&% KAISER PERMANENTE.

Georgia Small Business

EMPLOYEE ENROLLMENT FORM

Check Plan Type:

CJKP/HDHP
I Dual Choice PPO

Check Enrollment Type:

[JNew Hire A B,C,D
OJAnnual Enrollment A B,C,D
[1COBRA Enrollment A B,CD

Fill Out Sections:

Effective Date

(1-50 EMPLOYEES)

To be Completed by Employer

/ /

Group Number

Sub Group

A EMPLOYEE INFORMATION

Note: Please print and use blue or black ink

Bill Group

Language Preference

Last Name

First Name

MI

Gender
OM OF

Date of Birth

Social Security Number

E-mail Address

Ethnicity (optional)

I - -
Address City State Zip Code
Home Phone Job Title Marital Status
O Married [3Single CJDomestic Partner
[J Check if you are an existing or previous member. Please provide your Health Record Number.
Health Record Number or HRN#
Company Name Hours Worked Employment Status
OActive  [JCOBRA

Are you an independent contractor? [1Yes [JNo

B COVERAGE STATUS

[JSelf Only  C1Self + Spouse/DP [ Self + Child(ren)

[J Self + Spouse + Child(ren)

SPOUSE/DOMESTIC PARTNER

Last Name First Name MI Check if existing member.
O
Date of Birth Gender Social Security Number Health Record Number or HRN#
OM OIF - -
[
DEPENDENT 1
Last Name First Name MI Check if existing member.
O
Date of Birth Gender Social Security Number Health Record Number or HRN#
OM OIF
[ - -
DEPENDENT 2
Last Name First Name MI Check if existing member.

O

Date of Birth
/ /

Gender

Social Security Number

oM OF - -

Health Record Number or HRN#
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Georgia Small Business

§% kalSER PERMANENTE. EMPLOYEE ENROLLMENT FORM

B COVERAGE STATUS CONTINUED

DEPENDENT 3
Last Name First Name MI Check if existing member.
O
Date of Birth Gender Social Security Number Health Record Number or HRN#
[ OM OJF - -

C PLEASE SIGN APPLICATION

Please complete this application and submit it to your company’s Benefits Administrator. | understand and agree that if the application is accepted
by Kaiser Foundation Health Plan of Georgia, Inc. ("Health Plan") and /or Kaiser Permanente Insurance Company ("KPIC"), as applicable, the benefits for which

I, and my dependents (if any) will be eligible will be in accordance with the Group Agreement and/or Group Policy, as applicable, to the type of plan for which
we are enrolled. | further understand and agree that I, and my dependents (if any) will be bound by the terms and conditions of such agreements. | authorize
the deduction from my wages, amounts necessary to pay the employee portion of the premiums for my, and my covered dependents’ (if any) Health Plan and/
or KPIC, as applicable, coverage. | understand that to be eligible for coverage and remain eligible, I must satisfy the eligibility requirements set forth in my
employer's agreement with Health Plan, and that the information provided in this application may be relied on and used to determine my, and my dependents’

(if any) eligibility for such coverage.
I agree to provide any documentation, including tax returns, payroll records, etc. necessary to establish that I, and my dependents (if any) initially met and

continue to meet this or any other requirement for coverage. | understand that Health Plan will rely on the information set forth in the application and may take

any action allowed under applicable law if the statements are later found untrue, inaccurate or incomplete.

Dependent Eligibility Guidelines

1. To be a family dependent a person must be:
a. The subscriber's spouse/DP (eligibility for a spouse ends at the end of the month in which a divorce is final or when a domestic partnership is dissolved).
b. Any child of the subscriber, including step child, adopted child, child placed for adoption, or foster child that is under the group’s age limit of 26 for

dependent status.

2. Dependent children incapable of self-sustaining employment may remain under the subscriber’s contract past the group's age limit of 26 for dependent

status. Please complete a Coverage Request for Overage Dependent Children Form and attach it to this application.

If you have any questions concerning the benefits and services that are provided by or excluded under this agreement, please contact your Employer's Human

Resources Department before signing this application.

Continued

Kaiser Foundation Health Plan of Georgia, Inc.
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Georgia Small Business

§% kalSER PERMANENTE. EMPLOYEE ENROLLMENT FORM

C SIGN APPLICATION CONTINUED

Personal Information
In order to review your application, information may be collected from persons other than you and your covered family members. Information which
is collected may be disclosed to others without authorization only as allowed by law. Each covered person has a right to review and correct all personal

information which is collected about him. A more complete notice of our information practices is available upon request.

I authorize Kaiser Foundation Heath Plan of Georgia, Inc. (Health Plan) and Kaiser Permanente Insurance Company (KPIC) to use protected health

information (PHI) and history of care provided to me or my minor dependents.

I understand that Health Plan and KPIC may, without limitation and with respect to all categories of care review and use my PHI following my/our actual
enrollment and initial usage of services in order to confirm consistency with the information | submitted in this application or for such other purposes as
permitted by applicable federal and/or state laws or regulations. | understand that Health Plan and KPIC will not re-disclose any information received except
with my written consent, or as permitted by applicable federal and/or state laws or regulations. | understand that PHI disclosed to others may no longer be
protected by Kaiser Permanente policy or the Health Insurance Portability and Accountability Act of 1996 (HIPAA). This authorization is effective for a period
of 30 months from the date this application is signed. | understand that | may revoke this authorization in writing at any time, except to the extent that action
has been taken based on this authorization. | understand that revocation of an authorization used to secure a policy of insurance, including health coverage

from Kaiser Permanente, is not permitted during the period of time the insurer may contest the policy issued or a claim under the policy.
| further understand that to revoke this authorization | must send a written revocation notice signed by each individual over 18 years of age to:

Kaiser Foundation Heath Plan of Georgia, Inc.
Nine Piedmont Center

3495 Piedmont Road NE

Atlanta, Georgia 30305.

Signature of Employee Date

X / /

Kaiser Foundation Health Plan of Georgia, Inc.
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NON-DISCRIMINATION

Kaiser Foundation Health Plan of Georgia, Inc. (Health Plan) and Kaiser Permanente Insurance Company,
Inc. (KPIC), individually and collectively, comply with applicable Federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age, disability, or sex. Neither Health Plan nor
KPIC exclude people or treat them differently because of race, color, national origin, age, disability, or
sex. Health Plan and KPIC, as applicable, also:

® Provide no cost aids and services to people with disabilities to communicate effectively with them, such as:
* Qualified sign language interpreters
e \Written information in other formats, such as large print, audio, and accessible electronic formats

* Provide no cost language services to people whose primary language is not English, such as:
e Qualified interpreters
e Information written in other languages

If You need these services, call 1-888-865-5813 (TTY: 711)

If You believe that either Health Plan or KPIC has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, You can file a grievance by
mail at: Member Relations Unit (MRU), Attn: Kaiser Civil Rights Coordinator, Nine Piedmont Center,
3495 Piedmont Road, NE Atlanta, GA 30305-1736. Telephone Number: 1-888-865-5813.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Help in Your Language

ATTENTION: If You speak English, language assistance services, free of charge, are available to You. Call 1-888-865-5813 (TTY:
711).

A7ICE (Amharic) MNFOF: 0715154 1% ATICT WP PHCTHI° ACST SCEPTE N1R ALTHPT AHIETPA: DL TLnTAD- RTC LD 1-888-
865-5813 (TTY: 711).

(711 :TTY) 1-888-865-5813 oy Josi) _lavalls ll a1 555 & gal) s Lusall ilanss (8 ey o) Cims i€ 13) ;403 saka (Arabiic) 4
13 (Chinese) X8 * WREGFEHER T KR EEEES R - 55208 1-888-865-5813 (TTY : 711) -

o (711 :TTY) 1-888-865-5813 Lt .25 (e pd) 58 Lai () 0BG iy sy (L5 0l S a8 8 () 40 R) 14l (Farsi)
A8

Frangais (French) ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
1-888-865-5813 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung.
Rufnummer: 1-888-865-5813 (TTY: 711).

a1l (Gujarati) YUell: % AR Al el &, Al [(:9hes Al Asla AN AHIRL HE GUAG B, Slot 5 1-888-865-
5813 (TTY: 711).

Kaiser Foundation Health Plan of Georgia, Inc.
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Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ¢d pou lang ki disponib gratis pou ou. Rele 1-
888-865-5813 (TTY: 711).

=t (Hindi) sarr 3: afs st & sied € a1 ook forg goa & s wgrert e sucred 21 1-888-865-5813 (TTY: 711) w =ia &

HAFE (Japanese) LB : HAFELZFEIN LGS, WEOSEXEL ZHHWZZT £9, 1-888-865-5813 (TTY:
711) £ T, BEIEICTITEKIZE N,

359] (Korean) 59]: $t=0] & ALE3IAI &= 4 4, Q1o A AMu] 25 F 5 & o] &34 4 AH 1t 1-888-865-5813 (TTY:
711) o 2 A slal] T4 Al 2.

Naabeehé (Navajo) Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh, éi na holg,
koji” hodiilnih 1-888-865-5813 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-888-
865-5813 (TTY: 711).

Pycckuii (Russian) BHUMAHME: eciu Bbl roBOpHTE HAa PYCCKOM $I3bIKE, TO BaM JIOCTYIIHBI O€CIUIaTHBIE YCIyTH MEPeBO/Ia.
3Bonute 1-888-865-5813 (TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-888-
865-5813 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad.
Tumawag sa 1-888-865-5813 (TTY: 711).

Tiéng Viét (Vietnamese) CHU Y: Néu ban n6i Tiéng Viét, co cic dich vu hd tro ngén ngit mién phi danh cho ban. Goi s6 1-888-865-
5813 (TTY: 711).

©2021 Kaiser Foundation Health Plan of Georgia, Inc.
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