&% KAISER PERMANENTE.

Individual and Family Plans

Proof of qualifying life event form

Who should
use this form?

* A qualifying life event is a change in your life that lets you apply for health care coverage
outside the annual open enrollment period. This is called a special enrollment period.
Examples include getting married, moving to a Kaiser Permanente service area with
access to new health plans, or losing coverage because you lost your job.

e Use this Proof of Qualifying Life Event Form to submit your proof when applying directly
to Kaiser Permanente if you or a dependent had a qualifying life event. You may also use
this form to submit your proof when applying to your state’s health benefit exchange in
Colorado or Washington (except Clark, Cowlitz, and certain other counties*). For all other
exchange applications, check your state's exchange for information on how to submit
proof for exchange plans. It can help you figure out which type of proof you'll need to
provide for your qualifying life event.

o Kaiser Permanente for Individuals and Families (KPIF) plan members should
submit their proof along with the Account Change Form.
o People who aren't Kaiser Permanente for Individuals and Families (KPIF)

plan members should submit their proof along with their Application for health
coverage.

Who should not
use this form?

* If 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.
Visit kp.org/medicare to learn more about your Medicare plan options or to apply for
Medicare coverage.

How to use

this form

California, Colorado,
Georgia, Hawaii, Maryland,
Oregon, Virginia,
Washington*

* Fill out Steps 1, 2, and 3.

* Submit this form and proof of your qualifying life event with your application or Account
Change Form (if applicable). See "Submitting your proof” on page 15 for details.

0-01 When to submit

4 your proof

California, Colorado,
Georgia, Hawaii, Maryland,
Oregon, Virginia,
Washington*

You have a limited period of time to submit your proof. Visit kp.org/specialenrollment
for details and deadlines.

If we don't get your proof in time, we'll have to cancel your application or account change
request. You may apply again if your special enrollment period is still in effect.

For applications submitted on buykp.org, submit your proof online.

& Need help?

Visit kp.org/specialenrollment for a comprehensive qualifying life event list.
You can also call us at 1-800-494-5314 (TTY 711), or contact your broker/producer
or Kaiser Permanente representative.

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.
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Primary applicant name

STEP 1: Primary applicant information

Who is the primary applicant?
* Inan individual plan, the primary applicant is the person who'll be covered by the health plan.

* Inafamily plan, the primary applicant is the family member on the health plan who's authorized to make
changes to the account.

* In a child-only plan (where offered) for a child under 18, the child is the primary applicant.

Please note: This isn't an application for health care coverage. To get health care coverage, you need to submit an
application or Account Change Form.

First name MI Date of birth (mm/dd/yyyy)
/0

Last name Phone (mobile phone if available)

Application ID number (if you applied online) Social Security number (if any)

Medical record number (if any)
Home address (no P.O. boxes)
City State  ZIP code

Parent/legal guardian (if primary applicant is under 18)
First name

Last name

Broker/producer or Kaiser Permanente representative (if any)
First name

Last name

STEP 2: Qualifying life event information

Qualifying life event number from Step 3 Date of qualifying event (mm/dd/yyyy)
/ /

For loss of minimum essential health coverage, the date of the qualifying event is the last full day you were covered under your
prior plan.
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Primary applicant name

| |
STEP 3: Proof of your qualifying life event

o Check one box for your qualifying life event and one box for the proof you're sending (unless otherwise noted). Make sure the
qualifying event and the type of proof apply to your state.

« Send one type of proof, unless otherwise noted.

« Send copies of official documents, not originals.

« Write this information about the primary applicant on the first page of your proof or on an attached page:
o Firstand last name o Home address (no P.0. boxes)
o Medical record number (if any) o Date of birth

Qualifying life event Type of proof

1. Loss of minimum essential | From your employer

health coverage

California, District of
Columbia, Georgia, Hawaii,
Maryland, Oregon, Virginia,
Washington*

Important: This is NOT a

qualifying life event if:

« You're losing coverage
because you didn't pay
your premiums.

« Your plan was
rescinded.

« You had Medicare
Part B coverage and
don't have any other
coverage.

« You voluntarily ended
your coverage.

« You had temporary
or short-term
coverage like
traveler's insurance.

Letter or other document from your employer stating the employer dropped or will
drop coverage or benefits for you, your spouse, or dependent family member and the
date this coverage ended or will end.

Letter or document from your employer stating the employer stopped or will stop
contributing to the cost of coverage and the date this contribution ended or will end.
Letter showing your employer's offer of COBRA coverage, including the effective date,
or stating when your COBRA coverage ended or will end.

Pay stubs of current and previous hours if you lost coverage because of a reduction in
work hours.

Proof of age and evidence of loss of coverage when a dependent child turns 26 and is
no longer eligible to be covered under a parent's health plan.

From your carrier or Medicaid, Medi-Cal, Medicare, or other government programs

Letter from your carrier showing a coverage end date, including a COBRA coverage
end date.

Letter from your student health plan indicating when student health coverage ended
orwill end.

Letter or notice from Medicaid, Medi-Cal, or the Children’s Health Insurance Program
(CHIP) stating when Medicaid, Medi-Cal, or CHIP coverage ended or will end.

Letter or notice from a government program, like TRICARE, Peace Corps, AmeriCorps,
or Medicare, stating when that coverage ended or will end.

Other loss of coverage (including individual coverage)

Letter or other document from Social Security office stating that the person who covers you
on their health plan is entitled to Medicare.

Letter or other document from an employer stating that the person who covers you on their
health plan is starting new employer coverage.

Dated military discharge papers or Certificate of Release, including the date coverage ended
orwill end, if you're losing coverage because you're no longer on active military duty.

Dated and signed written verification from a broker/producer or Kaiser Permanente
representative, or dated letter from the carrier, if you are or were enrolled in a
non-calendar-year plan that's ending, including the date the plan ended.

*In Washington, go to kp.org/specialenroliment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

Loss of minimum essential
health coverage (continued)

Colorado

Important: This is NOT a

qualifying life event if:

« You're losing coverage
because you didn't pay
your premiums.

* Your plan was
rescinded.

* You had Medicare
Part B coverage and
don't have any other
coverage.

« You voluntarily ended
your coverage.

No proof required with your application.

2. Loss of pregnancy related
coverage

Maryland

Letter or notice from Medicaid or Children’s Health Insurance Program (CHIP) stating
when Medicaid or CHIP coverage ended or will end.

3. Loss of medically needy
coverage

Maryland

Letter or notice from Medicaid or Children’s Health Insurance Program (CHIP) stating
when Medicaid or CHIP coverage ended or will end.

4. Enrollment in any non-
calendar year group health
plan, individual health
insurance coverage, or
qualified small employer
health reimbursement
arrangement (QSEHRA)

Maryland

Dated and signed written verification from an agent/broker/producer or dated letter
from the carrier, if you are or were enrolled in a non-calendar year plan that's ending,
including the date the plan ended.
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Primary applicant name

|
STEP 3: Proof of your qualifying life event (continued)

Qualifying life event Type of proof

5. Gaining, becoming, or losing
a dependent, or death of a
subscriber or a dependent

5a. Gaining or becoming Provide one of these:

a dependent through
marriage

Check 2 boxes total.
District of Columbia, Virginia

This event requires proof
of prior coverage. Visit
kp.org/specialenroliment
for more information.

Proof of minimum essential coverage for one spouse for at least one full day in the last 60
days from your prior carrier (applicants within the U.S. only):

Paid premium invoice proving coverage within the last 60 days.

Employer benefit record proving coverage within the last 60 days.
And provide one of these:

Marriage certificate/license showing the date of the marriage.

Official government record of the marriage, including a foreign record of marriage
showing the date of the marriage.

5b. Gaining or becoming

a dependent through
marriage or domestic
partnership registration

Check 2 boxes total.

California, Georgia,
Hawaii, Maryland, Oregon,
Washington*

This event requires proof
of prior coverage. Visit
kp.org/specialenrollment
for more information.

Provide one of these:

Proof of minimum essential coverage for one spouse for at least one full day in the last 60
days from your prior carrier (applicants within the U.S. only):

Paid premium invoice proving coverage within the last 60 days.

Employer benefit record proving coverage within the last 60 days.
And provide:

Marriage certificate/license showing the date of the marriage.

Official government record of the marriage, including a foreign record of
marriage showing the date of the marriage.

Official government record, including date of domestic partnership registration.

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.
gton, g p.orgisp gp ge qualitying y y
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

5¢. Gaining or becoming
a dependent through
marriage or civil union
partnership

Check 2 boxes total.
Coloradot

This event requires proof
of prior coverage. Visit
kp.org/specialenroliment
for more information.

Provide one of these:
Proof of minimum essential coverage for one spouse for at least one full day in the last 60
days from your prior carrier (applicants within the U.S. only):
Paid premium invoice proving coverage within the last 60 days.
Employer benefit record proving coverage within the last 60 days.
If you can't provide proof of minimum essential coverage, you may send in one
of the following:
Official documentation showing that you are an American Indian or Native Alaskan.

Proof that you lived for one or more days during the 60 days before your life event

or during your most recent open enrollment period in a service area where no

qualified health plan was available through your state's health benefit exchange.

You can provide a screenshot from the exchange website or other proof from the

exchange.

Proof that you lived outside of the United States or in a United States territory for

one or more days during the 60 days before the date of the qualifying life event.
And provide one of these:

Marriage certificate/license/other documentation showing the date of

the marriage.

Official government record, including date of civil union.

5d. Gaining or becoming a
dependent through the
birth of a child, adoption,
or placement for adoption
or foster care

California, District of
Columbia, Georgia,
Hawaii, Maryland,
Oregon, Virginia,
Washington*

Birth of a child
Birth certificate or application for a birth certificate for the child.

Record from a clinic, hospital, doctor, midwife, institution, or other provider stating the
child's date of birth.

Military record showing the child's birth date and place of birth.

Official government record of a foreign birth certificate showing the child’s birth date
and place of birth.

Religious record showing the child's birth date and place of birth.

Letter or other document from the carrier, like an Explanation of Benefits, showing that
services related to birth or after-birth care were given to the child, the mother, or both,
including the dates of service.

Adoption or foster care
Adoption letter or record showing date of adoption, dated and signed by a court official.
Court order showing when the order started. It must have a filing date stamp.

Official government record of a domestic adoption, or placement for adoption or foster
care, showing the child's birth date and place of birth.

U.S. Department of Homeland Security immigration document for foreign adoptions,
including the date of the adoptions.

Medical support court order. It must have a court filing date stamp.

Foster care papers dated and signed by a court official.

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.
fIn Colorado, proof for qualifying life events is collected by Kaiser Permanente for health plans purchased on the exchange.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

5d. Gaining or becoming a
dependent through the
birth of a child, adoption,
or placement for adoption
or foster care (continued)

Coloradof

Birth of a child

Birth certificate or application for a birth certificate for the child.

Adoption or foster care

Adoption letter or record showing date of adoption, dated and signed by a court official.
Court order showing when the order started. It must have a court filing date stamp.

Official government record of a domestic adoption, or placement for adoption or foster
care, showing the child's birth date and place of birth.

U.S. Department of Homeland Security immigration document for foreign adoptions,
including the date of the adoptions.

Medical support court order. It must have a court filing date stamp.
Foster care papers dated and signed by a court official.

5e. Losing a dependent
through divorce,
dissolution of domestic
partnership, or legal
separation

California, Maryland

Divorce decree, dissolution agreement, or separation agreement with court filing
date stamp.

5f. Losing a dependent
through divorce,
dissolution of a civil union
partnership, or legal
separation

Coloradof

Divorce decree, dissolution agreement, or separation agreement with court filing
date stamp.

5g. Death of the subscriber or
a dependent

California, Maryland

Death certificate.

Coloradot

Death certificate or obituary.

6. Child support order or
other court order to cover
a dependent

California, District of
Columbia, Georgia, Hawaii,
Maryland, Oregon, Virginia,
Washington*

Signed court order with court filing date stamp.

Coloradot

Signed court order with court filing date stamp or dated Designated Beneficiary
Agreement.

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.
fIn Colorado, proof for qualifying life events is collected by Kaiser Permanente for health plans purchased on the exchange.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event Type of proof

7. Permanent relocation with | Provide one of these:

access to new plans

California, District of
Columbia, Georgia, Hawaii,
Maryland, Oregon, Virginia,
Washington*

Choose Permanent
relocation with access to
new plans, if one of the
following applies to you:

« You moved from a non-
Kaiser Permanente area
to a Kaiser Permanente
area.

« You moved to a new
state.

« You moved from a
foreign country or a
United States territory.

« You moved from a
county that did not
offer a qualified health
plan.

This event requires proof
of prior coverage. Visit
kp.org/specialenrollment
for more information.

Proof of minimum essential coverage for all applicants from your prior carrier for at least
one full day in the last 60 days (applicants moving within the U.S. only).
Paid premium invoice proving coverage within the last 60 days.
Employer benefit record proving coverage within the last 60 days.
And, within 60 days of your move, provide any of these — one with your prior
residential address and one with your new residential address (no P.0. boxes):
Lease or rental agreement.
Insurance documents, like homeowner's, renter’s, or life insurance policy or statement.
Mortgage deed, if it states the owner uses the property as the primary residence.
Mortgage or rental payment receipt.
Mail from the Department of Motor Vehicles, like a valid driver's license, vehicle
registration, or change of address card.

Mail from a government agency to your address, like a Social Security statement, or
a notice from Temporary Assistance for Needy Families or Supplemental Nutrition
Assistance Program.

Your valid state ID.

Internet, cable, or other utility bill (including any public utility like a gas or
water bill) or other confirmation of service (including a utility hookup or work
order).

Telephone bill showing your address (cellphone or wireless bills are OK).
Mail from a financial institution, like a bank statement.

U.S. Postal Service change of address confirmation letter.

Pay stub showing your address.

Voter registration card showing your name and address.

Documents from the Department of Corrections, jail, or prison showing recent release
or parole, including a dated order of parole, dated order of release, or an address
certification.

Naturalization papers signed and dated within the last 60 days or green card,
Education Certificate, or visa (if you moved to the U.S. from another country).

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

Permanent relocation with

access to new plans
(continued)
Colorado

Choose Permanent
relocation with access
to new plans, if one of
the following applies to
you:

« You moved from
a non-Kaiser
Permanente area to
a Kaiser Permanente
area.

» You moved to a new
residence within our
Kaiser Permanente
service area where
your current health
plan is not available
or you have additional
health plan options.

« You moved to a new
state.

« You moved from a
foreign country ora
United States territory.

« You moved from a
county that did not
offer a qualified
health plan.

No proof required with your application.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

8. Changes in employer

health coverage making
you eligible for a premium
tax credit

California, Georgia, Hawaii,
Oregon, Colorado, District of
Columbia, Maryland, Virginia,
Washington*

You must apply through

your state's health benefit
exchange

You're now eligible for
a premium tax credit
because your coverage
through your employer
has changed.

Letter from employer stating change in minimum essential health coverage and
showing determination date.

Letter or other document from your employer stating the employer changed or will
change coverage or benefits for you or for your spouse or dependent family member,
s0 it's no longer considered qualifying health coverage, and the date this coverage or
benefits changed or will change.

. Determination by your

state’s health benefit
exchange of exceptional
circumstances

California, Colorado, District
of Columbia, Georgia, Hawaii,
Maryland, Oregon, Virginia,
Washington*

Letter or notice from your state’s health benefit exchange stating you're eligible for a
special enrollment period and showing determination date.

10. Eligibility to purchase

an individual health

plan through an
individual coverage
health reimbursement
arrangement (ICHRA) or a
qualified small employer
health reimbursement
arrangement (QSEHRA)
California, Colorado, District
of Columbia, Georgia, Hawaii,
Maryland, Oregon, Virginia,
Washington*

Letter or other documentation stating you are now eligible to purchase an individual
health plan through an individual coverage health reimbursement arrangement
(ICHRA) or a qualified small employer health reimbursement arrangement (QSEHRA)
including the date showing when you are first eligible for the ICHRA or QSEHRA.

*In Washington, go to kp.org/specialenroliment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.
fIn Colorado, proof for qualifying life events is collected by Kaiser Permanente for health plans purchased on the exchange.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event Type of proof

11. Domestic violence or
spousal abandonment
occurring within the
household
California, Colorado, District
of Columbia, Georgia, Hawaii,
Maryland, Oregon, Virginia,
Washington*

Attestation stating you're a victim of domestic abuse or spousal abandonment.

12. Discontinuation of
employer contribution
to COBRA premium
California, District of
Columbia, Georgia,
Hawaii, Oregon, Virginia,
Washington*

Proof from your employer or COBRA administrator showing subsidies had been
provided and the date they will end.

Colorado

No proof required with your application.

13. Discontinuation of
employer contribution or
government subsidization
of COBRA premiums

Maryland

Proof from the government, your employer, or COBRA administrator showing
subsidies had been provided and the date they will end.

14. Release from incarceration
California, Coloradot

Documents from the Department of Corrections, jail, or prison showing recent
release or parole, including a dated order of parole, dated order of release, or an
address certification.

15. Misinformation
about your enrollment
in minimum essential
coverage

California

Notice from your state’s health benefit exchange or the Department of Managed Health
Care stating you're eligible for a special enrollment period and showing determination
date.

16. Provider network changes
California

Notice that the provider is no longer participating in the health benefit plan and
showing determination date.

17. Contract violation

Written confirmation, with date, from the Department of Managed Health Care

California that the health plan in which you're enrolled has substantially violated a material
provision of your contract.
Colorado No proof required with your application.

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.

fIn Colorado, proof for qualifying life events is collected by Kaiser Permanente for health plans purchased on the exchange.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

18.

Demonstrating that

a qualified plan
substantially violated

a material provision of
its contract in relation to
the enrollee

Maryland

Written confirmation, with date, from the Maryland Insurance Administration that
the health plan in which you're enrolled has substantially violated a material
provision of your contract.

19.

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

California

A copy or a screen shot of your quarterly hours driven.

20.

Determination by

the Department of
Insurance Commissioner
of exceptional
circumstances

Coloradof

Letter or notice from the Department of Insurance Commissioner stating you're eligible
for a special enrollment period and showing determination date.

21.

Loss of Short Term Health
Coverage

Colorado

No proof required with your application.

22.

Initial confirmation of
pregnancy by a health
care practitioner

Maryland

Document from your health care provider confirming your initial pregnancy.
You have 90 days from the time your pregnancy is confirmed to enroll.

Colorado,
District of Columbia

Document from your health care provider confirming your initial pregnancy.

23.

Change in employer
health coverage making
you ineligible for a
premium tax credit or
change in eligibility for
cost share reductions
Maryland

Letter from employer stating change in minimum essential health coverage and
showing determination date.

Letter or other document from your employer stating the employer changed or will
change coverage or benefits for you or for your spouse or dependent family member,
soit's no longer considered qualifying health coverage, and the date this coverage or
benefits changed or will change.

fIn Colorado, proof for qualifying life events is collected by Kaiser Permanente for health plans purchased on the exchange.

Page 12 of 15 1141725000 National 2024



Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

24.Tax Season Easy

Enrollment
Maryland

You must apply through
your state’s health benefit
exchange

Your financial information has been validated by the Comptroller, and you don't

need to send additional proof.

25. Easy Enrollment

for Unemployment
Insurance Claimants

Maryland

You must apply through
your state’s health benefit
exchange

If you received a letter from Maryland Health Connection stating you preliminarily
qualified for health care coverage. Your financial information has been validated by the
Maryland Health Connection and you don't need to send additional proof.

26.

Change in immigration
status

California, Coloradof, District
of Columbia, Georgia,
Hawaii, Maryland, Oregon,
Virginia, Washington*

You must apply through
your state’s health benefit
exchange

Official documentation of a change in citizenship or immigration status.

27.

Coverage as American
Indian/Native Alaskan
California, District of
Columbia, Georgia, Hawaii,
Maryland, Oregon, Virginia,
Washington*

You must apply through
your state’s health benefit
exchange

Official documentation showing your status.

Colorado

No proof required with your application.

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.

fIn Colorado, proof for qualifying life events is collected by Kaiser Permanente for health plans purchased on the exchange.
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Primary applicant name

STEP 3: Proof of your qualifying life event (continued)

Qualifying life event

Type of proof

28.

Change in income
changing your eligibility
for federal financial
assistance

California, Colorado, District
of Columbia, Georgia,
Hawaii, Maryland, Oregon,
Virginia, Washington*

You must apply through
your state’s health
benefit exchange.

Provide one of these:

Proof of minimum essential coverage for all applicants from your prior carrier for at least
one full day in the last 60 days.

Paid premium invoice proving coverage within the last 60 days.
Employer benefit record proving coverage within the last 60 days.

And provide:

Most recent eligibility determination from your state’s health benefit exchange
showing determination date.

29.

Tax Time Enrollment
Colorado

Your financial information has been validated through your tax filing and Connect for
Health Colorado and you don't need to send additional proof.

30.

Paid penalty for not
having health coverage
California

You must apply through

your state's health benefit
exchange

If you paid the Individual Shared Responsibility Penalty to California’s Franchise Tax Board
within the last 60 days, no proof is required.

31.

Being potentially

eligible for Medicaid or
the Children’s Health
Insurance Program (CHIP),
and being determined
ineligible after open
enrollment has ended or
more than 60 days after
the qualifying event

Maryland

Letter or notice from Medicaid or Children's Health Insurance Program (CHIP), with
date, stating that you are ineligible for coverage.

*In Washington, go to kp.org/specialenrollment to see if Kaiser Permanente is collecting proof for exchange qualifying life events in your county.

fIn Colorado, proof for qualifying life events is collected by Kaiser Permanente for health plans purchased on the exchange.
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Submitting your proof

How are you applying?
* If you're applying online: Sign in at kp.org/apply and upload your proof. You don't need to upload this form.

* If you're applying by mail or fax: Use the information on this page to send your proof and this form to the address or
fax number below.

* If you're applying through the health benefit exchange: The health benefit exchange may require submission of proof.

Send application or Account Change Form and proof along with this form:

By mail By fax
Kaiser Permanente for Individuals and Families 1-855-355-5334

P.0. Box 23127
San Diego, CA92193-9921

To download an Account Change Form, visit kp.org/specialenroliment.

By submitting a signed application or Account Change Form and proof of your qualifying life event, you're saying that
the qualifying life event happened. It's important that we get proof of your qualifying life event. We will rely on your
signature and proof to decide if you can enroll during a special enroliment period. If we determine that the qualifying
life event didn't happen, or we learn of any other inaccuracy in the information that is included in the application,
Account Change Form or any other information that you submit, we may take legal action. The legal action may include
but is not limited to canceling your coverage retroactively to the day it started. You may also be responsible for the full
charges of any services that you received.

In California, KFHP plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612

« In Colorado, all plans are offered and underwritten by Kaiser Foundation Health Plan of Colorado, 10350 E. Dakota Ave., Denver, CO 80247
« In Georgia, all plans are offered and underwritten by Kaiser Foundation Health Plan of Georgia, Inc., Nine Piedmont Center,

3495 Piedmont Rd. NE, Atlanta, GA 30305 « In Hawaii, all plans are offered and underwritten by Kaiser Foundation Health Plan, Inc.,
711 Kapiolani Blvd., Honolulu, HI 96813 « In Oregon and southwest Washington (Clark and Cowlitz counties), all plans are offered
and underwritten by Kaiser Foundation Health Plan of the Northwest, 500 NE Multnomah St., Suite 100, Portland, OR 97232 «

In Washington (except Clark, Cowlitz, and certain other counties), all plans are offered and underwritten by Kaiser Foundation Health
Plan of Washington, 1300 SW 27th Street, Renton, WA 98057 « In Maryland, Virginia, and the District of Columbia, all plans are offered
and underwritten by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., 2107 E. Jefferson St., Rockville, MD 20852.
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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.


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
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http://www.hhs.gov/ocr/office/file/index.html
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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 Ayuda y servicios sin costo a personas con discapacidades para que puedan comunicarse
mejor con nosotros, como lo siguiente:

¢ intérpretes calificados de lenguaje de sefas,

¢ informacion 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 discriminacion 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: lldmenos al 1 800-464-4000 (TTY 711) y pida que se le envie un
formulario.

e En persona: llene un formulario de Queja o reclamacién/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 inglés).

e En linea: envie un correo electrénico 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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Théng Bao Khéng Phan Biét Déi Xt

Phan biét d6i xur 12 trai voi phap luat. Kaiser Permanente tuan thi cac luat dan quyén cua Tiéu Bang
va Lién Bang.

Kaiser Permanente khong phan biét dbi xtr trai phap luat, loai tror hay dbi xu khac biét voi nguoi
nao do vily do tudi tic, chung toc, nhan dang nhom sic toc, mau da, ngudn gde qudc gia, nén tang
van hoa, to tién, ton gido, gisi tinh, nhan dang gioi tinh, cach thé hién gioi tinh, khuynh huong gioi
tinh, tinh trang hon nhan, tinh trang khuyét tat vé thé chat 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 vy mién phi cho ngudi khuyét tat dé giup ho giao tiép hiéu qua
hon véi chiing t61, chang han nhu:

¢ Thong dich vién ngon ngir ky hiéu du trinh do

¢ Thong tin bé“mg van ban thgo cac dinh dang khéc (chir ndi braille, ban in khé chir 16n, 4m
thanh, dinh dang dién tir d€ truy cap va cac dinh dang khac)

e Dich vu ngén ngtr mién phi cho nhitng ngudi 6 ngdn ngir chinh khong phai 14 tiéng Anh,
chang han nhu:

¢ Thong dich vién du trinh do

¢ Thong tin dugc trinh bay bang cac ngdn ngit khac

Néu quy vi can nhing dich vu nay, xin goi dén Trung T4m Lién Lac ban Dich Vu Héi Vién cua
chung 61 theo s6 1-800-464-4000 (TTY 711), 24 gid trong ngay, 7 ngay trong tuan (dong cira ngay
1€). Néu quy vi khong thé ndi hay nghe 10, vui long goi 711 .

Theo yéu cau, tai liéu ndy c6 thé dugc cung cap cho quy vi dudi dang chit ndi braille, ban in khd
chir 16n, biang thu 4m hay dang dién tir. Dé 14y mot ban sao theo mét trong nhiing dinh dang thay
thé nay hay dinh dang khac, xin goi dén Trung Tam Lién Lac ban Dich Vu Hoi Vién cta chung t6i
va yéu cau dinh dang ma quy vi can.

Cach dé¢ trinh phan nan véi Kaiser Permanente

Quy Vi c6 thé dé trinh phan nan vé phéan biét dbi xtr v6i Kaiser Permanente néu quy vi tin rang
chung t6i da khong cung cap nhimng dich vu ndy hay phan biét dbi xur trai phap ludt theo cach khac.
Vui 10ng tham khéo Chitng Tir Bio Hiém (Evidence of Coverage) hay Chung Nhén Bdo Hiém
(Certificate of Insurance) cua quy vi dé biét thém chi tiét. Quy vi cling c6 thé néi chuyén v6i nhan
vién ban Dich Vu Héi Vién vé nhimg lya chon 4p dung cho quy vi. Vui 1ong goi dén ban Dich Vu
Hoi Vién néu quy vi can dugc tro giup dé dé trinh phan nan.

Quy vi ¢6 thé d¢ trinh phan nan v€ phan bi¢t doi xtr bang cac cach sau day:

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

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



e Truec tiép: Hoan tit miu don Than Phién hay Yéu Cau Thanh Toan/Yéu Cau Quyén Loi tai
van phong dich vu hoi vién @ mdt Co S¢ Thudc Chuong Trinh (truy cdp danh muc nha cung
cap cua quy vi tai kp.org/facilities d¢ bict dia chi)

e Truec tuyén: Str dung mau don truc tuyén trén trang mang ctia ching t6i tai kp.org
Quy vi ciing c6 thé lién hé truc 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

Cich d¢ trinh phan nan véi Vin Phong Dan Quyén Ban Dich Vu Y Té California (Danh Riéng
Cho Nguoi Thu Huong Medi-Cal)
Quy vi cling c6 thé dé trinh than phién vé dan quyén véi Van Phong Dan Quyén Ban Dich Vu Y Té
California bang van ban, qua dién thoai hay qua email:
e Qua dién thoai: Goi dén Vian Phong Dan Quyén Ban Dich Vu Y Té (Department of Health
Care Services, DHCS) theo s6 916-440-7370 (TTY 711)
e Qua thr 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

M4u don than phién hién c6 tai: http://www.dhcs.ca.gov/Pages/Language Access.aspx

e Truc tuyén: Guri email dén CivilRights@dhcs.ca.gov

Céach dé trinh phan nan véi Vin Phong Dan Quyén ciia B9 Y Té va Dich Vu Nhan Sinh Hoa K3y.
Quy vi cling c6 quyén dé trinh than phién vé phén biét d6i xir voi Vian Phong Dén Quyén cia Bo Y
Té va Dich Vp Nhan Sinh Hoa Ky. Quy vi c6 thé d¢ trinh than phién bang van ban, qua di¢n thoai
hodc truc tuyén:

¢ Qua dién thoai: Goi 1-800-368-1019 (TTY 711 hay 1-800-537-7697)

e Qua thw tin: Dién mAu 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 c6 tai
http:www.hhs.gov/ocr/office/file/index.html

e Truc tuyén: Truy cip Cong Thong Tin Than Phién ctia Van Phong Dan Quyén tai:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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Language Assistance
Services

English: Language assistance
1s 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.
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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 lwm. 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.
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Mien: Mbenc nzoih liouh wang-henh tengx nzie faan
waac bun muangx maiv zuqc 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 nyungc horngh jaa-sic mingh faan benx
meih nyei waac, a'fai liouh ginv longe 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’¢ asinitaag6o saad bee ata’ hane’ bee
aka e’elyeed nich’j’ gg’at’¢é, t’aa atah;jj’ jiigo d6o
th’ée’go 4adoo tsosts’iji gg’at’é. Ata’ hane’ yidiikit,
naaltsoos t’44 Diné bizaad bee bik’i’ ashchiigo, éi
doodago hane’ bee didiits’iitigii yidiikit. Hane’ bee
bik’1” di’diitiitigii d66 bee hane’ didiits’iitigii
bina’iditkidgo yidiikit. Kojj hodiilnih 1-800-464-4000,
t’aa alahji’, jiigo doo th’ée’go 4adoo tsosts’iji ag’at’é.
(Dahodilzingéne’ doo nida’anish dago ¢i da’deelkaal).
TTY chodayoot’inigii kojj dahalne’ 711.

Punjabi: {9t faft 393 €, fes 2 24 W2, Je3 ©

7 fes, T3 AT 3973 BE Gusey J) 3A i
WEeTE JITPE B, 7 fan 2 Irgie fg yu3
II& BH 9631 a9 AdE J1 IH ASM Bfeget &g
& ATfed At W3 GuUads Bt 963t a9 Aae I
=H fHI2 AG 1-800-464-4000 3, fos © 24 W2, Ie3
T 7 o (83 =8 fos St Ifder I) @6 a1 TTY
T QUUaT 95 & 711 ‘3 25 34|

Russian: Ms1 OcecrutatHo obecnieunBacM Bac ycmyramu
nepeBoja 24 Jaca B CyTku, 7 THEH B Hezlelo. Bl MoxkeTe
BOCIIOJIF30BAaTHCS IIOMOIIBIO YCTHOTO TIEPEBOTUIHKA,
3aMPOCUTH NIEPEBOJ] MATEPUAJIOB Ha CBOM SI3BIK WU
3aIPOCHTH UX B OTHOM U3 ATETCPHATUBHBIX ()OPMATOB.
MBI Taroke MOKEM MTOMOYB BaM C BCTIOMOTaTeTEHBIMA
CpeICTBaMH W albTepHATUBHBIMU (hopmaramu. [Ipocto
1o3BoHHUTE HaM 110 Tenedony 1-800-464-4000, koTopsIit
JIOCTYTICH 24 Jaca B CyTKH, 7 THEH B HENEIFO (KpoMe
npa3nHIIHBIX gHel). [lomp3oBaterm maamm TTY moryT
3BOHHTH 110 HOMepy 711.

Spanish: Tenemos disponible asistencia en su idioma
sin ningln 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: fusnsthomdasumennsnaon 24 42 lug

7 Fusioduanf aauanunsn valdusmsanu
walenanalumuvasnn nie lusduuuduls
AnlENuNInvaaUnsnilanmsoslothumas leiaudusms
Twanushomdovaaus Taslusm 1517t 1-800-464-4000
naon 24 9l 7 JusiodUa i (wariuiunaesiainis)
#1 TTY Tlus 711

Ukrainian: [Tociayru nepexianada HaJlatOThCsI
0e3KOIITOBHO, 111J10,1000BO, 7 THIB HA THKICHL. Bu
MOXETEe 3pOOHTH 3aMUT Ha MOCITYT'H YCHOTO
nepeKIiaiada, OTpUMaHHS MaTepiajiB y nepexiiai
MOBOIO, STKOFO BOJIOZIi€TE, 200 B ATbTCPHATHBHUX
(dopmarax. Takox BU MOXKETE 3pOOUTH 3aMUT Ha
OTpPHUMAaHHS TOTIOMDKHHUX 3aC00IB 1 IPUCTPOIB Y
3aK1a/1ax HaIoi Mepexxi koMmnaniit. [Tpocto
3arenedonyiire Ham 3a HomepoMm 1-800-464-4000.
Mu mparroeMo 110106080, 7 IHIB Ha THX/ICHD
(xpiM cBATKOBHX JHIB). HoMep 1u1st KopHCTyBadiB
Teneraiina: 711.

Vietnamese: Dich vy thong dich dugc cung cép mién
phi cho quy vi 24 gio mdi ngay, 7 ngay trong tun. Quy
vi ¢6 thé yéu cau dich vu thong dich, tai liéu phién dich
ra ngdn ngit ciia quy vi hodc tai liéu bang nhiéu hinh
thirc khac. Quy vi ciing c6 thé yéu ciu cac phuong tién
tro giup va thiét bi bé tro tai cac co sé cua chung t6i.
Quy vi chi cin goi cho chiing t6i tai s 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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