Please call and allow us to assist you with your application

866 330-5757

Avoid headaches and delays by allowing our office to assist you. You'll be surprised at
how easy completing an application can be! Once your application is complete, please
mail it to:

California All Health
5963 Hesperia Avenue
Encino, CA 91316-1015

You may fax your application to: 818 345-5902

Thank you!



8% KAISER PERMANENTE.

Application for health coverage

Individual and Family Plans

Who can use
this application?

You may use this application to apply for a Kaiser Permanente for Individuals and Families
(KPIF) plan.

o |f you want coverage for your family on the same KPIF plan, please fill out one application
for the family. If someone in your family wants a different health plan, they must complete a
separate application.

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

Q Who should
not use this

application?

e |f you or any dependent you're applying for are entitled to Medicare Part A or are enrolled
in Medicare Part B, that applicant is not eligible to apply for new KPIF coverage. Please visit
kp.org/medicare to learn more about your Medicare plan options or to apply for Medicare
coverage.

e If you qualify for and want federal or state financial assistance to help pay for copays,
coinsurance, deductibles, or premiums, don't complete this application. You must apply for
coverage through Covered California at CoveredCA.com.

o [f you're already a KPIF member, don't use this form. To make changes to your account,
call 1-800-464-4000.

' Things to
remember

e |f you're applying during open enrollment, the date we receive your application may change
your effective date - it will usually be January 1if you apply by December 15.

e Ifyou're applying during a special enrollment period, go to kp.org/specialenroliment
or call 1-800-494-5314 for instructions.

e Please send this application back as quickly as you can - or you can apply faster online at
buykp.org/apply.

e Please answer all 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.

e Remember, if you're enrolling in a new plan, that won't automatically cancel any other
coverage you have. To avoid paying for 2 plans or having a gap in coverage, make sure to
cancel any other coverage as of the day before your new coverage starts.

* To make sure your application is processed in time and isn't canceled, please return every
page of the application, completed, with all the required signatures, first month’s payment,
and proof of your qualifying life event (if required). Send these materials by mail to:

Kaiser Permanente for Individuals and Families
P.0. Box 23219
San Diego, CA 92193-9921

Orsend it by secure fax to: 1-866-816-5139
Note: Checks must be mailed and can't be faxed.

“ Need help?

e For help with completing this application, please call 1-800-670-5420 (TTY 711).
e We'll provide language assistance at no cost to you.

e |f you're working with a broker, please call them for assistance.

All plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612.
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STEP 1: Choose your enrollment period

Select one option: Open enrollment (skip to Step 2) A'special enrollment period (continue below)

Choose your qualifying life event. If you had more than one, review your options because effective dates vary by event. Proof of eligibility is also
required. Visit kp.org/specialenrollment or call 1-800-494-5314 for more about qualifying life events.

Loss of minimum essential health coverage (write the last full day you

had coverage)* Permanent relocation with access to new plans
Gaining or becoming a dependent through marriage or domestic Changes in employer health coverage making you eligible for
partnership a premium tax credit
Gaining or becoming a dependent through the birth of a child, adoption, or Determination by Covered California of exceptional
placement for adoption or foster care circumstances
Note: In this case, you also need to choose between 2 effective date options: Eligibility to purchase an individual health plan through
The date of birth, adoption, or placement for adoption or foster care an individual coverage health reimbursement arrangement
The first day of the month after we receive the application (ICHRA) or a qualified small employer health reimbursement
arrangement (QSEHRA)

Losing a dependent through divorce, dissolution of domestic partnership,
orlegal separation

Death of the subscriber or a dependent

Domestic violence or spousal abandonment occurring within
the household

. Release from incarceration
Child support order or other court order to cover a dependent

Note: In this case, you also need to choose between 2 effective date options:

The date of the child support order or other court order to cover
a dependent

The first day of the month after the court order date

Misinformation about enrollment in minimum essential
coverage

Provider network changes
Contract violation

Please write the date of your qualifying life event. / / (mm/dd/yyyy)

“If your qualifying life event is loss of Kaiser Permanente coverage, we may review membership records to check when and why you lost coverage. For
more about minimum essential coverage, visit kp.org/specialenrollment.

STEP 2: Choose your health plan

Choose one health plan. If any family members are applying for different health plans, please submit a separate application for each plan. For more
about minimum essential coverage, visit kp.org/specialenrollment.

Bronze Silver Gold Platinum
Kaiser Permanente - Kaiser Permanente - Kaiser Permanente - Kaiser Permanente -
Bronze 60 HDHP HMO Silver 70 HMO Off Exchange Gold 80 HMO Coinsurance Platinum 90 HMO
Kaiser Permanente - Kaiser Permanente - Kaiser Permanente -
Bronze 60 HMO Silver 70 HMO 2500/45 Gold 80 HMO
Kaiser Permanente - Kaiser Permanente -
Bronze 60 HMO 8200/0% Silver 70 HDHP HMO 3250/20%

Minimum coverage plans
Minimum coverage plans are available to applicants who will be younger than 30 on the effective date, or who provide a certificate of exemption 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 follow the instructions.

Kaiser Permanente - Minimum Coverage HMO

For information about health and dental benefits and limitations, cost-sharing amounts, and premiums, please review the details in your enrollment
materials. To request a copy of the Combined Membership Agreement, Evidence of Coverage, and Disclosure Form for a particular plan, please go to
kp.org/plandocuments, call 1-800-464-4000, or contact your broker.

|_4901 30415 California 2021 Page 2 of 10



| Primary applicant

STEP 3: Choose your optional adult dental plan

Dental coverage is included in your health plan for child members until the end of the month in which the member turns 19. Kaiser Permanente
offers an optional dental insurance plan to adults, which includes those individuals whose eligibility for pediatric dental services has ended. This
optional coverage is available for an additional charge. Our optional adult dental coverage is underwritten by Kaiser Permanente Insurance Company
(KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), and administered by Delta Dental of California, one of the nation’s largest and most
experienced dental benefits providers. Please choose one option below.

Yes. | am requesting enrollment in the KPIC dental insurance plan that is available to me as a supplemental option to my health plan coverage.
Kaiser Permanente Insurance Company, a subsidiary of Kaiser Foundation Health Plan, Inc., underwrites the KPIC dental insurance plan. Once
enrolled, | understand | can't cancel my dental coverage without also canceling my health plan coverage, except during open enrollment ora
special enrollment period.

No. I'm not interested in optional dental coverage.
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| Primary applicant

STEP 4: Enter your information

In an individual plan, the primary applicant is the person who will be covered by the health plan. In a family
Primary applicant 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 for a child under 18, the child is the primary applicant.

First name M Date of birth (mm/dd/yyyy)
/ /
Last name
Former medical record number (if any) State (ifany) Gender: Phone
- Male Female - -
Home address (no P.O. boxes, please) Undeclared
City
State ZIP code County Social Security number (if any)
Mailing address (if different than home address)
City
State ZIP code
Preferred language spoken (if not English) Preferred language read (if not English)

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

Parent or legal guardian (if the primary applicant is a child under 18)

First name M
Last name Social Security number (if any)
Gender: Date of birth (mm/dd/yyyy)
Male Female Undeclared / /
Preferred language spoken (if not English) Preferred language read (if not English)
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| Primary applicant

A domestic partner is a person registered and legally recognized as your

Spouse/domestic partner to be covered domestic partner by the state of California.

First name MI Choose one:
Spouse Domestic
: . . partner
Last name Social Security number (if any)

Former medical record number (if any) State(ifany)  Gender:

_ Male Female

Date of birth (mm/dd/yyyy)
Undeclared / /

If you have more than 3 dependents to be covered, please fill out an extra copy of this page

Dependents to be covered and submit it with your application.

1 Firstname

Last name

MI

Social Security number (if any)

Former medical record number (if any) State (ifany) Gender: Date of birth (mm/dd/yyyy)
_ Male Female / /
Relationship to primary applicant Undeclared
2 First name M
Last name Social Security number (if any)
Former medical record number (if any) State (ifany) Gender: Date of birth (mm/dd/yyyy)
— Male Female / /
Relationship to primary applicant Undeclared
3 First name MI
Last name Social Security number (if any)
Former medical record number (if any) State (ifany) Gender: Date of birth (mm/dd/yyyy)
— Male Female / /
Relationship to primary applicant Undeclared
Page 5 of 10
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| Primary applicant

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

You can give a trusted friend or relative permission to talk about this application with us, see your information, or act for you on matters related
to this application only. This person is called an authorized representative.

First name MI

Last name Phone

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

Date (mm/dd/yyyy)

X /T

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
their 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. If signatures are missing, we will cancel the application. If there are more than 3 dependents 18 and older signing, please attach a
copy of this page with the additional signatures. To be eligible for KPIF coverage, you and any dependent you're applying for can't be entitled
to Medicare Part A or enrolled in Medicare Part B.

« | verify that no applicant listed on this form is entitled to Medicare Part A or enrolled in Medicare Part B.

« | understand that Kaiser Foundation Health Plan, Inc., will rely on the information provided in this application. If any information is found to be
fraudulent or intentionally misrepresented, then Kaiser Foundation Health Plan, Inc., may choose to terminate coverage back to the coverage
effective date.

Date (mm/dd/yyyy)

X /11

Primary applicant (parent or legal guardian for children under 18)
Date (mm/dd/yyyy)

X /T

Spouse/domestic partner

X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)
X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)
X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)
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| Primary applicant

STEP 7: Sign the Kaiser Foundation Health Plan, Inc., arbitration agreement

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA claims procedure regulation,
and any other claims that cannot be subject to binding arbitration under governing law) any dispute between myself, my heirs, relatives, or other
associated parties on the one hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other
associated parties on the other hand, for alleged violation of any duty arising out of or related to membership in KFHP, including any claim for
medical or hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improperly, negligently, or incompetently
rendered), for premises liability, or relating to the coverage for, or delivery of, services or items, irrespective of legal theory, must be decided

by binding arbitration under California law and not by lawsuit or resort to court process, except as applicable law provides for judicial review of
arbitration proceedings. | agree to give up our right to a jury trial and accept the use of binding arbitration. | understand that the full arbitration
provision is contained in the Combined Membership Agreement, Evidence of Coverage, and Disclosure Form.

X Date (mm/dd/yyyy)
A
Primary applicant (parent or legal guardian for children under 18)
Date (mm/dd/yyyy)

X /T

Spouse/domestic partner

X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)
X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)

A copy of your agreement with your signature is as valid as the original. If signatures are missing, we will cancel the application. If there are more
than 2 dependents 18 and older signing, please attach a copy of this page with the additional signatures.
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| Primary applicant

STEP 8: Enter first month’s payment details

Payment information

First name of person responsible for payment M
Last name of person responsible for payment

Address

City

State ZIP code

Payment options (choose one) Credit card Debit card Electronic payment Check Money order

If electronic payment, select account type: Checking account Savings account

| authorize Kaiser Foundation Health Plan, Inc. (KFHP), and the designated financial institution to accept this transfer of the first month’s payment
amount from my checking or savings account.

Bank name
Routing number Account number
Account holder's first name MI

Account holder's last name

Date (mm/dd/yyyy)

X /1Y

Account holder's signature

If check or money order
Write the name of the primary applicant on the check. Mail payment with your application to the address listed on page 1.

To pay with a credit or debit card, please fill out the section below.

Cardholder's first name as it appears on card MI
Cardholder's last name as it appears on card

Card number Expiration date (mm/yyyy)
X Date (mm/dd/yyyy)
/ /

Cardholder's signature
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| Primary applicant

Automatic monthly payments (optional)

To cancel or update automatic payments, go to kp.org/payonline or call the Member Service Contact Center at 1-888-236-4490.

Do you want to sign up for automatic monthly payments?

Yes No, | don't want automatic monthly payments. (Skip this page)
| want to enter a new payment method here. (Please fill out this page.)

Please use the same payment method | provided for my first month's
payment. (Skip this page.)
First name of person responsible for payment MI

Last name of person responsible for payment

Billing address

City

State ZIP code

Automatic payment options (choose one) Credit card (debit cards can't be used) Electronic payment

If electronic payment, select account type: Checking account Savings account

| authorize Kaiser Foundation Health Plan, Inc. (KFHP), and the designated financial institution to accept this transfer from my checking or savings account.
Bank name

Routing number Account number

Account holder’s first name MI

Account holder's last name

Date (mm/dd/yyyy)
X yyyy

/|

Account holder's signature

To pay with a credit card, please fill out the section below.

Cardholder's first name as it appears on card MI

Cardholder's last name as it appears on card

Card number Expiration date (mm/yyyy)
Date (mm/dd/yyyy)
X

/1 1/

Cardholder's signature
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| Primary applicant

For applicants using a broker or Kaiser Permanente representative

If a broker or Kaiser Permanente representative (employee) helped you decide which plan to enroll in or helped you fill out this application, please
make sure they complete this page.

The broker may receive monetary payments or other compensation from Kaiser Permanente in connection with your purchase of this coverage.
Note: Premiums are the same whether or not you use a broker or Kaiser Permanente representative.
To be completed by your broker or representative after you complete this application:

Notice to broker or Kaiser Permanente representative: If you have assisted the applicant in submitting the application, the law requires that you attest
to this assistance. If, in making this attestation, you state as true any material fact you know to be false, you will be subject to a civil penalty of up

to ten thousand dollars ($10,000), as authorized under California Health and Safety Code section 1389.8(c) or Insurance Code section 10119.3, in
addition to any other applicable penalties or remedies available under current law.

Agency name Agency ID number

Broker or Kaiser Permanente representative (first, middle, last)

Address

City

State ZIP code Kaiser Permanente-appointed ID number National producer number (NPN)
Phone Fax

Email address

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 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.

Yes No

Date (mm/dd/yyyy)

X /1

Broker or Kaiser Permanente representative
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Nondiscrimination Notice

Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin,
cultural background, ancestry, religion, sex, gender identity, gender expression, sexual orientation,
marital status, physical or mental disability, source of payment, genetic information, citizenship,
primary language, or immigration status.

Language assistance services are available from our Member Service Contact Center 24 hours a day,

7 days a week (except closed holidays). Interpreter services, including sign language, are available at
no cost to you during all hours of operation. Auxiliary aids and services for individuals with
disabilities are available at no cost to you during all hours of operation. We can also provide you, your
family, and friends with any special assistance needed to access our facilities and services. You may
request materials translated in your language at no cost to you. You may also request these materials in
large text or in other formats to accommodate your needs at no cost to you. For more information, call
1-800-464-4000 (TTY 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative
through the grievance process. For example, if you believe that we have discriminated against you, you
can file a grievance. Please refer to your Evidence of Coverage or Certificate of Insurance or speak
with a Member Services representative for the dispute-resolution options that apply to you.

You may submit a grievance in the following ways:

e By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day,
7 days a week (except closed holidays).

e By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you.

e In person: Fill out a Complaint or Benefit Claim/Request form at a member services office
located at a Plan Facility (go to your provider directory at kp.org/facilities for addresses)

e Online: Use the online form on our website at kp.org
Please call our Member Service Contact Center if you need help submitting a grievance.
The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to

discrimination on the basis of race, color, national origin, sex, age, or disability. You may also
contact the Kaiser Permanente Civil Rights Coordinator directly at:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16™ Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

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 ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537-7697 (TTY). Complaint forms are available at
hhs.gov/ocr/office/file/index.html.



Aviso de no discriminacion

Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen,
antecedentes culturales, ascendencia, religion, sexo, identidad de género, expresion de género,
orientacion sexual, estado civil, discapacidad fisica 0 mental, fuente de pago, informacion genetica,
ciudadania, lengua materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el idioma las

24 horas del dia, los 7 dias de la semana (excepto los dias festivos). Se ofrecen servicios de
interpretacion sin costo alguno para usted durante el horario de atencion, incluido el lenguaje de sefias.
Se ofrecen aparatos y servicios auxiliares para personas con discapacidades sin costo alguno durante el
horario de atenciéon. También podemaos ofrecerle a usted, a sus familiares y amigos cualquier ayuda
especial que necesiten para acceder a nuestros centros de atencion y servicios. Puede solicitar los
materiales traducidos a su idioma sin costo para usted. También los puede solicitar con letra grande o
en otros formatos que se adapten a sus necesidades sin costo para usted. Para obtener méas informacion,
[lame al 1-800-788-0616 (TTY 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a traves
del proceso de quejas. Por ejemplo, si usted cree que ha sufrido discriminacion de nuestra parte, puede
presentar una queja. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro
(Certificate of Insurance), o0 comuniquese con un representante de Servicio a los Miembros para conocer las
opciones de resolucion de disputas que le corresponden.

Puede presentar una queja de las siguientes maneras:

e Por teléfono: Llame a servicio a los miembros al 1-800-788-0616 (TTY 711) las 24 horas
del dia, los 7 dias de la semana (excepto los dias festivos).

e Por correo postal: Llamenos al 1-800-788-0616 (TTY 711) y pida que se le envie
un formulario.

e En persona: Llene un formulario de Queja Formal o Reclamo/Solicitud de Beneficios en
una oficina de servicio a los miembros ubicada en un Centro de Atencion del Plan (consulte
su directorio de proveedores en kp.org/facilities [haga clic en “Espafiol”] para obtener
las direcciones).

e Enlinea: Use el formulario en linea en nuestro sitio web en kp.org/espanol.
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar
una queja.

Se le informaréa al Coordinador de Derechos Civiles de Kaiser Permanente (Civil Rights Coordinator) de
todas las quejas relacionadas con la discriminacién por motivos de raza, color, pais de origen, género,
edad o discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles
de Kaiser Permanente en:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16™ Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

También puede presentar una queja formal de derechos civiles de forma electrdonica ante la Oficina de
Derechos Civiles (Office for Civil Rights) en el Departamento de Salud y Servicios Humanos de los
Estados Unidos (U.S. Department of Health and Human Services) mediante el Portal de Quejas Formales
de la Oficina de Derechos Civiles (Office for Civil Rights Complaint Portal), en
ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés) o por correo postal o por teléfono a: U.S. Department
of Health and Human Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington,
D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TTY). Los formularios de queja formal estan disponibles
en hhs.gov/ocr/office/file/index.html (en inglés).
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Thdéng B4o Khdng Ky Thi

Kaiser Permanente khong phan biét d6i xtr dua trén tudi tac, chung toc, sic toc, mau da, nguyén quén,
hoan canh vin hoa, to tién, ton giao gidi tinh, nhan dang gidi tinh, cach thé hién gigi tinh, khuynh
huéng tinh duc, gia canh, khuyét tat vé thé chat hoac tinh than, ngudn tién thanh toén, théng tin di
truyén, qudc tich, ngén ngir chinh, hay tinh trang di trd.

Céc dich vu trg gitp ngdn ngir hién co tr Trung Tam Lién Lac ban Dich Vu Hoi Vién caa chung toi
24 gio trong ngay, 7 ngay trong tuan (ngoai trir ngay I&). Dich vu théng dich, ké ca ngdn ngit ky hiéu,
duoc cung cap mién phi cho quy vi trong gio lam vige. Cac phuong tién tro gidp va dich vu bé sung
cho nhimg nguoi khuyét tat duoc cung cap mién phi cho quy vi trong gio 1am viéc. Chung t6i ciing c6
thé cung cap cho quy vi, gia dinh va ban bé quy vi moi hd tro dac biét can thiét dé sir dung co sé va
dich vy cta chung ti. Quy vi 6 thé yéu cau mién phi tai liéu duoc dich ra ngdn ngir cua quy vi. Quy
Vi cling co thé yéu cau mién phi cac tai liéu nay dudi dang chix 16n hoac dudi cac dang khac dé dap
g nhu cau caa quy vi. Dé biét thém thong tin, goi 1-800-464-4000 (TTY 711).

M6t phan nan 13 bat ct thé hién bt man nao dwoc quy vi hay vi dai dién dwoc uy quyén cia quy vi
trinh bay qua thi tuc phan nan. Vi dy, néu quy Vi tin ring chung t6i di ky phan biét dbi xir vai vi, quy
vi 6 thé dé don phan nan. Vui 1dng tham khao Chiang Tir Bdo Hiém (Evidence of Insurance) hay
Chung Nhdn Bdo Hiém (Certificate of Insurance), hoic néi chuyén véi mot nhan vién ban Dich Vu
Hoi Vién dé biét cac lua chon giai quyét tranh chap c6 thé ap dung cho quy Vvi.

Quy vj c6 thé nop don phan nan bang cac hinh thirc sau day:

 Qua di¢n thoai: Goi cho ban dich vu hoi vién theo s6 1-800-464-4000 (TTY 711) 24 gid
trong ngay, 7 ngay trong tuan (ngoai trir dong cira ngay I€).

e Qua buu di¢n: Goi cho ching toi theo s6 1-800-464-4000 (TTY 711) va yéu cau duoc gui
mot mau don.

e Truc tiép: Pién mot mau don Than Phién hay Yéu Cau Quyén Loi/Yéu Cau tai mot vin
phong ban dich vu hoi vién tai mot Co S¢ Thuoe Chuong Trinh (xem danh muc nha cung
cap cua quy Vi tai kp.org/facilities dé biét dia chi)

e Truc tuyén: St dung mau don tryc tuyén trén trang mang caa ching toi tai kp.org

Xin goi Trung Tam Lién Lac ban Dich Vu Hoi Vién cta ching t6i néu quy vi can trg gilip nop
don phan nan.

biéu Phéi Vién Dan Quyen (Civil Rights Coordinator) Kaiser Permanente s& duoc thong béo vé tat ca
phan nan lién quan t6i viéc ky thi trén co s¢ chung toc, mau da, nguyen quan, gidi tinh, tudi tac, hay
tinh trang khuyét tat. Quy vi ciing co thé lién lac tryc tiép voi Diéu Phéi Vién Dan Quyén

Kaiser Permanente tai:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16" Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

Quy Vi ciing c6 thé dé don than phién vé dan quyén vai Bo Y Té va Nhan Sinh Hoa Ky

(U.S. Department of Health and Human Services), Phong Dan Quyeén (Office of Civil Rights) bang
duong dién tir thdng qua Cong Thong Tin Phong Phu Trach Khiéu Nai vé Dan Quyén (Office for Civil
Rights Complaint Portal), hién cd tai ocrportal.hhs.gov/ocr/portal/lobby.jsf, hay bang dudng buu dién
hoac dién thoai tai: U.S. Department of Health and Human Services, 200 Independence Ave. SW,
Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TTY).

Mau don than phién hién c6 tai hhs.gov/ocr/office/file/index.html.



Language Assistance
Services

English: Language assistance
Is available at no cost to you,
24 hours a day, 7 days a week.
You can request interpreter
services, materials translated
into your language, or in
alternative formats. Just call us
at 1-800-464-4000, 24 hours a
day, 7 days a week (closed
holidays). TTY users call 711.

A Aol e o Ve ells b e 3y ) ol dan il lerd : Aralbic
b liall 55 Aan i 5l Ay ol A il Aex alla IS g oY) Gl
1-800-464-4000 a8 )V e Ly Juail) (5 s e Lo 5541 gl
Lt antinal (CBUanll ol (3lae) g el ALl A ALl jlae e
(T11) ) e ¥l oy ol i)

Armenian: Qtq Jupnn L wbytwnp oqlinipynih
umpudwnpyty {Eqyh hwpgnid”™ opp 24 dwd, ywpwep
7 on: “knip Yupnn tip wuwhwbet] pubiunnnp
pupgquiwish dSwnuyniynibbtp, Qtp kqyny
Pupgiuiywo jud wypbwmpuipuyghdl diwsuthny
wunpuunywd yniplin: Mupquutiu qubquihwunptp
Ubkq 1-800-464-4000 htinwunuwhwdwpny opp

24 dwd” pwpwien 7 op (ninh optiphl thwy £): TTY-hg
oquunnitinp wtinp L qubquhwptit 711:

Chinese: {48 7 K » 5K 24 /NI A e G 2
St - e LIRS AR ~ KRR EBZ
TP A EE S B R At AR - FRFIE 7K

R 24 /NFFIECI A T EEEE 1-800-757-7585 Hijzik
& (EifH IRE) - Pl RaElEELE (TTY) (A
A T1L -

Oshadia 557 5 sphd Gelu 24 0 L) el tFarsi
an sie ciladd (51 w55 e Lad il La USRI 0 433 33
R Gl s lad gl 4 &l g a 4an i AlLS

8 59,7 5 sbad Ciele 24 50 CuwdlS A Gl &
1-800-464-4000 o _tedi 43 Lo b (Jshand (sla )5y sl 42)
L8 Gl 711 ) L TTY gl )S a8 il

Hindi: fa=T et T 3 gaferT &, fam 3 24 =,
AT % ATl (3 IUAs &1 AT TH FATOT it FaTet
& forw, famT foreft v o SR iy sraeT 9T ®
FATE FLAT % o0, AT FFfeTs TTETT & o7 Sqarer
FT THA gl T At g4 1-800-464-4000 97, T F 24
He, TATE % A4l o (Pt arr 3 91 w2ar §) #a
F| TTY STTREHAT 711 T2 FHid FL

Hmong: Muajkwc pab txhais lus pub dawb rau koj,
24 teev ib hnub twg, 7 hnub ib lim tiam twg. Koj thov
tau cov kev pab txhais lus, muab cov ntaub ntawv
txhais ua koj hom lus, los yog ua lwm hom.Tsuas hu
rau 1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib
lim tiam twg (cov hnub caiv kaw). Cov neeg siv

TTY hu 711.

Japanese: X[t Tid, SR A HEE T, FEPER,
A TR T 3, @R —E X, BAGE
CHIRR SR HHVTERERNOEAXTE
R TE EJ, BXRIRIC 1-800-464-4000 F TIHER
<71éb\ ( HZBR&EFEPMER) , TTY 2—H—
I TILICBEFEL F S0,

Khmer: SStMAN FeSEAHARGEUHME] 24
EHYwG 7 IGYWMEHj9 R AT ERURIY
miEunSuRmgihmanig um§miging)ng
{Msingirigumitii MBS 1-800-464-4000 TS 24
nugwig 7 igywmeng (Teiguang) 9 ang TTY
fuThg 7114

Korean: 8.4 9 AJ7tel] #HAIRlo] 21o] X&)

AU 2E TR o] g8k & oyt sk

B} An) 2, 713k Qo] 2 Wl AR Ei A
isﬂ/\]/] Aas A3k a5y 9 2 A7)

T oaxe = =X

F+ 7 ¢l 0] 1-800-464-4000 1 ©. 2 A 3} 5} A A] &

(L F7). TTY A8 w2 711

Laotian: mnéom@‘eﬁwwﬂmmzﬁ?oyéc%qja'ﬂ
rigian, oegeo 24 Sotug, 7 Sudeafio. viau
29U905992SudSnwvaswaga, lcUions
sauuwagazegnay, §i Tng@cwvé’w. w9
oS nsmawonSadi 1-800-464-4000, g0 24
£0%19, 7 Sudsafo (BoSudinnage). glzae

TTY s 711.

8% KAISER PERMANENTE.



Navajo: Saad bee dk&’a’ayeed nah6lé t’aa jiik’é,
naadiin doo bibag’ djj’ ahéé’iikeed tsosts’id yiskaajj
damoo nd'adleehjj. Atah halne’é 4k&’adoolwoligii joki,
t’4adoo le’é t’44 hdhazaadjj hadilyaa’go, €i doodaii’
naana 14 al’ag adaat’ehigii bee hadadilyaa’go. Kojj
hodiilnih 1-800-464-4000, naadiin doo bibag’ djj’
ahéé’iikeed tsosts’id yiskaajj damoo nd’adleehijj
(Dahodiyin biniiy¢é e’e’aahgo ¢éi da’deelkaal).

TTY chodeeyoolinigii kojj hodiilnih 711.

Punjabi: faat farft smars €, fas € 24 w2, 783 2 7 fes,
9T AeTet 3973 Bt Gusay J| 3Ht iy ggHE <t
e, 7 fan 24 e &9 Yu3 996 Bt 863 99 Aae
3 Wm@1-800-464-4000 3, fes €24 w2, 7e3
o 7 fos (8 =& fos ge afder ) S a9 TTY &
Sudiar 995 T3 711 ‘3 25 FIS|

Russian: Mei 6ecriatao obecrieunBaem Bac ycimyramu
nepeBoja 24 yaca B CyTKH, 7 THEH B Hezemo. Bl Mmoxkere
BOCIIOJIF30BATHCSI TIOMOIIBIO YCTHOTO TIEPEBOAYNKA,
3aIPOCHTH TIEPEBO MATEPHAIIOB HA CBOH SA3BIK WA
3aIPOCUTH UX B OJJHOM U3 JIbTEPHATHBHBIX (HOPMATOB.
Ipocto mo3sonute Ham 1o Tenedony 1-800-464-4000,
KOTOPBIX 10CTyEH 24 yaca B CYTKH, 7 JHEH B HEJEIIO
(xpome mpa3gHUYHBIX qHel). [Tonmp3oBateny muamm TTY
MOT'YT 3BOHUTH 110 HOMepy 711.

Spanish: Contamos con asistencia de idiomas sin costo
alguno para usted 24 horas al dia, 7 dias a la semana.
Puede solicitar los servicios de un intérprete, que los
materiales se traduzcan a su idioma o en formatos
alternativos. Solo llame al 1-800-788-0616, 24 horas al
dia, 7 dias a la semana (cerrado los dias festivos). Los
usuarios de TTY, deben llamar al 711.

Tagalog: May magagamit na tulong sa wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat
linggo. Maaari kang humingi ng mga serbisyo ng
tagasalin sa wika, mga babasahin na isinalin sa iyong
wika o sa mga alternatibong format. Tawagan lamang
kami sa 1-800-464-4000, 24 na oras bawat araw, 7 araw
bawat linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: 15 fivsnsauwsdnsunanaan 24 T Tue
nnunaaathluevinniszansaaausazaliain
hapauAIaNTaInUAAEIAuANNANATAINITUS
gunwaadisuaraafidusanalyiinsuldatanan
siilunnAnaladlatae laifinnsAnd1usnsiiae Tns
WIMINELeY 1-800-464-4000 aaan 24
thTuenniu (Ialvivsnslusuvgasunis) §ld TTY
Tsainslui 711

490130415 California 2021

Vietnamese: Dich vy thdng dich dugc cung cip mién
phi cho quy vi 24 gio méi ngdy, 7 ngay trong tuan. Quy
vi ¢ thé yéu cau dich vy théng dich, tai liéu phién dich
ra ngdn ngit cua quy vi hoac tai liéu bang nhiéu hinh
thirc khéc. Quy vi chi can goi cho ching i tai s6
1-800-464-4000, 24 gio mdi ngay, 7 ngay trong tuan
(trir cac ngay 18). Nguoi ding TTY xin goi 711.

8% KAISER PERMANENTE.



