokeless tobacco. Reqular tobacco users may pay different premiums. Edves LImo
3 Fistname Ml

Last name Social Security number {if you have one)

L % | § Lo L

Former madical record number (ifany) Home state {ifany) Gender: Date of birth {mm/ddiyyyy)

P ‘ ! - 1 Male TJ Female g /% / % E

Reiationship‘to primary applicant

CIITT1]

Applicants 21 and older: Have you used tobacco atleast 4 times per week in the past 6 months (except for religious/ceremonial use)?

Products include cigarettes, cigars, and chewing/smokeless tohacco. Regular tobacco users may pay different premiums. Tlves Tlno
4 Firstname Mi
| & , | i
Lastname Social Security number {if you have ene)
% | 11k |
Farmer medical vecord number (if any) Home state (ifany) Gender: Date of birth {mm/fdd Ay}
RER E - 11 wale 1 Female i / % g/ §
Relationship to primary applicant
[ | |

Applicants 21 and older: Have you used tobacco atleast 4 fimes per week in the past 6 months {except for religious/ceramonial use)?
Products include cigarettes, cigars, and chewing/smokeless tebacco. Regular tobacco users may pay different premiums. Tives LMo

l 60416509 VA 2017 Page 4 of 8




’ Primary applicant

STEP 4: Choose an authorized representative (if you have one)

You can give a trusted friend o relative permission to talk about this application wsth us, see your mformatlon or act for you on matters reiated
to this application. This person is called an authorized representative.

First name Ml
&% 0§
lasiname Phone

By signing, you've appsinted this person as your legally authorized répresen’fative to get official information about this application,
and to act for you on matters related to this application.

X

Date {mm/ddfyyyy)

/ /

Primary applicant (parent or tegal guardian for children under 18)

STEP 5: Sign the application agreement

Important: Al applrcants and dependents 18 and older must read, sign, and date below. If the primary apphcant is a chifd under. 18, then hls orher
parent or legal guardian must sign. By signing, the parent orlegal gisardian agrees to be résponsible for paying all gremiums, copays, coinsuranice,:.
and deductibles for all the applicants listed on this appllcatlon A copy of you.r agreement w1th your mgnature i8S vahd as the or;gmal 1f sngnatures.' :
are missing, we will cance} the application. - : . L

} understand that Kaiser Foundation Heath Pian of the Mld Atianth: States Inc (Hea!th Plan) II reiy on the infarmatioﬁ proviéed in this app%ication. lf any
m‘armataon isfound to be fraudulent or intentionally misrepresented, then Health Plan may choose to deny coverage or terminate coverage back to the
coverage effective date or the date of the fraud or intentional misrepresentation of material fact for me and all my dependents {rescission). § will be given
30 days advance notice by Health Plan before coverage is rescinded. In the event of rescission, | agree to be responsible for all medical costs incurred by
Health Plan, and Health Plan may reduce those costs by any premiums paid. Health Plan will refund any premiums paid back to the date of the denial orthe
effective date of the rescission of coverage less any medical costs incurred by Health Plan. if medical costs exceed the amount of premium paid, { agree to be
respansible to Health Plan for the difference.

« | know that my information on this form will only be used to determine ongoing eligibility for health coverage and will be kept private as required by law.

» The applicant or his or her autharized representative may reguest a copy of the completed application. For more information, please call 301-468-6000
or 1-800-777-7902.

« WARNING: ANY PERSON WHO, WITH THE INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST AN INSURER,
SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT MAY HAVE VIOLATED STATE LAW.

) Date {mmiddfyyyy)
/ /
Primary applicant (parent or iegal guardian for children under 18)
Date {mm/dd/yyyy)
X / /
Spouse
Date {mm/ddfyyyy)
X / /
Dependent (18 and older)
Date (mm/dd/yyyy)
X L
Dependent (18 and older)
Date {mm/ddiyyyy)
X /A Vi |
Dependent (18 and older)
Date {(mmiddiyyyy)
X /L

Dapendent (18 and oider)

I 60416509 VA 2017 Page 5 of 8




I Primary applicant

STEP 6: Enter first month’s payment details

Payment information

First name of person r&sponsfb!éfefpéymeﬁt - - - oM

Last name of person responsible for payment Amount for your first month's premium
| JRINENINE

Address

Ciy State ZiP code

Payment options o o o
™1 Creditcard [_| Debitcard ™ visa £ MasterCard [} Discover {_| American Express
{Cardholder's first name as it appears on card Ml

Cardholder's fast name as i3 appears on card

B
H

Card number Expiration date (mmiyyyy)

/
Date {mmiddfyyyy)
X / /

Cardholder's signature

{1 Electronic payment i1 Checking account 1.1 Savings account

| authorize Kaiser Foundation Health Plan of the Mid-Atiantic States, Inc., and the designated financial institution to accept this transfer from my checking
ot savings account when my application is processed by Kalser Foundation Health Plan of the Mid-Atlantic States, Inc.
Bank name

Routing number Account number

Account holdar’s first name Mt

Account holder's last name

g
i
i

Date {mm/dd/yyyy)
X / /

/

Account helder's signature

1 Check [ i Money order
Write the name of the primary applicant on the check. Mail payment with your appiication to the address listed on page 1.

] 60416509 VA 2017 Page 6 of 8
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i Primary applicant
| |

Automatic monthly payments

This optional service aflows you to automatically pay your monthly premiums electronically. If you'd fike o sign up, please fill out your information below.
To cancel or update automatic payments, go to kp org/payoniine or call the Mﬂmbef Service Contact Center at 301- 468 4000 or 1-800 777 7902,

Billing information

ts this mformatmr: the same as your first month's paym&nt details? m Yes @ No i no, please fitl out this section.
First name of person responsible for payment i

:

Last name of person responsible for payment

Bitling address

City State ZiP code

Payment options  Debit cards can't be used for automatic monthly payments.
T3 Creditcard ™3 Visa {7 MasterCard §_| Discover || American Express
Cardhoider's first name as it appears on card Mi

Cardhiclder's last name as it appears on card

% |

Card number Expiration date {mmiyyyy)

/ %

Date (mm/dd/yyyy)
X . / /

Cardholder's signature

™% Electronic payment ©_J Checking account [_! Savings account

i authorize Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., and the designated financial institution to accept this transfer from my checking
or savings account.

Bank name

&
i

Routing number : Account number

E

Account holder's first name Ml

Account holder's last name

i

&

Date (mm/ddivyyy)

X / / |

Account holder's signature

! 60416509 VA 2017 Page 7of 8
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I Primary applicant

For applicants using an Agent/Broker/KPIF representative

i you used an agent’broker/KPiF representative, please make sure he or she completes this page. A Kaiser Permanente representative includes any
agent/broker/KPIF representative who has helped you decide which pian to enroll in or helped you fili out the application.

Agent/Broker/KPIF representative first name Ml

fattthiaing |

Last name

i

O T A T A
Kijait oz ¢ ¢4

The broker of record may receive monetary and/or nonmonetary payments from KPIF in connection with the purchase of this coverage.
Note: Premiums are the same whether or not you use an agent/broker/KPIF representative.

| (the apnlicant) authorize the insurance agent/broker/XPIF representative listed below to share enroliment and disenrollment information specific to this
application with Kaiser Permanente.

Date {mm/ddfyyyy)

X /L

Primary applicant {parent o legal quardian for children under 18)

To be completed by your Kaiser Permanente-appointed agent/broker/KPIF representative after completion of this application:
You must answer the following question by selecting Yes or No:

| assisted the applicant in submitting this application. To the best of my knowledge, the information on this application is compiete and accurate.
I explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate infermation, and the applicant
understeed the explanation.

ity

W Yes [ ino

Date (mm/ddAyyy)

ViV

!

Agent/Broker/KPHF representative

Agent/Broker (first, micdle, last) {please print)

Jiomnialtih ain o i S Ll R

Address

e o = ; )

(L1i405a) Myojrjeihjpiojijnie] jGjljeini jciofuizit

City State 7IP code National producer number {NPN)
Hie rmnidioini : | via, jzj0j1i7t0 1i5i8i5:.6i1i6
Phone Fax

i

770 3-7 oi7ide 27 0] isls 85 i1ial-h 2158

Broker firm name General agenty name

Kaﬂtz Ign“su r EiB}CA

Broker firm federal tax 1D number General agency's federal tax 1D number
‘4’7 - 2.7 0 8 1 50 5iai-i1210i1/5/912i6

£mail address

éjikifgaft:’:zi@vamedicalplans.com %

KPIF representative (first, middle, last) {please print}

S ———————TTy
WJiodisied |+ @

KPIF representative’s ficensa rumber

‘ 40414509 VA 2017 Page 8 of 8 I
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Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (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 1o people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formais, such as large print, audio, and accessible electronic
formats
+ Provide no cost language services to people whose primary language is nct English, such as:
o Qualified interpreters
o Information written in other languages

if you need these services, call the number provided below.

District of Columbia 1-BOG-777-7002
Maryland 1-800-777-7902
Virginia 1-800-777-7202
TTY 711

If you beiieve 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 Kaiger
Civil Rights Coordinator, 2101 East Jefferson Street, Rockville, MD 20852, telephone number: 1-800-777-
7802. You can file a grievance by mail or phone. i you need help filing a grievancs, the Kaiser Civil
Rights Coordinator is avallable 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 electronicaily through the Office for
Civi] Rights Complaint Portal, available at hifos/ocrporial.hhs.gov/ocr/portal/lobby.jsf, or by mail or phene
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019, 1-800-837-7657 (TDD). Complaint forms are available

at hifp//wwwy hhs goviocr/officeffite/index. himl



Help in your Language

English: You have the rightto 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, cali the number provided for your state or region to talk to an interpreter.

A7IC5 (Ambharic): PATHP hE9 (O TR Wi P09 T oo -
WPF fih STIONRFE B hhaC TCTrE Kaiser Permanente Caltfornia....... ... 1-800-464-4000
GATLeTTF T4} 91T 9P POEPT WA P MEFP BY SINOEP (108

(vl 7 1227 AP TIC KYA CLOMERP WUPTE Qavbite> Colorado......ooooviioriicnnn 1-800-632:9700
fai #TC AETP ORF° ADAND L0 NAYFCATY, JC R4+ District of Columbia.............. 1-800-777-7902

Jaad 5 pr ialy Bacbiaddl o Jaeanli 8 3ad Al :(Arabic) 4 Georgia
Load® A @lidaad of el L O jlusdio) Sl € 1) S o

............................. 1-888-865-5813

et i, iy ‘ém Syl T S ji Kziser Permanente Hawaii............................... 1-800-966-5955
+ - : aryland...... ... 1-800-777-7902

(e o N sl i i
Oregon........ccooevieiiiiniii... 1-800-813-2000

Zugphl {Armenian}: “toep nabikep 2hp 1Eqynd win]dwp .
oqin pym utnwbosym hpundmbp: Gpk bmp hupgkp Virginda.................oo 1-800-777-7902
nibilp 2bp ghidnih und Kaiser Permanente-h dhongni] Washinat ann.e14.

Qg suislmuph Jhpuapbpguy, ot kpk we sotmgnit & ashington ........................ 1-800-813-2000
npp weprrmnpmd § kg, npwbugh gapdninmipmi tithp

dtmhwpllp dhiph npnowbh unfnuphy, woyw TTY 711
guiiquhwnk p b buwbwbch fanl spowith hunbarp

unpundumpyud hipwhmumburbupm]” papgiubsh hkn
fanubnt hunfup:

BasdHd Wad (Bassa): 2 md ni kpé be rh ké ghbo-kpa-kpa
dvé dé ni mioln niin bidi~widt ma pidyi. O ju ké rh dyi
dyi-die-ci B& bédé ba ni cée-dé m 1 bo de 20 jé dyie n,
mao j ba nl kOUn kpd jé dyi dyiin dé Kaiser Permanente
miie ni, moo o dyi bd dd ji bé rh k& de dd nyu bé wé jE€
do k3 ni, i, da ndba bé wa t6a bo ni b6déd moo ni gbged
biie, k& ni mu ny>-wuduin-za-nyd dé gbo widiin.

ARHT {Bengali): 7w armw Fow A TR TeAR
TR oHEE W R T ST WEEw 91

Kaiser Permanente-i9 T €97 FeES 9 &7 5%
ArF F A A @E T = v i FrEE aeh e e
T @R TS A THE SR T, SR (WS A T 9e
TR AR S WPEE S fve i @F FEE)

Kaiser Foundation Health Plan, Inc., In Northern and Southern California and Hawaii = Kalser Foundation Health Plan of Colorade « Kaiser Foundation Health Plan of Geergia, Inc., Nine
Piedmont Center, 3495 Piedmont Road NE, Atlanta, GA 30305, 404-344-7000 = Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., in Maryland, Virginia, and Washingten,
0.C., 2107 E. defferson St, Rackville, MD 20852 « Kaiser Foundation Health Plan of the Northwsst, 500 NE Multnamah St., Suite 100, Portiand, OR 97232




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 Permanentes, o kung kaning
pahibalo nanginahanglan sa inyo paglihok sa dili

pa usa ka piho nga petsa, palihug lang pagtewag

sa mga numero sa telepono nga gihatag sa imong
estado ("state”) o rehiyon ("region”) para makigstorya
sa usa ka interpreter.

EPK (Ch’nese) ,L,.\F%%QU\M fjm:i = é%?%%ggj'

B AERA Kaiser Permanente BB TR ER(T{o/5E
i SEONRAENER T AR s RS
SENERATEAIEERTES - BUOSESETEER -

Chuuk {Chukese): Mei wor omw pwuung omw kopwe
angei aninis non foosun fonuomw (Chuukese), ese
kamo. lka 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 toengeni omw kopwe kori ewe nampa mei
kawor faniten omw state ika fonu {asan) iwe ernan chon
chiakku epwe anisuk non kapasen fonuomw.

Francais {(French) Une assistance gratuite dans votre
langue ost a votre disposition. 5i vous avez des
questions 3 propos de votre demande d'inscription
ou de la couverture par Kaiser Permanente, ou si cet
avis vous demande de prendre des mesures a une
date précise, appelez le numéro indigué pour votre
Etat ou votre région pour parier a un interpréte.

Deutsch {German): 5ie haben das Recht,

kostenlose Hilfe in threr Sprache zu erhalten. Falls

Sie Fragen bezliglich thres Antrags oder lhres
Krankenversicherungsschutzes durch Kaiser Permanente
haben oder falls Sie aufgrund dieser Benachrichtigung
bis zu bestimmzen Stichtagen handeln missen, rufen Sie
die flr Inren Bundesstaat oder lhre Region aufgeflhrte
Nummer an, um mit einem Dolmetscher zu sprechen.

ajasncl (Gujarati): dHa) 818 Rl wWal doR il
oiHl HEE Radaal wEstz B, ol dus

Kaiser Permanente Hi25d il Y WAL

scivey A3 usl Slay, wac B g A2 Al ¥
aua flgdissa cdluell el Aauell %32 &y, A
confSlan WA did sclt HIRL e vl gt W2
YR WIS CHE WAE A6z UR Fot 53

Kreydl Ayisyen {Haitian Crecle): Ou gen dwa pou jwenn
&d nan lang ou gratis. 5i ou gen nenpdt kesyon sou
aplikasyon ou an oswa asirans ou ak Kaiser Permanente,
oswa si nan avi sa a gen bagay ou sipoze f& sa a avan yon
séten dat, rele nimewo nou mete pou Eta oswa rejyon ou a
pou w ka pale ak yon enteprét.

‘oleto Hawal‘i (Hawaitan): He pono a ua loa‘a no kekahi
kbOkua me k3u ‘Blelo ing makemake a he manuahi no ho'i.
In& he mau ninau kau e pili ana | kau palapala noi ‘'intkua
cla kino ai'ole i kdkua ma'd ka polokalamu kdkua ola
kino Kaiser Permanente, a i ‘ole ing ke ha'i nei paha kéia
leka nei i8'ce e hana koke aku i k8ia ma mua o kekahi 13
iwaiho 'ia, e kelepona aku i ka helu i loa'a ma kéia leka
nei no kau moku'ina a i ‘ole pana'dina no ka wala'au
‘ana me kekshi kanaka unuhi ‘dlelo.

&7 (Hindi): 37qepT R el SIAd gerw g
T FerTdl U &7 J9eR &) I {1 HOE
e U & 0ug F T Kaiser Permanente &
Hatst & 9T # 6 Yoo 9ed © O I T TE
Sfem § TF w0 e 5 fady BfY o
FRATS BT U & 3T Tow W A% & fow ey
T FR W T T FE AT F O

Hmoob (Hmong): Koj muaj cai kom tau txais kev pab
uas hais koj hom lus yam tsis tau them ngi. Yog koj muaj
fus 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 iseg, hu rau tus
nab npawb xovtooj uas tau muab rau koi lub xeev |ossis
cheeb tsam kom tau tham nrog tus kws txhais lus.

igbo (Igbo}: | nwere ikike inweta enyemaka n'asusu
gi na akwughi ygwe ¢ hila. O buru na | nwere ajuju
gbasara akwukwo anamachgihe gi ma ¢ bu mkpuchi

" si na Kaiser Permanente, ma o bu ¢ buru na nke by

okwa a chorg ka | mee fhe tupu otu ybochi, kpog nemba
enyere maka steati ma ¢ bu mpaghara gi iji kwukorita
okwu n'etiti onye okowa ckwu.

lfoko (Hocano): Adda ti karbenganyo a dumawat iti tulong
iti pagsasaoyo nga awan ti bayadanyo. No addaankayo
kadaghi saludsod rmaipanggep 1 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
numerc nga inpaay para ti estado wenno rehion tapno
makipatang th maysa mangipatarus it pagsasao.



Italiano {ltalian} Hai il dirittc di ricevere assistenza
nella tua lingua gratuitamente. in caso di domande
riguardanti la tua richiesta o la copertura attraverso
Kaiser Permanente, ¢ 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.

AAZE (Japanese): H7ei-ik, BHAAEARLTIEA
OEFETHELZITHENEFERLCWET, BHL
AT E FrdKaiser Permanente RSB IZBE L TT

BRSNS DL, EdRBERICLY . BRIBHED
BERECIHBZEITLIEHEINTVEERS. B
FERVOH E o L TRE S EERE S
BELT, BREBEEE N,

181 (Khmer): RS E8GIMSRGIIMMANTUATHHA
intusafnige WasHnmennmyuAimedn
UMIMSNULNGI: Kaiser Permanente UiHAISIS:HE
migagsddniinungisunodimsmifsmuuiy
SRS AgEgIRiNIs it umeRUgsATHg
yRUSIUEERDY] SuntigimeaRuRiu

2o} (Korean): A8t Ale @50l FEMH2E
e ol & 9k Av AsYrh
Kaiser Permanente® & #A3te] 29 A HA 29
W7 E el B AFol g A9 EE of

LFYE o= darA] 2HE Hsjordt &
Astel & 2 NG AFE AAnT g T
et Al L.

292 (Laotian): maulSaiee tofunaugouiis luaass
gogruloudEan. 109 mauBonnnyofiunansein
e @, NaugLaseIN Kaiser Permanente, 23

ey M g I -~ ot o =y
menwcﬁnz;wgmnwﬁgnﬁsg?mmﬂumcn:umiuwﬂs}?:}

o o - o It cdegy U\ e as us
Budficanednlofls, Iminnsumeamniilniogadudo
o N e e au

1 (20295190 HWo2AUNULASLYS,

Kajin Majol (Marshallese): EwOr jimwe eo am in bok
jipaft ilo kajin eo am ejjelok wdnaan. Ne ewdr am
kajjitdk kdn peba in aplaiki eo am ak insurance ec am
jan Kaiser Permanente, ak fie enaan in kSjeld in g
aikuj bwe kwdn makatkit mokta jan juon raan €0 emdj

an kallikkar, kalok némba ec gf lelok fian state eo am
ak jikm bwe kwdn marofi kdnono ippan juon ri-ukst.

Naabeehd {Navajo): T°42 ni nizaad bee niké i"doolwot doo
bik’é asinitadgdd & bee ndhaz’d. Kaiser Permanente ki
an&’alwo’ nd bik’é azlaadoo yinikeedgo naalisoos hadinilaa,
éf bina’iditkid doogo, éi doodago dif naaltsoos haa’ida
vootkaalgo hait’doda " difli{t ninfigo &f nitsaa hahoodzojl

é{ doodago 44 aadi nahds’a’di ata’ dahalne’igil bich'}’
hélne’go bee bit ahit hodifinth.

A9t (Nepali): SURET $of Yoob AT T HIUEAT
FEEAT U5 WOPN T | dUEEe T HeA a”
aT Kaiser Permanente &Tha HaTs aisy ?ﬁ‘ USES
wT, g1 O AT IR auEd o uiRe #fder
To! TG T U IMGYThT HUA], SRS
TUFET T T s a7 419 oidl [&5uat

TFIHT Fe Terg |

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

35a b4 ) A3 A g Osn 48 Yk B Led i(Persian) 2
Jhash AIe G pi jas e BI w odl 0 S8

U ol asedled o il b andle My Kaiser Permanente
bé_au.&?a._)ﬁ.u_ig_hﬁ.“Lg*_)aquJEJaugnl.ﬁ‘G.a;f.a?‘_)‘u
A b A a8hie Ll gl e sad a8l 1 il el

lokaiahn Pohnpei (Pohnpetan): Komw anehki pwung en
rapahki scunkawehwe en omw palien lokaia ni sohte
isaihis. Ma mie iren owmi kalelapak ohing aplikeisin

de iren audepe kan ohng Kaiser Permanente, de ma
pakair wet me anahne komwi en mwekid chng rahn me
kileledi, ah komw anahne koahl nempe me sansalehr
ohng owmi palien wehi pwe komwi en lokaiaieng owmi
tungoal soun kawehwe.

Portugués (Portuguese): Vocé tem o direito de obter
ajuda em seu idioma sem nenhum custo. Se vocé
tiver dividas sobre sua solicitagdo ou cobertura

por meic da Kaiser Permanente, ou se este aviso
exigir que vocé tome alguma medida até uma data
especifica, ligue para o nimero fornecido para seu
estado ou regifo para falar com um intérprete.




Urrel (Punjabi): 308 st o gox 3 wust g oo
Hee ygs © I 3. 399 3T78 WS wigdl 7

Kaiser Permanente Il 9291 5°a A9 Io, 7 87
&ter = 3976 Fon forfos ) 39 aoed g9s €1 83
UR, 3 TR O°% 918 JJ6 SO WyE I o By 38
HIEwr I8 918 $59 3 26 0.

Romani {(Romanian): Aveti draptul de a solicita
ajutor care s& va fie oferit in mod gratuit in imba
dumneavoastrd. Dacd aveti intrebari legate de
solicitarea dumneavoastra sau de acoperirea oferita
de Kaiser Permanente sau dacd acest aviz va solicitd
s luati masuri p&na la o anumitd datd, sunati la
numarul de telefon furnizat pentru statu! sau regiunea
dumneavoastrd pentru a sta de vorba cu un interpret.

Pycexuit {Russian): Y 8ac ecTe NpaBo NoRyYTs
BecnnaTHyo NOMOLIL Ha CBOEM A3blKe. Ecnn y BaC
AMSIOTCH BONPOCH: OTHOCMTEITLHO BaLLErO 38RENSHNUA
unu MepuuuHcxore ctpaxoeadya B Kaiser Permanente,
B0 ecnu Taxkoe yeegomneHye TpebyeT OT BaC Kakuix-
6o pefcTeri K onpenenesHol gate, NO3BoHUTE 110
HoMepy TenedoHa ANA CBOSrO WTata 1Nk pernoka,
4TOGEI NOrOBOPUTE C NEPEBOAHMKOM.

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
gaoici i se taimi atofaina, vili le numera ua fuafuaina mo
lou setete po o oganuu e fesoota'i i se faaliliu.

Espafol {Spanish}: Usted tiene derecho a obtener
ayuda en su idioma sin costo aiguno. 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, Hame al nimero de teléfono
que se proporciona para su estado o region 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 lyong estado
o rehiyon para mekipag-usap sa isang interpreter.

Ivg (Thai): vinufignariayldfumnuthamdaluansn
gasvinulaelied 1 ld5e wiavhuiidraniAmdums
dvasuasyinu wiaanuAuaTasku Kaiser Permanents
E%amﬂﬁﬁaﬁﬁeﬁaﬁﬂ”acm*s’iﬁmumtﬁum‘m’m’mi’uﬁ
gﬁ'ijaum“i?’ ‘iﬂjmﬁmﬁiaﬁmmmﬁ'ﬂﬁ‘ﬁa"m%’ﬁgﬁamm
Hufaasvinutdagafus iy

Lea Faka-Tonga (Tongan): ‘Oku ‘ia ho totonu ke ke
ma'u ha fakatonulea ta'stotongi. 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
flema’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 1 ai ke talanca mo ha tokotaha
tene fakatonu lea atu kiate koe.

Yxpaiucora {(Ukrainian): Y Bac ¢ npaso Ha oTprMaHHs
Jonomory De3koWToRHO Ha Bawii pigHii mosi. Hieo
By maete nuTaHHA CTOCOBHO Balluoro 3BepHEHHA YK
CTREXOBOrO NOKPKTTS B Kaiser Permanente, 41 AKLO
BifAOBIANO 5O Taxkoro noeigomnenHs Bam Tpeba dyne
3piAcHMTY NEBHY SiK0 80 KoRKpeTHO! [aTK, NOA3BOHITE
no HOMepy, Lo Bignosisae Bawii kpalki un periony,
LoD NoroeopuTY 3 Nepernana4em.

220 e ) oA e S el e S80S O (Urdu) so
bl ghn Al ope 08 St B a8 58 deala

W g g S Gle S 58 3 S Kaiser Permanente
Jae S5 a5 agumion (oS S Gl e s S ol et BTG
S R e Sl e S o5 (B S S i el
ARSI o B Sl S e Gy (S

Tiéng Viét (Vietnamese): Quy vi cd quyén duoc nhén
tro gitip mién phi bing ngdn ngtk cGa minh. Néu quy
vi £6 cac cau hdi vé mau don hode mire bdo hiém cla
minh théng qua Kaiser Permanente, hodc day 1a thdng
béo yéu cdu quy vi thre hién vao mét ngay cy thé, hay
goi dén sb dien thoal duoc cung cap cho bang hoac
khu viee ca quy vi 88 trd chuy@n véi phién dich vién.

Yoruiba (Yoruba): O nj &6 &t ri iraniowd gba nipa &dé
re laisan owd. Bi o ba ni ibééré nipa iwé {f o ko tabt
isedéédé nipasé Kaiser Permanente, tabi iHitoniléti yil jé
&yl o nild &t ighésé kan ni 0j6 kan paté, pé ngmbatia
pésé fun ipinié tabl agbégbé re Iati ba onhghifd kan sorg.
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