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California

Instructions

* You may use this form to make plan changes or account changes to an existing Kaiser Permanente for Individuals and Families (KPIF) account.
Only the subscriber or parent/legal guardian of a child-only account can fill out this form.

o There are different types of plan changes and account changes you can make with this form. Please fill out your personal information in Section A.
Then select what changes you'd like to make in Section B, and continue on to fill out any other sections related to those changes.

e If you're adding a dependent to your plan, any other coverage they have won't be automatically canceled unless stated in this form. To avoid paying
for 2 plans or having a gap in coverage, please cancel any other coverage they have as of the day before their new coverage starts.

¢ Note: If you're entitled to Medicare Part A or enrolled in Medicare Part B, you're not eligible to change KPIF plans. If a family member is entitled to
Medicare Part A or enrolled in Medicare Part B, they're not eligible to change KPIF plans or be added to your KPIF plan as a new dependent.

® Please note the Health Insurance Counseling and Advocacy Program (HICAP) provides health insurance counseling to California residents free
of charge. Call HICAP at 1-800-434-0222 to learn more. See page 8 to find your local HICAP program information.

A. Fill out your information

If you're making a change, please update the boxes below with your new information.

First name MI Date of birth (mm/dd/yyyy)
Last name
Medical record number (if any) Gender: Social Security number (if any)

Male Female Undeclared - -

Home address (no P.O. boxes, please)

City

State ZIP code County Phone (mobile phone if available)
Mailing address Check if same as the home address.

City

State ZIP code

Email address
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B. What change(s) do you want to make?

Please check the boxes below for the changes you wish to make and list each family member affected. We won't make any changes for any family
members you don't list.

You can make the following changes during open enrollment or a special enrollment period. To make a change other than listed below, you can
call Member Services at 1-800-464-4000.

| wish to change plans. | wish to add optional adult dental coverage (for all members 19 and

| wish to add medical coverage for a family member. older on my plan).

| wish to end optional adult dental coverage (for all members 19 and

| wish to change my child-only account to a family account with older on my plan).

myself as the subscriber.
(Restrictions apply for special enrollment periods. See kp.org/specialenrollment for more information.)

Combine Accounts

Accounts can be combined during open enrollment or a special enroliment period.
| wish to add a family member(s) that is already on a Kaiser Permanente plan to my account. Doing this will end their existing plan.
(Please indicate which family member(s) will move to your account in Section C.)

Account Ending

First name M

Last name

Subscriber medical record number for account ending

X Date (mm/dd/yyyy)
/ /

Subscriber or parent/legal guardian for account ending

You can make the following changes any time during the year. (Note: For these changes, you can skip Sections D and E.)

| wish to end medical coverage (and dental coverage, if applicable) I'm ending my and my spouse's/domestic partner’s coverage

for a family member. and | wish to keep my child(ren) on a child-only account.

I'm ending my coverage and | wish to keep my child(ren) on a | wish to make the changes shown in Section A. (If you're changing
child-only account. your name, please include legal documentation of the change.)

Requested effective date (not guaranteed)

/ / (mm/dd/yyyy)
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C. Which family members are affected by the change? (please list below)

Spouse/Domestic partner

Add medical coverage
End medical coverage

Add optional adult dental coverage
End optional adult dental coverage

Name change
First name MI Choose one:
Spouse Domestic
partner
Last name

Date of birth (mm/dd/yyyy)

A

Medical record number (if any)

Gender
Male Female

Social Security number (if any)
Undeclared - i,

If you have more than 2 parent(s)/stepparent(s) with a change, attach a copy of this page and complete the information for those parent(s)/stepparent(s).

Parent/Stepparent 1

Add medical coverage
End medical coverage

Add optional adult dental coverage
End optional adult dental coverage

Name change
First name MI Date of birth (mm/dd/yyyy)
Last name

Medical record number (if any)

Gender
Male Female

Social Security number (if any)
Undeclared - i

Parent/Stepparent 2

Add medical coverage
End medical coverage

Add optional adult dental coverage
End optional adult dental coverage

Name change
First name M Date of birth (mm/dd/yyyy)
Last name

Medical record number (if any)

Gender
Male Female

Social Security number (if any)
Undeclared - -
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C. Which family members are affected by the change? (please list below.)

If you have more than 3 dependents with a change, attach a copy of this page and complete the information for those dependents.

Add medical coverage

Add optional adult dental coverage

Dependent 1 End medical coverage End optional adult dental coverage
Name change
First name MI Date of birth (mm/dd/yyyy)
Last name

Medical record number (if any)

Gender
Male Female

Social Security number (if any)
Undeclared - i

Add medical coverage

Add optional adult dental coverage

Dependent 2 End medical coverage End optional adult dental coverage
Name change
First name MI Date of birth (mm/dd/yyyy)
Last name

Medical record number (ifany)

Gender
Male Female

Social Security number (if any)
Undeclared - -

Add medical coverage

Add optional adult dental coverage

Dependent 3 End medical coverage End optional adult dental coverage
Name change
First name MI Date of birth (mm/dd/yyyy)
Last name

Medical record number (ifany)

Gender
Male Female

Social Security number (if any)
Undeclared - -
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D. Choose your enrollment period

Select one option: Open enrollment (skip to Section E) Aspecial 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 within 10 calendar days. 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)*

Gaining or becoming a dependent through marriage or
domestic partnership

Permanent relocation with access to new plans

Determination by Covered California of
exceptional circumstances

Eligibility to purchase an individual health plan through

an individual coverage health reimbursement arrangement
(ICHRA) or a qualified small employer health reimbursement
arrangement (QSEHRA)

Domestic violence or spousal abandonment occurring within
the household

Discontinuation of employer contribution to COBRA premium
Release from incarceration

Misinformation about your enrollment in minimum
essential coverage

Provider network changes
Contract violation

Eligibility for app-based transportation or delivery network
company health care stipend

Gaining or becoming a dependent through the birth of a child, adoption,
or placement for adoption or foster care
Note: In this case, you also need to choose between 2 effective date options:

The date of birth, adoption, or placement for adoption
or foster care

The first day of the month after we receive the form
Losing a dependent through divorce, dissolution of domestic partnership,
or legal separation
Death of the subscriber or a dependent

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

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.

E. Choose your health plan

If you indicated that you would like to
change plans or add coverage for a family
member, please select the plan you would
like here. Each family member you listed

in Section C will be moved to the plan you
select. If you wish to enroll family members
in different plans, please submit a separate
form for each plan.

Kaiser Permanente - Gold 80 HMO
Coinsurance

Kaiser Permanente - Gold 80 HMO
Kaiser Permanente - Platinum 90 HMO

Kaiser Permanente - Bronze 60 HDHP HMO
Kaiser Permanente - Bronze 60 HMO
Kaiser Permanente - Bronze 60 HMO 8200/0%

Kaiser Permanente - Silver 70 HMO
Off Exchange

Kaiser Permanente - Silver 70 HMO 2850/50
Kaiser Permanente - Silver 70 HDHP HMO 3600/25%

Kaiser Permanente - Minimum
Coverage HMO*

*For applicants under 30 or with hardship exemptions

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 CoveredCA.com/exemptions and follow the instructions.
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F. 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 Add optional adult
turns 19. Kaiser Permanente offers an optional dental insurance plan to adults, which includes those individuals whose dental coverage.’
eligibility for pediatric dental services has ended. This optional coverage is available for an additional charge.

End optional adult
You can enroll in or end adult dental coverage in the optional dental insurance plan during open enrollment, annual dental coverage.’

member renewal, or a special enrollment period. 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 refer to the Summary of Dental Benefits and Coverage Disclosure Matrix (SDBC) for complete details of the KPIC
dental plan by visiting kp.org/kpic-dental.

"Once enrolled, | understand | can't cancel my dental coverage without also canceling my health plan coverage, except during open enrollment or a
special enrollment period.

G. Sign the form

e | understand that Kaiser Foundation Health Plan, Inc. will rely on the information | provide in this form, and that if any information is found to be
fraudulent or intentionally misrepresented, Kaiser Foundation Health Plan, Inc. may choose to terminate my coverage back to the coverage
effective date.

o | verify that no one listed on this form who is changing plans or being added as a dependent is entitled to Medicare Part A or enrolled in Medicare Part B.

o If | worked with a broker, | understand they may receive monetary payments or other compensation from Kaiser Permanente in connection with this
coverage. Our standard compensation range is $9-$11 per member per month plus a potential bonus. To learn more, visit kp.org/brokercompensation.

® By providing my email address and mobile phone number, | understand | may receive email and text communications from Kaiser Permanente.

Note: The subscriber must sign the form. All new dependents 18 and older including parent(s)/stepparent(s) must also sign the form. If there are more
than 2 dependents 18 and older and 2 parent(s)/stepparent(s) signing, please attach a copy of this page with the additional signatures.

X Date (mm/dd/yyyy)
/ /
Subscriber/new subscriber (parent or legal guardian for subscribers under 18)
Date (mm/dd/yyyy)

X AN

Spouse/domestic partner

X Date (mm/dd/yyyy)
/ /
Parent/stepparent
X Date (mm/dd/yyyy)
/ /
Parent/stepparent
Date (mm/dd/yyyy)

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

Dependent (18 and older)

All plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612.
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H. Sign the Kaiser Foundation Health Plan, Inc., arbitration agreement

| understand that (exceptfor 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.

The subscriber must sign the form. All new dependents 18 and older including parent(s)/stepparent(s) must also sign the form. If there are more than 2
dependents 18 and older and 2 parent(s)/stepparent(s) signing, please attach a copy of this page with the additional signatures.

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

Spouse/domestic partner
Date (mm/dd/yyyy)
X RN

Parent/stepparent
Date (mm/dd/yyyy)

X /T

Parent/stepparent
Date (mm/dd/yyyy)

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

X /T

Dependent (18 and older)

The applicant or their authorized representative may request a copy of the completed form. For more information, please call 1-800-464-4000.

Contact information

Mail to: Kaiser Permanente Or fax toll free to: Questions? Call
P.O. Box 23127 Membership Administration 1-800-464-4000 (TTY 711)
San Diego, CA 92193-9921 1-855-355-5334
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Local HICAP Offices by California County

Alameda County

333 Hegenberger Road, Suite 850
Oakland, CA 94621
510-839-0393

Alpine, Amador, Calaveras, Mariposa,
and Tuolumne Counties

19074 Standard Road, Suite A
Sonora, CA 95370
209-532-6272 ext. 226

Butte, Colusa, Glenn, Plumas,
and Tehama Counties

25 Main Street, Room 202
Chico, CA 95929-0799
530-898-6716

Contra Costa County
400 Ellinwood Way
Pleasant Hill, CA 94523

Inside Contra Costa from
a landline phone:

1-800-510-2020
Out of state: 925-655-1393

Del Norte County
1765 Northcrest Drive
Crescent City, CA 95531
707-464-7876

El Dorado, Nevada, Placer,
Sacramento, San Joaquin, Sierra,
Sutter, Yolo, and Yuba Counties

505 12th Street
Sacramento, CA 95814
1-800-434-0222
916-376-8915

Fresno and Madera Counties
5363 N. Fresno Street

Fresno, CA 93710
559-224-9117

Humboldt County
333 J Street
Eureka, CA 95501
707-444-3000
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Imperial and San Diego Counties
5151 Murphy Canyon Road, Suite 110
San Diego, CA 92123

Imperial: 760-353-0223

San Diego: 858-565-8772

Inyo, Mono, Riverside,
and San Bernardino Counties

Council on Aging Southern California
2280 Market Street, Suite 140
Riverside, CA 92501

909-256-8369

Kern County

5357 Truxtun Ave.
Bakersfield, CA 93301
661-868-1000

Kings and Tulare Counties
3350 W. Mineral King
Visalia, CA 93291
559-713-2875
1-800-434-0222

Lake, Marin, Mendocino, Napa,
Solano, and Sonoma Counties
1129 Industrial Ave., Suite 201
Petaluma, CA 94954
1-800-434-0222

707-526-4108

Lassen, Modoc, Shasta, Siskiyou,
and Trinity Counties

1647 Hartnell Ave., Suite 8
Redding, CA 96002

530-223-0999

Los Angeles County

520 S. Lafayette Park Place, Suite 214
Los Angeles, CA 90057
213-383-4519

Within L.A. County: 1-800-824-0780

Merced County

851 West 23rd Street
Merced, CA 95340
209-385-7550
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Monterey County
247 Main Street
Salinas, CA 93901
831-655-1334

Orange County

2 Executive Circle, Suite 175
Irvine, CA 92614
714-560-0424

San Benito and Santa Cruz Counties
1777 A Capitola Road

Santa Cruz, CA 95062

831-462-5510

San Francisco County

601 Jackson Street, 2nd Floor
San Francisco, CA 94133
415-677-7520

San Luis Obispo

and Santa Barbara Counties
528 South Broadway

Santa Maria, CA 93454
805-928-5663

San Mateo County

1710 S. Amphlett Blvd., Suite 100
San Mateo, CA 94402
650-627-9350

Santa Clara County

3100 De La Cruz Blvd., Suite 310
San Jose, CA 95054
408-350-3200, option 2

Stanislaus County

3500 Coffee Road, Suite 19
Modesto, CA 95355
209-558-4540

Ventura County

646 County Square Drive, Suite 100
Ventura, CA 93003

805-477-7310



Nondiscrimination Notice

Discrimination is against the law. Kaiser Permanente follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently
because of age, race, ethnic group identification, color, national origin, cultural background,
ancestry, religion, sex, gender, gender identity, gender expression, sexual orientation, marital status,
physical or mental disability, medical condition, source of payment, genetic information,
citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services:

e No-cost aids and services to people with disabilities to help them communicate better with
us, such as:

¢ Qualified sign language interpreters

¢ Written information in other formats (braille, large print, audio, accessible electronic
formats, and other formats)

e No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages
If you need these services, call our Member Service Contact Center at 1-800-464-4000 (TTY 711),

24 hours a day, 7 days a week (except closed holidays). If you cannot hear or speak well, please call
711.

Upon request, this document can be made available to you in braille, large print, audiocassette, or
electronic form. To obtain a copy in one of these alternative formats, or another format, call our
Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to
provide these services or unlawfully discriminated in another way. Please refer to your Evidence of
Coverage or Certificate of Insurance for details. You may also speak with a Member Services
representative about the options that apply to you. Please call Member Services if you need help
filing a grievance.

You may submit a discrimination 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


http://kp.org
http://kp.org/facilities

You may also contact the Kaiser Permanente Civil Rights Coordinators directly at the addresses
below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil
Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services
Office of Civil Rights in writing, by phone or by email:

e By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
e By mail: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language Access.aspx
e Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of
Civil Rights
You can file a discrimination complaint with the U.S. Department of Health and Human Services
Office for Civil Rights. You can file your complaint in writing, by phone, or online:
e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

e By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

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

e Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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Aviso de no discriminacion

La discriminacion es ilegal. Kaiser Permanente cumple con las leyes de los derechos civiles
federales y estatales.

Kaiser Permanente no discrimina ilicitamente, excluye ni trata a ninguna persona de forma distinta
por motivos de edad, raza, identificacion de grupo étnico, color, pais de origen, antecedentes
culturales, ascendencia, religion, sexo, género, identidad de género, expresion de género,
orientacion sexual, estado civil, discapacidad fisica o mental, condicion médica, fuente de pago,
informacion genética, ciudadania, lengua materna o estado migratorio.

Kaiser Permanente ofrece los siguientes servicios:

e Avyuda y servicios sin costo a personas con discapacidades para que puedan comunicarse
mejor con nosotros, como lo siguiente:

¢ intérpretes calificados de lenguaje de sefias,

¢ informacidn escrita en otros formatos (braille, impresion en letra grande, audio, formatos
electronicos accesibles y otros formatos).

e Servicios de idiomas sin costo a las personas cuya lengua materna no es el inglés, como:
¢ intérpretes calificados,

¢ informacion escrita en otros idiomas.

Si necesita nuestros servicios, llame a nuestra Central de Llamadas de Servicio a los Miembros al
1-800-464-4000 (TTY 711) las 24 horas del dia, los 7 dias de la semana (excepto los dias festivos).
Si tiene deficiencias auditivas o del habla, llame al 711.

Este documento estara disponible en braille, letra grande, casete de audio o en formato electronico a
solicitud. Para obtener una copia en uno de estos formatos alternativos o en otro formato, llame a
nuestra Central de Llamadas de Servicio a los Miembros y solicite el formato que necesita.

Como presentar una queja ante Kaiser Permanente

Usted puede presentar una queja por discriminacion ante Kaiser Permanente si siente que no le
hemos ofrecido estos servicios o lo hemos discriminado ilicitamente de otra forma. Consulte su
Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro (Certificate of Insurance)
para obtener mas informacion. También puede hablar con un representante de Servicio a los
Miembros sobre las opciones que se apliquen a su caso. Llame a Servicio a los Miembros si
necesita ayuda para presentar una queja.

Puede presentar una queja por discriminacién de las siguientes maneras:

e Por teléfono: llame a Servicio a los Miembros al 1 800-464-4000 (TTY 711), las 24 horas
del dia, los 7 dias de la semana (excepto los dias festivos).



e Por correo postal: llamenos al 1 800-464-4000 (TTY 711) y pida que se le envie un
formulario.

¢ En persona: llene un formulario de Queja o reclamacion/solicitud de beneficios en una
oficina de Servicio a los Miembros ubicada en un centro del plan (consulte su directorio de
proveedores en kp.org/facilities [cambie el idioma a espafiol] para obtener las direcciones).

¢ En linea: utilice el formulario en linea en nuestro sitio web en kp.org/espanol.

También puede comunicarse directamente con el coordinador de derechos civiles (Civil Rights
Coordinator) de Kaiser Permanente a la siguiente direccion:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

Como presentar una queja ante la Oficina de Derechos Civiles del Departamento de Servicios
de Atencion Médica de California (Solo para beneficiarios de Medi-Cal)

También puede presentar una queja sobre derechos civiles ante la Oficina de Derechos Civiles
(Office of Civil Rights) del Departamento de Servicios de Atencion Médica de California
(California Department of Health Care Services) por escrito, por teléfono o por correo electronico:

e Por teléfono: llame a la Oficina de Derechos Civiles del Departamento de Servicios de
Atencion Médica (Department of Health Care Services, DHCS) al 916-440-7370 (TTY 711).

e Por correo postal: llene un formulario de queja o envie una carta a:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Los formularios de queja estan disponibles en:
http://www.dhcs.ca.gov/Pages/Language Access.aspx (en inglé€s).

e En linea: envie un correo electronico a CivilRights@dhcs.ca.gov.
Como presentar una queja ante la Oficina de Derechos Civiles del Departamento de Salud y
Servicios Humanos de los EE. UU.

Puede presentar una queja por discriminacion ante la Oficina de Derechos Civiles del Departamento
de Salud y Servicios Humanos de EE. UU. (U.S. Department of Health and Human Services).
Puede presentar su queja por escrito, por teléfono o en linea:

e Por teléfono: llame al 1-800-368-1019 (TTY 711 o al 1-800-537-7697).

e Por correo postal: llene un formulario de queja o envie una carta a:


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
http://kp.org/facilities
http://kp.org/espanol
mailto:CivilRights@dhcs.ca.gov

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Los formularios de quejas estan disponibles en

http://www.hhs.gov/ocr/office/file/index.html (en inglés).

En linea: visite el Portal de quejas de la Oficina de Derechos Civiles en:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés).


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193
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Théng Bao Khéng Phan Biét Déi Xt

Phan biét ddi xir 13 trai v&i phap luat. Kaiser Permanente tun thu cac ludt dan quyén cia Tiéu Bang
va Lién Bang.

Kaiser Permanente khong phan biét dbi xir trai phap luat, loai trir hay dbi xur khac biét voi nguoi
nao do vily do tudi tic, chung toc, nhan dang nhom sic tdc, mau da, ngudn gdc qudc gia, nén tang
vin hoa, to tién, ton gido, gidi tinh, nhan dang gidi tinh, cach thé hién gioi tinh, khuynh hudng gioi
tinh, tinh trang hon nhan, tinh trang khuyét tat vé thé chit hodc tinh than, bénh trang, ngudn thanh
toan, thong tin di truyén, quyén cong dan, ngdn ngir me dé hodc tinh trang nhap cu.

Kaiser Permanente cung cap cac dich vu sau:

e Phuong tién hd tro va dich vu mién phi cho ngudi khuyét tat dé giup ho giao tiép hiéu qua
hon v6i ching t6i, chang han nhu:

¢ Thong dich vién ngon ngit ky hi¢u du trinh do

¢ Thong tin bang van ban theo cac dinh dang khac (chir ndi braille, ban in kho chit 16n, 4m
thanh, dinh dang dién tir d€ truy cap va cac dinh dang khac)

 Dich vu ngén ngit mién phi cho nhirng ngudi c6 ngdn ngit chinh khong phai 1a tiéng Anh,
chang han nhu:

¢ Thong dich vién du trinh do
¢ Thong tin dugc trinh biy bang cac ngdn ngit khac

Néu quy vi can 1}hfmg dich vu nay, xin goi dén Trung Tam Lién Lac ban Dich Vg Ho6i Vién cua
chung 61 theo s6 1-800-464-4000 (TTY 711), 24 gi¢ trong ngay, 7 ngay trong tuan (dong cira ngay
1€). Néu quy vi khong thé noéi hay nghe rd, vui long goi 711 .

Theo yéu cu, tai lidu nay c6 thé dugc cung cip cho quy vi dudi dang chit ni braille, ban in khd
chir 16n, biang thu 4m hay dang dién tir. Dé iy mot ban sao theo mot trong nhiing dinh dang thay
thé nay hay dinh dang khac, xin goi dén Trung Tam Lién Lac ban Dich Vu Hoi Vién cta ching t6i
va yéu cau dinh dang ma quy vi can.

Cach dé¢ trinh phan nan véi Kaiser Permanente

Quy vi ¢ thé dé trinh phan nan vé phan biét ddi xir véi Kaiser Permanente néu quy vi tin rang
chung t6i da khong cung cdp nhimg dich vu ndy hay phan biét dbi xir trai phap luat theo cach khac.
Vui long tham khao Chitng Tir Bio Hiém (Evidence of Coverage) hay Chitng Nhén Bdo Hiém
(Certificate of Insurance) cua quy Vi dé biét thém chi tiét. Quy vi ciing co thé ndi chuyén voi nhan
vién ban Dich Vu Héi Vién vé nhiing lia chon ap dung cho quy vi. Vui long goi dén ban Dich Vu
Hbi Vién néu quy vi can duogc tro gitp dé dé trinh phan nan.

Quy vi c6 thé dé trinh phan nan vé phéan biét dbi xtr bang cac cach sau day:

e Qua dién thoai: Goi dén ban Dich Vu Hoi Vién theo s6 1-800-464-4000 (TTY 711) 24 gio
trong ngay, 7 ngay trong tuan (dong cura ngay 1¢)

e Qua thw tin: Goi chung t6i theo s6 1-800-464-4000 (TTY 711) va yéu cau giri mau don
cho quy vi



e Truec tiép: Hoan tit mdu don Than Phién hay Yéu Cau Thanh Toan/Yéu Cau Quyén Loi tai
van phong dich vu hoi vién 6 mét Co S6 Thugc Chuong Trinh (truy cap danh muc nha cung
cap cua quy vi tai kp.org/facilities dé biét dia chi)

e Truec tuyén: Str dung mau don truc tuyén trén trang mang ctia chung t6i tai kp.org
Quy vi ciing c6 thé lién hé tryc tiép voi Diéu Phdi Vién Dan Quyén cua Kaiser Permanente theo dia
chi dudi day:
Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001
San Diego CA 92193

Ciéch dé trinh phan nan véi Vin Phong Dan Quyén Ban Dich Vu Y Té California (Ddanh Riéng
Cho Nguoi Thu Huong Medi-Cal)
Quy vi cling c6 thé d¢ trinh than phién vé dan quyén v6i Vin Phong Dan Quyén Ban Dich Vu Y Té
California bang van ban, qua di¢n thoai hay qua email:
e Qua dién thoai: Goi dén Van Phong Déan Quyén Ban Dich Vu Y Té (Department of Health
Care Services, DHCS) theo s6 916-440-7370 (TTY 711)
e Qua thur tin: Dién mau don than phién va hay giri thu dén:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Mau don than phién hién c6 tai: http://www.dhcs.ca.gov/Pages/Language Access.aspx

e Truec tuyén: Gui email dén CivilRights@dhcs.ca.gov

Cich dé trinh phan nan véi Vin Phong Din Quyén ciia B Y Té va Dich Vu Nhén Sinh Hoa Ky.

Quy vi cling ¢6 quyén dé trinh than phién vé phan biét dbi xir v6i Van Phong Déan Quyén cia Bo Y
Té va Dich Vu Nhén Sinh Hoa Ky. Quy vi c6 thé dé trinh than phién bang vin ban, qua dién thoai
hoic truc tuyén:

¢ Qua dién thoai: Goi 1-800-368-1019 (TTY 711 hay 1-800-537-7697)
e Qua thw tin: Dién miu don than phién va hay giri thu dén:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Mau don than phién hién co tai

http:www.hhs.gov/ocr/office/file/index.html

e Truec tuyén: Truy cip Cong Thong Tin Than Phién ctua Van Phong Dan Quyén tai:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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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. You can
also request auxiliary aids and
devices at our facilities.

Just call us at 1-800-464-4000,
24 hours a day, 7 days a week
(closed holidays). TTY users
call 711.

Wil o e \j\;aéle‘)ﬁ}h:u))d\ 4aa il ladd s Arabic
o liall 5 5 dan i 5l A ) sl A il e s S g sansY) ol
Lo i) 5 35 Sl 5 Al e lane il Lo WSy 5 31 e
delull e e 1-800-464-4000 o2 o Ly Juaill (5 g clle
il Calgl dand exdiveal (CBUaall Al (las) £ sau) ALl AilS
(T11) B0 e JuaiVl (2

Armenian: 2tq Jupnn £ widwp oqunipini
npwdwnnpyk) (kqyh hupgnid® onp 24 dwd,
owpwipn 7 op: Inip Jupnny bp wuwhwel)
putwynp pupguuish Swnwynipniuubp, Atp
1EqUny pupquuidus Jud wyjpinnputipughte
Aliuswthny yyuwnpuunyws tympbkp: Inip twb
Jupnn bp ungnpk] odwinuly ogunipniuubp b
uwpplp Ubkp hwunwnni pjniuubpnud:
NMupquubtu qubuquhwptp Utq 1-800-464-4000
htnwjunuwhwdwpny® onpp 24 dwd, pwpwpn 7 op
(nnt opkinhtt thwtly k): TTY-hg oquuynnutipp yykwnp
E quuquhwpku 711:

Chinese: &5 7K, K 24 /NREI OIS e B il

& e AT DU S LIRS . BRI R R Rl &

T F & 5 B 2 FAtag = 0B mT ATERRAM I35

N RS D T B AR . FRAME 7 R, R 24
/NG 4T T AE 1-800-757-7585 Hi Ak 4% (HifE

HARE) o Bk e ahf AR (TTY) & 555 711,

Osu A 5557 5 s el 24 50 JL) Gleas :Farsi
ax e ledd (o) o il 8 e Lad ol Ladi JLAAT ja 4l e A3
B leisa b 5 Led ) 4 Sl den i alid

Cdiles s il sleSaS 2l 5 (e Oained Led S Gl 53 )0
el 24 ) CuwdlS A€ Gl g3 )0 3 & ) Jae (51 (SaS,
o ladi g Lo by (aand (sl 5y slitiad 43) 4388 55, 7 5 b
sled b (TTY) 15380 O S 2,80 (sl 1-800-464-4000
A8 i 711

Hindi: f597 et aRTa % gaTioT #amd, &9 & 24 =2,
THTE * ATl (a7 ST &1 AT UF AT il Farsi
3 forg, famr Gl e % amelRat v ey o |
HTATE FIATH % (o0, AT ThTeT Tl & (T e
T HHA &1 AT GHTY ALT-EIAT § HSTAF qTeAT 307
ITFLON % 1T AT ST FT T 81 99 Fad go
1-800-464-4000 9%, {37 % 24 =, THT1E ¥ ATAT &7
(et arer fa 52 w5ar &) Fa F2 TTY ITFEEHar
711 9% FI F

Hmong: Muaj kec 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 Iwm hom. Koj kuj
thov tau Iwm yam kev pab thiab khoom siv hauv peb tej
tsev hauj Iwm. 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: HFT T, SRR E BT, FHEK
B ZFRAWZITEd, BRY—E X BARZEIC
BEREN-BHR. HDWEERERIOERTHIRE
TEET, MY —ERXOYUERDHESRICDONT
H THEAWTTET, BRERIC 1-800-464-4000
FCHEELTIV (BEEBREFEREN)
TTY 2—H =L 711 ITBBIEL XL,



Khmer: S §twm e Hg ‘ﬁﬁ‘*“g Bl mgms{jm
24 hagaywiy 7 iy pay WA
ﬁnmmﬁjmmjﬁﬁnﬁ' i’ﬁjnnﬁm:ummsan
mny‘lfnmsﬁmgi gmgihﬁng[EJhﬂ[@jnﬂ
HANHGIG AT 2UAINNSRUTNISSWENAGSH
mtmmsnmm:sisﬁmijm;wtmmuﬁ
{msiagininunndi Muue 1-800-464-4000
ms 24 :manaamtg 7 IGARY WMl

Geigunn)) gad TTY foritie 7117

Korean: 8.9 5L A bl #Aglo] 1oj#] <l

AH| 25 F 52 o] &3 F AdF U FAgteE
9 AR 2,780 1ol 2 M E AFE e A
POl 255 8T AFYTE T3 A 3
Ao A Bz7)F 9 771 & 8 A8
AFHT & D Az A §lo]
1-800-464-4000 ¥ ©. = A 31514 A S
TTY AF-&APH & 711.

(FFLF).

Laotian: N90g08cGio01wwIzn Sl osticS e
CCNUI, ORMOO 24 q0l19, 7 Suheatio. v
F90905992S0LOSNIVVIBWIFY, WiccUcon:
FcnwIznzeguaw, § usucLudy.
VIVTIVIN29UENOVFOCT L (€I BULNOV
01799 VO3S NIV2OIWONCSNTWIICCCIR N
DMIWONCSIH 1-800-464-4000, 1zWO0 24 §0209, 7
Svhertio (Boduwncig). ¢lgzme TTY tu
711.

Mien: Mbenc nzoih liouh wang-henh tengx nzie faan
waac bun muangx maiv zugc cuotv zinh nyaanh meih,
yietc hnoi mbenc maaih 24 norm ziangh hoc, yietc
norm liv baaiz mbenc maaih 7 hnoi. Meih se haih tov
heuc tengx lorx faan waac mienh tengx faan waac bun
muangx, dorh nyunge horngh jaa-sic mingh faan benx
meih nyei waac, a'fai liouh ginv longc benx haaix hoc
sou-guv daan yaac duqv. Meih corc haih tov longc
benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic
nzie bun yiem njiec zorc goux baengc zingh gorn
zangc. Kungx douc waac mingh lorx taux yie mbuo
yiem njiec naaiv 1-800-464-4000, yietc hnoi mbenc
maaih 24 norm ziangh hoc, yietc norm liv baaiz mbenc
maaih 7 hnoi. (hnoi-gec se guon gorn zangc oc).

TTY nyei mienh nor douc waac lorx 711.

Navajo: Doo bik’¢é asinitaagdo saad bee ata’ hane’ bee
aka e’elyeed nich’j’ g9’at’¢, t’aa atahji’ jiigo do6o
th’ée’go 4adoo tsosts’iji g3’at’é. Ata’ hane’ yidiikil,
naaltsoos t’aa Diné bizaad bee bik’i’ ashchiigo, éi
doodago hane’ bee didiits’iitigii yidiikit. Hane’ bee
bik’i’ di’diitiitigii d66 bee hane’ didiits’iitigii
bina’iditkidgo yidiikit. Kojj hodiilnih 1-800-464-4000,
t’aa atahji’, jiigo doo th’ée’go 4adoo tsosts’iji aa’at’é.
(Dahodilzingone’ doo nida’anish dago éi da’deelkaal).
TTY chodayool’inigii kojj dahalne’ 711.

Punjabi: 5" farit se3 2, fes 2 24 WS, ge3 =©

7 fes, T3 AT 3973 BE Qumey J) 3H i
WEeE TP &Y, A faR 2 araie Ro yuz
II& BE 9631 I AR JI IH AEM Bfeaet &9
& ATfed Argst W3 Gudde’ Bt 9631 I Aae I
=H fHIS "G 1-800-464-4000 3, fes € 24 w2, I3
T 7 fos (8 @& fos gt 3T ) @6 a1 TTY
T QU1 96 B 711 ‘3 26 SIS

Russian: MsI 6ecruiatHo obecnieurnBaeM Bac ycmyramu
nepeBoja 24 Jaca B CyTKH, 7 THeH B Hezlelto. Bel Moxere
BOCTIOJIB30BATHCS IOMOIIIBIO YCTHOTO MEPEBOTUNKA,
3aMPOCHUTH MIEPEBO]] MATEPHAIOB HA CBOH S3BIK HIIH
3aIPOCUTH UX B OJTHOM U3 AJILTEPHATUBHBIX (hOPMATOB.
MBEI TaKke MO>KEM ITOMOYb BaM C BCIIOMOTaTeIbHBIMU
CpeICTBaMH 1 alIbTEPHATHBHBIMH (opmaTamu. [Ipocto
no3BoHuTe HaM 110 Tenedony 1-800-464-4000, koTopsrit
JOCTyIIeH 24 yaca B CyTKH, 7 THEH B Hezelo (KpoMe
Tpa3aHUYHBIX gHei). [Tomp3oBaremm miamm TTY MoryT
3BOHUTB 110 HoMepy 711.

Spanish: Tenemos disponible asistencia en su idioma
sin ningun costo 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. También puede solicitar recursos
para discapacidades en nuestros centros de atencion.
Solo llame al 1-800-788-0616, 24 horas al dia, 7 dias a
la semana (excepto 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. Maaari ka ring
humiling ng mga karagdagang tulong at device sa
aming mga pasilidad. 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: fusnsthomdssunmuminaon 24 g2l

7 fusioday asuanunan waldusmsau
watenansiumunvssna nio lusuuuuduls
AaNINsnvoaUnsaluaznasosdiothumae leiaudusnng
Teanurhowasweus lasnsm 1579 1-800-464-4000
naon 24 Falus 7 Fusioduawf (uariuiungasianis)
1 TTY Twlns 711

Ukrainian: ITociyru nepexnanadya HagatoThCst
0OE3KOIITOBHO, 1IIJI0000B0, 7 AHIB Ha TIDKAEHL. B
MOKETE 3pOOUTH 3aITUT Ha MTOCIYTH YCHOTO
nepekiazaya, OTpIMaHHs MaTepiaiiB y nepexiaii
MOBOIO, SIKOIO BOJIOZIi€TE, 00 B aJIbTEPHATHBHUX
¢dopmatax. Takoxx BE MOXKeTe 3pOOHUTH 3aIiT Ha
OTPUMaHHs IOMIOMDKHHUX 3aC001IB 1 PUCTPOIB y
3aKnaziax Hamoi Mepexi komnanii. [Tpocto
3atenedonyiire Ham 3a Homepom 1-800-464-4000.
Mu npairoeMo 1110100080, 7 AHIB HA THKIEHD
(xpiM cBsATKOBHX AHIB). HoMep aist kopucTyBadiB
Teneraina: 711.

Vietnamese: Dich vu thong dich dugc cung cap mién
phi cho quy vi 24 gio mdi ngay, 7 ngay trong tuan. Quy
vi ¢6 thé yéu cau dich vu thong dich, tai liéu phién dich
ra ngdn ngit clia quy vi hodc tai liéu bang nhiéu hinh
thirc khac. Quy vi ciing c6 thé yéu cu cac phuong tién
tro gitip va thiét bi bd tro tai cac co sd cua chung t6i.
Quy vi chi can goi cho chiing t6i tai s6 1-800-464-4000,
24 gid mdi ngay, 7 ngay trong tuan (trir cac ngay 18).
Nguoi dung TTY xin goi 711.
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