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KAISER PERMANEMTE

Application Instructions for Kaiser Permanente 2017/ Maryland

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



&% 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), Maryland

Who can use You may use this application 0 apply for individual or family coverage frem Kaiser Permanente

this application’? for Individual and Families {KPIF).
) s f you want coverage for your family on the same KPIF plan, please fill out 1 application for
the family, If a family member wants a different health plan, he or she must complete a
sepatate application,

* To be eligible for KPIF coverage, you must live in our Maryland service area.

« Ifyou qualify fer and want to fake advaniage of federal financial assistance to help pay for
copays, coinsurance, deductibles, or premiums, don't complete this application. You must apply
for coverage threugh Maryland Health Connection at marylandheaithcennection.gov.

* {f you're afready a member, don't use this ferm. To change your plan, all 1-800-494-5314.

% Things to « You can apply faster online abbuykxsngiapplyx  Call our office 888 396 2341

remember e Please answer ali questions, and type or print using ink only. Leave an empty box in between
words, and put a hyphen in the box for hyphenated names.

« |f we receive your compieted application with payment by the 15th of the month and approve
it, coverage will be effective on the st of the next month. If we receive your completed
application with payment after the 15th and approve it, coverage will be effective on the
15t of the month after the next month.

« If you're applying during a spedial enroiment period, be sure to folfow afi 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, or cail 1-800-494-5314 te request a copy. Your application
submission deadline and effective date may be different than the dates listed above if you
apply during 2 special enroliment geriod.

« To avoid paying for 2 plans, if you are enrolled in another plan through Maryland Health
Connection or through Kaiser Permanente, you should end that pfan 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, or doesn't include your first month’s
payment, or doesn't include required special enroliment period documentation, it may
be canceled,

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

SrabeysoOeesEeBenLkkx e W Virginia Medical Plans
KevexRmoanenadocndixixiparsiiaxiées 1404 Northpoint Glen Court

RIEKRISUIRHAHIHKK. Herndon, VA 20170
Roxioitkeg kA L RRKRARS

Or send it by secure fax to: DEXSADHEBEE 1-888-514-4258
Note: Checks must be maiied and can't be faxed.

\ Need he[p? = For help with completing this application, please call RABABEER GO atkkkk 1-888-396-2341

« We'll provide language assistance at no cost to you.

o if you're working with an agent or a broker, piease cali him or her for assistance.

l 460416508 MD 2017 Page 1 of 9 !




l Primary appiicant

STEP 1: Tell us when you're applying

i

& 50O

i

s

If you are applying dusing a special enrollment period, please write the date of your triggering event:

Select T option: i Open ensollment 11/01716-01/21117 " Aspecial enrollment period

44/

Please complete this section if you are applying during a special enrollment period autside of the open enroliment period of November 1, 2016, through
January 31, 2077, For enrollment during a special ensollment peried, applicants and their dependenis may enroll or change health plans following a
triggering event, as defined below. This form and payment of your fisst month's premium must be received by Kaiser Permanente within

&0 days of the triggering event, unless stated otherwise below. '

f you selected "Aspecial enrolimant periad,” choose the triggering event:

[

[]
]

Please cail 1-800-494-5314 to determine the start date of coverage for your enrotiment.

Loss of health care coverage™

» 1055 of minimum essential coverage — NOTE: This does not apply when
termination or foss or coverage is due to (a} failure to pay premiums on
a timely basis, induding COBRA coverage premiums prior to expiration
of COBRA coverage, (b} situations aliowing for a rescission as specified
by faw, which involve an act, practice, or omission that constitutes fraud,
or an intentional misrepresentation of material fact, as prohibited by the
terms of the plan or coverage, or (¢) voluntary termination of coverage.

Examples of possible valid reasons for less of minimum essential
coverage {this listis not exhaustive):

= Loss of individual coverage

» Loss of Medicare, certain Medicaid and Children's Health Insurance
Program coverage

« Loss of coverage due to losing your job or a reduction in hours

The date of the loss of coverage is the last day you and/or your dependent
would have coverage under the previous health plan or coverage;

« Loss of pregrancy-related coverage described under section 1902(a)(10)
(ANDOVY and{a){ 10N AXINIX) of the Social Securiy Act{42 U.S.C. 13%6ala)
CIORANIIV), ) TOXANIIN D). The date of the loss of coverage is the last
day you and/or your dependant would have pregnancy-refated coverage;

» Loss of medically needy coverage as described under section 1902(a)
(10)(C) of the Social Security Act. NOTE: This triggering avent allows
you and/or your dependent a special entollment peried only once per
calendar year. The date of the loss of coverage is the last day that you
andfor your dependent would have medically needy coverage; o

« Enrolied in any non-calendar year group health plan or individual
health plan coverage and such non-calendar year plan or policy year is
ending {even if you and/or your dependent have the option to renew
such coverage}. The date of the loss of coverage Is the date of the
expiration of the non-calendar year plan.

Gaining or becoming a dependent through marriage

Gaining or becoming a dependent through the birth of a child, adaption,
or placement in adopticn or foster care

O
[

[

D
[

O O

~ou and your dependent have 6 days before and after the loss of coverage to envoll in or change health plans.

thdding of remeving a domestic partaer io coverage 2 aflowed by state law does not constiilte a spadial enroliment periad, and no other changes fo your curvent plan or coverage
can be made on that basis.

1 you will be getting federal financial assistance, dan't use this form. We can help you apply through marylandhealthconnection.goy.

Losing a dependent through divorce or legal separation

No longer considered a dependent due to divorce or fegal
separation

Death of the subscriber or 2 dependent (you qualify fora
spacial enroliment period oniy if you are enrolied under the
same health plan contract or policy as the deceased)

Child support order or ather court order o cover a child
or dependent

Determination by Maryland Heaith Connection that yourt and/
or your dependent’s enroliment or nenenrollment in a qualified
health plan is {a) unintentional, inadvertent, or erroneous; and
{b} the resuit of the error, misrepresentation, misconduct, o7
inacsion of an officer, employee or agent of Maryland Health
Connection, HHS, or & non-Marnytand Health Connection

entity providing enrollment assistance or conducting
enrollment activities

Determination by Maryland Health Connection that the
qualified heaith plan {QHP) in which you and/ez your
dependent are enrofied substantially violated 2 material
provision of contractin relation to you and/or your dependent

Determined newly efigible, or newly inefigible, for advance
payments of federal premium tax credits, or cther change in
eligibiity for federal cost-sharing reductions

A permanent move that results in you and/os your dependent
gaining access to new qualified health plans*

Determined newly eligible for advance payments of the
premium tax credit based in part on a finding that you and/or
your dependent are enrolled in an employer-sponsored health
benefit plan that is net qualifying coverage {you and/or your
dependent must be alfowed to terminate existing coverage)”

Page 2 of 9
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I Primary applicant I

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 Silver Gold Platinum
£ 1 KPMD Bronze 6500/50 ©1 KPMD Silver 6000/3%/Dental/ | ] KP MD Goid 1000/20/ 1 KPMD Platinum 0/2¢/
DantalfPed Dental Ped Dental DentalfPed Dental Dental/Ped Dental
L KPMD Bronze 6200/20%/HSA/ | £ 3 KPMD Silver 2800/30/Dental/ | {1 KP MD Goid 6/20/
Dental/Ped Dental Ped Dental Dental/Ped Dental
T KP MD Bronze 5000/50/Dental/ | I} KP MD Silver 2750/20%/HSA/
Ped Dental DentaifPed Dental
£ 1 KPMD Silver 1800/30/Dental/
Ped Dental

Catastrophic plan

To purchase a Catastrophic plan, applicants must be younger than 30 on the effective date, or provide a certificate of exemption from Maryland Health
Connaction that shows hardship or lack of affordable coverage. We won't be able to process your application without the certificate of exemption if you are
30 and older. To see if you qualify, please go to marketplace.cms.gov/applications-and-forms/hardship-exemption.pdf and foliow the instructions.

¢ XPMD Catastrophic 7150/0/Dental/Ped Dental

o

For information about health and dental benefits and fimitations, cost-sharing amounis, and premiums, please review the details in your enroliment materials.
To request a copy of the Membership Agreement and Evidence of Coverage for a particular plan, please go to kp.org/plandocuments, cail 1-800-777-7902
or contact your agent or broker.

STEP 3: Choose your optional adult dental plan

Padiatric dental coverage is included in your health plan for all members 18 and younger. Preventive dental is also included for members 19 and older.
We also offer an optional dental plan for adults 19 and older for an additicnal monthly charge.

T1 Yes. I'd like to enroll in the optional dental plan.
1 No.Vm not interested in the optional dentai coverage.

All plans are offered and underwritten by Kaiser Foundation Health Plan of the Mid-Atiantic States, In¢.

l 604146508 MD 2017 Page 3 of 9 l




l-——Primary applicant
|

STEP 4: Enter your information

. . _ Inanindividual plan, the primary appilcant is the person who will be covered by the health plan.In a family
Primary applicant  plan, the primary appiicant is the family member on the health plan who is.authorized to make changes to the‘
- account. Ifth:s apphcatmn is only for a chiild under 18, the child is the primary-applicant.

Check 1 ofthefoiiow ing to indicate the level of coverage you'd tike: L. Adultls) 1.3 Adult(s)and child{ren) £} Child{ren)

First name Social Security number (if you have one)

E_ -

tast name : Phone

M Fermer medical record number (if any) Home state (if any) Gender: Date of birth (mm/ddiyyyy)

- {71 Male [T remale /’ /

Home address (no PO boxes, please)

City State ZIP code County

Mailing address {if different than home address}

City State ZiP code

-
Preferred language spoken {if not English} Preferred fanguage read {if not English)

Email address {optional) | understand that Kaiser Permanente may contact me via email.

_ . L A domestic partner is a person IegaIEy recognized as yuur domestic partner-
Spouse/domestic partner to be coygr_ed by Maryland.

First name ” ' Mi

i % i § i E g g g
Lastname : Sociat Secusity number {if you have ong)
Fermer medical recerd number {if any) Home state {if any) Gender: _ Date of birth {mm/ddiyyyy)

L - {1 ale T Femate / /

Parent or legal guai’dian (if the primary applicant is a child under 18)

First name H

a; §

lastname Sadial Security number {if you have one)
Preferred language spoken (if not English) Preferred language read (if not English)

. n
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I Primary applicant

STEP 4: Enter your information (continued)

Dependents to be covered

If you have more than 4 dependents to be covered, attach another appllcatlon and compiete
- Justthe information far those applicants.. .

1 First name M o
Lastname Social Security number {if you have one)
Former medical record number (ifany) Heme state {if any) Gender Date of birth (mm/ddiyyyy)
- 7 Male [ Femate // /
Relationship to primary applicant
-
2 Firstname H
Last name Sacial Security number (if you have one)
Former medical record number {if any) Home state (ifany} Gendern Date of birth {mm/ddfyyyy)
i} Tl Male £_3 remale / /é
Relationship to primary applicant
3 Firstname Ml
tastname Secial Security number {if you have one)
Former medical record number (ifany) Home state {ifany) Gender: Late of birth (mm/dd/yyyy)
T - -1 (3 vale [ Female | 1 1/ 1l
Relationship to primary applicant
4 First name Mi
n %
Last name Social Security number {if you have one)
; ] - -
Former medical record number{ifany) Home state (fany) Gender: Date of birth {(mm/ddfvyyy)

;

i
H
it

Refationship te primary applicant

%

7 vale 1 remale

/

/

1 4604146508 MD 20617
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i_PrImary applicant
|

STEP 5: Choose an authorized representative (i you have one)

You can giﬁte atrusted friend ot relative permission to-talk about this application with us, see your information, or.act for you on matters related to - *
this application. This person is called an authorized representative. ' S [T ' '

First name Mi

Last name Phone

By signing, you've appointed this person as your legally authorized rep?esentative to get official information about this application,
and to act for you on matters related to this application.

Date {mm/dd/yyyy)

X ATV

Primary applicant {parent or legal guardian for children under 18)

STEP 6: Sign the application agreement

Important: All applicants and dependents 18 and older must read, sign, and date below. if the primary applicant is-a.child under 18,then his or her
parent or legal guardian must sign. By signing, the parent or legal guardian agrees to be responsible for paying all premiums, copays, coinsurance, -
and deductibles for-all the applicants listed on this application. A copy of your agreement with your signature is as valid as the original. K signatures . -
are missing, we will cancel the application. Lo : - Lo S Ter

« | understand if | commit fraud or intentional misrepresentation of material fact, then Kaiser Foundation Health Plan of the Mid-Atiantic States, Inc.
(Health Plan), may deny of rastind coverage for me and all my dependents back to the date of the fraud or intentional misrepresentation of material
fact. | 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. If medical costs exceed the amount of
premium paid, | agree to be responsible to Health Plan for the difference.

- 1know that my information on this farm will only be used to determine ongoing eligibility for health coverage and witl be kept private as required by law.

+ 1f you have questions concerning the henefits and services that are provided by or excluded under this agreement, please contact a
Member Services representative at 301-468-6000 or 1-800-777-7902 before signing this application.

- WARNING: ANY PERSON WHO KNOWINGLY OR WILLFULLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT
OR WHO KNOWINGLY OR WILLFULLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE
SUBJECTTO FINES AND CONFINEMENT IN PRISON.

Date (mm/dd/yyyy)
X / / ?
/ /
Primary applicant (parent or legal guardian for children under 18)
' Date {mmidcfyyyy)
X /T
Spouse/domestic partner
Date {mm/cd/yyyy)
X / /
Dependent (18 and older)
Date {mm/ddfyyyy)
X / /
Dependent (18 and older)
Date {rmm/dd/yyyy)
X ATV
Dependent {18 and older}

l 60416508 MD 2017 Page 6 of




l Primary appiicant

STEP 7: Enter first month’s payment details

Payment information

First name of person respansiblefor'paymeﬂt : . B .

Last name of person responsibie for payment Amount for your first month's premium
[,

Address

oy State 7IP code

8
;

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

i

Cardholder's last name as it appears on card

Pog
mn

Card number Expiration date {mmdyyyy)

/

) : Date {mm/ddiyyyy)
/ /

Cardholder's signature

{1 Electronicpayment L.} Checking account i1 Savings account

1 authorize Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., and the designated finandial institution to accept this transfer from my checking or
savings account when my appiication is processed by Kalser Foundation Health Plan of the Mid-Atfantic States, Inc.

Bank name

BEE B |

Routing number Account number

Account holder's first name M
% |

Account holder's last name

Date (mm/ddfyyvy)

X TV

Account holder's signature

™™ Check ] Money order
Write the name of the primary applicant on the check. Mail payment with your appication to the address listed on page 1.

! £0416508 MD 2017 Page 7 of




[ Primary applicant ;

Automatic monthly payments

This optional service allows you to automatically pay your monthly premiums electronically. if you'd like to sign up, please fill out your information below.
To cancel or update automatic payments, go to kp.org/payonline or call the Member Service Contact Center at 301-468-6000 or 1-800-777-7902.

Billing information

Is this information the same as your first manth’s payment details? [ _{ Yes [ No  If no, please fill out this section.
First name of person respensible for payment Mi

Last name of person responsible for payment

Billing address

City State 7P chde

Payment options D'ebitcards-ca_h’_t_bé'us'_ed'fofaut"om'aticfhbﬁ‘ch_l_y payments. .
I} Credit card 1 visa I_1 MasterCard || Discover § | American Express
Cardholder's first name as itappears on card i

Cardholder’s last name as itappears on card

Card numbey Expiration date {mm/yyyy)

/
Date (mm/ddiyyyy)
X / /

Cardholder's signature

3 Electronic payment [ Checking account [} Savings account

| 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

H

Routing number Accaunt number

P g
L j

Account helder's first namsa Mi

Account holder's last name

3

Date {mm/défyyyy)

X ATV

Account hotder's signature

1 60416508 MD 2017 Page Bof 9 !



I Primary applicant !

For applicants using an Agent/Broker/KPIF representative

If 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 plan to enroll in or helped you fill out the application.

Agent/Broket/KPIF representative first name M
Jmf’onat hiain E
[ast name

The broker of recard may receive monetary and/or nonmanetary payments from KPIF in connection with the purchase of this coverage.
HNote: Premiums are the same whether or not you use an ageni/broker/KPIF reprasentative.

| (the applicant) authorize the insurance agent/broker/KPIF representative listed below to share envoliment and disenroliment information specific to this
application with Kaiser Permanente.

: Date {mm/ddfyyyy)

Primary applicant {parent or legal guardian 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 ot No:

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

W Yes T Ne

Date {mm/ddfyyyy)

X innliun

Agent/Broker/KPIF representative

Agent/Broker (first, middle, last} {please print)

iJ?o}n;athan EY XKiaitiz

Address

14%024 %No ritihipiojiinit Giliein Ciojujrit

‘;City“ - | State ZIP code National producer number {NPN)
H*erndqon 7 | ViA 210817 78 0 1i5:8i5t6:116
Phone Fax

7.0 3-7 0 Tide 217{0] 18 8 8-5{1] -4 i2/5]8

Broker firm name Generai agency name

Kat z} %Ien siulr E{BIC A

Broker firm federal tax ID number General agengy’s federal tax 1D number

lal7. 120700815 0 5i4:-12{0f 15§ 9 26 |

Email address

i{jgkiﬁja%tz@va'medicalplans.com

KPIF representative (first, middle, last) {piease print)

ZJ?;o.s%e. i

i

KPIF representative’s license number

i

i 60416508 MD 2017 Page ¢ of ¢ |




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:
s 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 elecironic
formats
+« Provide nc 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.

District of Columbia 1-800-777-7902
Maryland 1-800-777-7902
Virginia 1-800-777-7902
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 crigin, age, disability, or sex, you can file a grievance with the Kaiser
Civil Rights Coordinator, 2101 East Jefferson Street, Rockville, MD 20852, telephone number: 1-800-777-
7902. 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 htfpiwww. hhs. goviocr/office/file/index himi.



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 nofice that requires you to take
action by a specific date, cail the number provided for your state or region to taik to an interpreter.

RIS {Amharic): £A57%° haif (S0P £3% A 9T T eo(it
HWAPF: A TIPARFP @e9® WAC TC s Kaiser Permanents California............................ 1-800-464-4000
AATLETVE B4 TR @9 TPEET hiePT @LF° LU f10ES (1900

(VR ¥ 7182 PAOP TIC KIS PULEAEEP U (i~ Colorado. ... 1-800-632-9700
EhAh RTC AfETP B ARAAS LO-AD- BANTCATL OC B101%+ District of Columbia.............. 1-800-777-7902
Gand g iy sselad) o Jpantt 3 ot &ll {{Arabic) Azl Georgia. ... 1-888-845-5813
(PR R I FES S BE R FIRES [ IV B AU L R P
st el “” -" (T‘r;lh Ju}y% i U\S i"_,‘! _53 ‘Kaiser Pe{maﬂeﬂte Hawaii ............................... 1-800-966"5955

J 5 o e ) e 5 D oL
e = 2 > Maryland. ... ... 1-800-777-7902
LG5 a e o] aatll i ry

Qregon.........oooeiviii 1-800-813-2000
Zugbnkh (Armenian): “bap nubibp 2hp thany win]dup o
ogimipntl erawbuen: hpednitp: Gph Gmp hwpghp Virginia........ 1-800-777-7902
niitip 2hp ghunudh fjund Kaiser Permanente-h hpngny Washi
ton ... - - -

Okip swdhnuyph Yhpuphppe, hund bpk wo Submgmil k, asnington 1-800-813-2000
npp wpupununpoid b 2kg, npogkuqh gnpdmamppmiidn
&knbupljsp btk npnowlh wnbowphy], vy Ty 711
quitquehumpk p Qbp uthwligh und spgwbh hurhup

wpunfwnp]wd hpwhmuewhufupny]’ pupgiutish hn
Tonubin hundup:

Bésdd Widi {Bassa) O md ni kpé bé m ké gho-kpa-kpa
dyé dé ni mioln niin bidi-widd ma pidyi. D j0 ké m dys
dyi-dié-& bé& bédé ba ni céé-dé m 1o b6 de 25 j& dyie ni,
mao i1 Ha ni kGun kp3 jé dyf dyiin dé Kaiser Permanente
mdie i, Mmoo 2 dyi b5 4o ji bé i ké de do nyu bo wé j&€
do k3 ni, nli, da ndba bt wa tda b ni b6ded Moo ni ghEed
biie, k& ni mu nys-wudutn-za-nyd dd gbo wadatn.

AT {Bengali): f w@w arwE fRed SHM TRAT 83
SfedE SUseE SRE W S STEE W A1

Kaisar Permanente-ia s o TOES [d @ET 9
o7F 1 A T @ 6NN = AW @ SrEE 4% FHiEE e
T I TS 9% tAE ST T, ORF @eNE WE T F9e
TFEE SR 9 WIS O gwe a4 GF |

¥aiser Foundation Health Plan, Inc., in Northern and Southern California and Hawali » Kaiser Foundation Haalth Plan of Colorade = Kaiser Foundation Health Plan of Georgia, Inc., Nine
Piedmont Center, 3495 Piedmont Road NE, Atlanta, GA 30305, 404-364-7000 » Kaiser Foundatien Health Plan of the Mid-Atlantic States, Inc., in Maryland, Virginia, snd Washington,
D.C, 2101 E. efferson St., Rockvilte, MD 20857 » Kaiser Foundation Health Plan of the Northwast, 500 NE Mulmomah St., Suite 109, Partiand, OR 97232




Cebuanoc {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.

B3 {Chinese): ER G ETNETEHEE -

RS ETKaiser Permanente HEESUERE L 5L
B SEMEARSERATERE H B A RERRE
EYECHENNRENSESE > HIUEEETEE -

Chuuk {Chukesa): Mei wor omw pwuung omw kopwe
angei aninis non foosun fonuomw {Chuukese), ese
karmo. lka mei wor omw kapas eis usun omw apilikeison
me/ika policy fan nemenien Kaiser Permanente, are

ika =i 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.

Francais (French): Une assistance gratuite dans votre
langue est a votre disposition. Si vous avez des
questions & propos de votre demande d'inscription
ou de la couverture par Kaiser Permanente, ou si cet
avis vous demande de prendre des mesures & une
date précise, appelez le numéro indiqué pour votre
Etat ou votre région pour parler 3 un interpréte.

Deutsch (German): Sie haben das Recht,

kostenlose Hilfe in threr Sprache zu erhalten. Falls

Sie Fragen bezliglich Ihres Antrags oder lhres
Krankenversicherungsschutzes durch Kaiser Permanente
haben oder falls Sie aufgrund dieser Benachrichtigung
bis zu bestimmten Stichtagen handeln missen, rufen Sie
die fir thren Bundesstaat oder lhre Region aufgefihrte
Nummer an, um mit einem Dolmetscher zu sprechen.

gl (Gujarati: el R ugl wal R audl
el MEE Aatelailoll SR B, % ddal

Kaiser Permanente HiRga dHIZl w29 usal

sk (A8 ysll Blal, watcl %l vl AU Sa T
duR RSMssH dArdhwell uoel Aetiell «32 &2,
golfBau W did s2al dHiz e v Ayl HeE
YR WSAHl AUAE ook UR Het 5L

Kreyol Ayisyen {Haitian Creole): Ou gen dwa pou jwern
&d nan lang ou gratis. Si ou gan nenpdt kesyon sou
aplikasyon ou an cswa 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 cswarelyonou a
pou w ka pale ak yon entéprét,

‘olelo Hawai‘l (Hawalian): He pono a ua loa’a no kekahi
kGkua me kKau ‘Glelo ind makemake a he manuahi ne ho'l.
ind he mau nthau kau e pili ana | kau palapala nol ‘intkua
ofa kino a | ‘ole 1 kDkua ma'd ka polokalamu kdkua ola
kino Kaiser Permanente, ai ‘ole ind ke ha'i nei paha kéia
leka nel id'ce & hana koke aku | k&la ma mua o kekahila

i waiho ‘ia, e kelepona aku i ka helu i loa'a ma kéia leka
nel no kau moku'dina a i ‘ole pana'a@ina nho ka wala’au
‘ana me kekahi kanaka unuhi ‘Glelo.

R=e (Hindi): 3muet =T feeh Frarg goe smody
T # Fed Ue o 3feR ¢ afe ¥y e
WW%Wﬁm Kaiser Permanente &
waer & O H T© ST Ted b o I T§ U
Aew ¢ Suy wrvr yue B oy B a9
FAE FLAT G A7 3T Tew W &89 F o By
T FA W B b pd GHITE F ard

Hmoob (Hmong): Koj muzj cai kom tau txais kev pab
uas hais koj hom lus yam tsis tau them ngi. Yog koj muaj
lus nug txog koi daim ntawv thov los yog cov kev pab
them nyiaj tim Kaiser Permanente, jos yog tias daim
ntawv no yog ib tsab ntawv ceebtoom uas yuav kom koj
ua ib yam dabtsi raws i hnub tau teev tseg, hu rau tus
nab npawb xovtoo} uas tau muab rau koj lub xeev lossis
cheeb tsam kom tau tham nrog tus kws txhais lus.

igbo {igbo): | nwere ikike inweta enyemaka n'asusu

gi na akwughi ugwo o bula. O buru na  nwere ajuju
gbasara akwukwo anamachoihe gi ma ¢ by mkpuchi

si na Kaiser Permanente, ma o bu ¢ bury na nke bu
olwa a choro ka | mee ihe tupu otu ubochi, kpoo nomba
enyere maka steeti ma ¢ by mpaghara gi iji kwukorita
okwu netiti onye okowa ckwu.

lioko {Hlocano): Adda ti karbenganyo a dumawat iti tulong
iti pagsasaoyo nga awan ti bayadanyo. No addaankayo
kadagiti saludsod maipanggep ti aplikasionyo wenno
coverage babaen i Kaiser Permanente, wenno no daytoy
ket maysa a pakdaar a kalikagumanna a rumbeng nga
aramidenyo ti addang iti espesipike a petsa, tawagan ti
numero nga inpaay para t estado wenno rehion tapno
makipatang ti maysa mangipatarus iti pagsasao.




ltaliano {Italian): Hai il diritto di ricevere assisienza
nelia 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 guesta
comunicazione, chiama il numero fornito per il tuo
stato o la tua regione per parlare con un interprete.

BAEE (Japanese): H7ciziz, BRHAHARLTIHER

DEBCIEZZTHHANE2EFLONET, BEL
iAB E - iiKaiser Permanente DIEREFICEH L T D
RSB A, TAEAAERCLEY . BlloiHED
AMZTIETHLZETIOEEINTVWEHE, B
EEVOME T ﬁbf%f,\éh?‘:?é”ﬁ%%ﬂ
EEE LT, BREBHE LS,

{81 (Khmer): HAWISEFSGUMBRSIIMMANIURIHA
inwandnig Wisyrme sy wAimeiaa
UMIMSNUIRMBIN: Kaiser Permanente UIIAISIS:
misngstdhhisrunpiggnmdimsmiBumuuhyg
gmAMNT yogiimehnsitumsiugsaEUE
yhuSiuREmtERunwisimeyRuRip
o] (Korean): Aiste| Als @50 340 F
Bazwod + 9= At ek
Kaiser Permanen‘:e 5?'5} Ao BE AYAL; Byl
2 BH0 B9 ool 9 G e o) £
LR = “7*}77}7(1 ZFHE FHoptt gte ,
#Asty + 2 A9 AT AFHE R Age] T}
Eg}_o}}d ,\} Q.

290 {Laotian): mﬂmuaom%‘imsumwaaacggs‘inmm
eef)mﬂnimaugggm ‘maﬂ mﬂuummumommnauzmn

aqmau § ﬂﬂwguaagm‘%n Kaiser Permanente, i
fmfémﬁz?}ug%gn%uiﬁs{m%sﬁﬁaﬁméﬂzﬁnmwww?u
Syt rae390ms, lotanaumes enfilotodaduio
8§ ceozeqny dedufivuaswaga.

Kajin Majo} (Marshallese}: Ewdr jimwe eo am in bok
iipafi ilo kajin €0 am ejjelok wonaan. Ne ewdr am
kaijitdk kon peba in aplaiki eo am ak insurance ec am
jan Kaiser Permanente, ak fie enaan in kdjela in gj
aikui bwe kwdn makGtkGt mokia jan juon raan eo emgj
an kaliikkar, kaick ndmba eo e lelok fian siate eo am
ak jikim bwe kwdn marofi kGnono ippan juon ri-ukot.

Naabechdé (Navajo): T744 ni nizaad bee nikd ’doolwot doo
bik’¢é asinflatgdd & bee ndhaz’é. Kaiser Permanente dké
anda’alwo’ nd bik’¢ azldadoo yinikeedgo naaltsoos hadinilaa,
&i bina’1ditkid doogo, &f doodago dif naaltsoos haa’ida
yootkdatgo hait’doda 1*difiii} nilniigo & nitsaa hahoodzoil

éf doodago 1°84 aadi nahosa’di ata’ dahalne’igii bich’|’
hoélne’go bee bit ahit hodiflnih.

Aqrall (Nepali): TUEHT Tt Yo AiGg TR AT
mmmmm@wmmm
gl Kaziser Permanenie mmaﬁm@aﬂ%
T, a7 A A FTER A g iR Tt
gﬁmﬁa@mﬁnﬁmaww SrE
TUEET Tl qURH! Tod aF &7 Afay faguat

AFIH FA IGarE |

Afaan Oromoo (Oromo): Baasii malee afaan keatiin
gargaarsa argachuudhaal mirga gabda. Waa'ee iyyata
keetii yookaan tajaajila Kaiser Permanente hammatu
ilaalchisee gaallii yoo gabaatte, yookaan yeo kun
beeksisa guyyaa murtaa'e irratti tarkaanfii akka ati
fudhattu gaafatu ta'e, lakkoofsa bilbilaa naannoo
yockzaan goodina keetiif kenname bitbiluudhaan
turjumaana haasofsiisi.

3sh R et A e et (s A8 1k Ga Ll { Persian) i
BUETEUY- P FLARSVEPEI PRTRP (JRv: LT FRTE Oy

B ads 4ol ot ot el 483 Ae Kaiser Permanente
Q@Ma}adﬂ@d@uélﬁc.}_.gh)‘}id.aqu__alﬁiwaiﬁméju
g ol g aBlae b dl (gt sk 4l cil s Jladi

iokaiahn Pohnpei (Pohnpeian): Komw anehki pwung en
rapahki sounkawehwe en omw palien iokaia ni sohte
isaihs. 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 kozhi 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 meio da Kaiser Permanente, ou se este aviso
exigir que vocé tome alguma medida até uma data
especifica, ligue para o nlmero fornecido para seu
estado ou regido para falar com um intérprete.



Urrell (Punjabi): 307% &6 90 88K 3 Wil 37 <o
WO UEE © O 3. 29g 3T WS woer 7

Kaiser Permanente I 59" ¥d FE8 76, & fTH
Sfer & gos R fenfas gt 39 aroed Igs ot 83
YR, I EIHIE 5% I8 6 B WUE I o B B
HIEW IIT78 91 $59 3 26 9.

Romana (Romanian): Aveti dreptui de a solicita
ajutor care s3 va fie oferit in mod gratuit in limba
dumneavoastrd. Dacé aveti intrebari legate de
solicitarea dumneavoastrad sau de acoperirea oferitd
de Kaiser Permanente sau dacd acest aviz va solicitd
sé tuatt masuri pand la o anumitd data, sunati la
numarul de teiefon furnizat pentru statul sau regiunea
dumneavoastra pentru a sta de vorba cu un interpret.

Pyccxuii (Russian): Y BaC eCTb NRaEBo nonyunuTs
6ECI'U18THy§O NOMOLL Ha CBOEM A3biKE. Ecnn y BaC
VIMEIOTCR BOMNPOTHE OTHOCKTENBHG BALUIETO 3aaBNeHNA
VAW MeanUMHCKoro cTpaxoeadus B Kaiser Permanente,
nnbo ecrm Takoe yBeLOMINEHNS TpSGyET OT 8aC KaKux-
nudo gelicTerk K onpedeneHHc gate, No3BoHNTE Mo
HomMepy TenedoHa Gns CBOere WTaTa Unu PeruoHs,
4TOOR! NOMOBOPKTE C [IEPEBOSUUKOM.

Faa-Samoa (Samoan): £ 1ai lou 'aia e maua se
fesocasoani i lou gagana e aunoa ma le totogi. Afai e iai
ni fesili e uiga i fou tusi apalai po o puipuiga e ala mai
Kaiser Permanente, po o lenei tusi e manaomia ona e
gaoioi i se taimi atofaing, vili le numera ua fuafuaina mo
lou setete po o oganuu e fesoota'i | se faaliliu.

Espafiol {(Spanish): Usted tiene derecho a obtener
ayuda en su idioma sin costo alguno. Sitiene
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, lame al nimero de teléfono
que se proporciona para su estado o regién para
habtar 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
nangangaitangan ng iyong aksyon sa tiyak na petsa,
tumawag sa numerong ibinigay para sa iyong estado
o rehiyon para makipag-usap sa isang interpreter.

e (Thai): vihuiidvafasidfuanuham&alunisn
yasviulngbidadldEhe wavihuddienuAmfunts
fflasuaavity wiaanuduasasitu Kaiser Permanente
ﬁ%amnﬁﬁaﬁﬁeﬁaﬁﬂ’aaﬂ'ﬁ’iﬁﬁmmLﬁumsmﬂ‘{ui’uﬁ
Afmua’li ‘iﬁjﬁﬁmﬁiamwLaﬁﬁ’ﬁﬁ“l’:’ém%‘ﬂ%’gﬁ‘%mm
Aufnasvih A asafusa 1y

Lea Faka-Tonga (Tongan): ‘Cku ia ho totonu ke ke
ma’'u ha fakatonulea ta'stotongi. Kapau ‘oku ‘1 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 ‘cku
fiema'u keke fal 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 talanca mo ha tokotaha
tene fakatonu lea atu kiate koe.

Yixpaiucoka (Ukrainian): ¥ Bac € nparo Ha oTpMMaHHS
Acnomory BeskolTosHO Ha Bawsii pigHif Mol Axuo
By MaeTe NUTEHHA CTOCOBHO Balloro ssepHeHHs un
CTPaxoBOro NCKPUTTS B Kaiser Permanente, 4t AKUo
BIANOBIAHC AC TAKGIo nogifomnerHa Bam tpeba Syne
3LIACHNUTY NEBHY OBC A0 KOHKPETHOT BaTV, NO43BOHITS
no HoMeEpy, Lo signoeigas Bawi kpaini Ju perioHy,
H{0H nOrosCpUTH 3 NEPeKNaSaYeM.

33 g ) o s S L el e S8 O (Urd) s
Qau!_,sﬁ@glw,;ﬁaég ‘)Si-,_d‘é-‘hisa—“)sd-\A\;
SV st ot S Gl Sy S axe 3 S Kaiser Permanente

Cdee S5 E 8 Gageate S Sl e rns S 088 o BTG

£S5 A T S e S o5 (B s S i ol
S IS g e K gl D S iy S

Tiéng Viét (Vietnamese): Quy vi co quyén duoc nhan
tro gitip mign phi béng ngdn ngtr cla minh. Néu quy
vi C& cac cau hdi vé mau don hodc mirc bao hiém cla
mirh théng qua Kaiser Permanente, hoac day la théng
bao y&u cau quy vi thuc hign vao mét ngay cu thé, hay
goi 9én sb dién thoai dugce cung cap cho bang hosc
khu vye clia quy vi 3& trd chuyén vl phién dich vién.

Yortiba {Yoruba): O ni &6 1&ti ri iranlowd gba nipa édé
re laisan owd. Bi o ba ni ibééré nipa iwé if o ko tabi
isedéédé nipags Kaiser Permanente, tabi ififonilét] vif j@
&yl o nild lati ighésé kan ni gjé kan patd, pé némba tia
pésé fin ipinié tabl aghbégbe re 18t ba ongbife kan sord.
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