o®, Georgia
% KAISER PERMANENTE. MID GROUP EMPLOYEE ENROLLMENT
FORM WITH MEDICAL REVIEW

The information requested on this application is necessary for

purposes of processing your request for group coverage, and (FOR GROUPS 51 OR MORE ELIGIBLE EMPLOYEES)
verifying the appropriateness of final rates.

Please Note: Statements made in application form are deemed Effective date / /
representations and are not warranties.

CHECK PLAN TYPE:

O HMO 0 Deductible Plan with HRA (Self Only) Deductible Plan with HRA (Family)

Multi-Choice (For Renewals Only) 1 Consumer Choice Option (CCO) [ Out-of-Area (For Renewals Only)

O HSA - Qualified Deductible HMO HSA - Qualified Deductible HMO [ Added Choice (For Renewals Only)
(Self Only) (Family) O Dual Choice PPO

CHECK ENROLLMENT TYPE: FILL OUT SECTIONS:
L New Enrollment for Groups of 51-99 employees (including COBRA enrollment) A,B,C,D (if applicable), & E
Waive Coverage A&D

TO BE COMPLETED BY EMPLOYER:
Effective Date Group Number Sub Group Bill Group

Note: Please print and use blue or black ink. Language Preference

A EMPLOYER INFORMATION

Last Name First Name MI Gender
O male 3 Female

Date of Birth Social Security Number E-mail Address (optional) Ethnicity (optional)
Address City State Zip Code
Home Phone Job Title Height Weight Marital Status

O married @ Single
Please select Primary Care Physician Physician ID # Check if you are an existing patient.
O

Company Name Date of Employment Hours Worked
Employment Status Are you an independent contractor?
Active [ Retired [ Disabled [ COBRA Yes No
Consumer Choice Option (CCO) [ Yes [ No
If yes, an additional premium will apply.

Kaiser Permanente Insurance Company (KPIC)
Kaiser Foundation Health Plan of Georgia, Inc.

60978108 06/18 Page 1 of 7



B COVERAGE STATUS

Self Only

[ Self + Spouse

Self + Spouse + Child(ren)

Self + Child(ren)

Spouse Last Name

First Name

MI Height Weight

Date of Birth Gender Social Security Number Physician ID # Check if you are an existing patient.
Male O Female

Dependent 1 Last Name First Name MI Height Weight

Date of Birth Gender Social Security Number Physician ID # Check if you are an existing patient.
O Male 1 Female

College Student? School Disabled?

Yes O No Yes O No

Dependent 2 Last Name First Name MI Height Weight

Date of Birth Gender Social Security Number Physician ID # Check if you are an existing patient.
O Male O Female

College Student? School Disabled?

Qves QONo Qvyes QONo

Dependent 3 Last Name First Name MI Height Weight

Date of Birth Gender Social Security Number Physician ID # Check if you are an existing patient.
O Male O Female

College Student? School Disabled?

QvYes QNo Qvyes QNo

Dependent 4 Last Name First Name MI Height Weight

Date of Birth Gender Social Security Number Physician ID # Check if you are an existing patient.
] Male ] Female

College Student? School Disabled?

QvYes QNo @ Yes No

Dependent 5 Last Name First Name MI Height Weight

Date of Birth Gender Social Security Number Physician ID # Check if you are an existing patient.
O Male O Female

College Student? School Disabled?

QvYes QNo Qvyes QNo
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C HEALTH QUESTIONNAIRE
e —

1. During the past 12 months, have you or any dependent to be covered, discussed, been advised, or recommended to
have treatment or surgery which has not been completed or are taking or been prescribed prescription medication?

OYes G No

2. Inthe past 3 years have you or any dependent to be covered been diagnosed with, been seen, or treated for any of the

following conditions?

O Acquired Immune Deficiency Syndrome (AIDS)

Ol Human Immunodeficiency Virus (HIV) infection

O Alcohol or drug abuse
O Rheumatoid Arthritis

[0 Disorders of the back, neck, or spine

[l Heart disease/disorder

2 Stroke or vascular disease/disorders

@ VYes @ No (If answered "Yes”, check all of the following that apply.)

O Lung disorders

O Insulin dependent diabetes

[d Stomach or intestinal Disorder

O Cancer or tumors

[d Blood disorder

O Kidney or liver disease/disorder

3. Are you or any dependent to be covered currently pregnant or an expectant parent?

If you answered “Yes" to any of the above questions, provide details below.

O Yes O No

If additional space is needed attach a separate sheet and provide the same information requested below.

Question # | Name of Applicant

Exact Diagnosis

Date Diagnosed

Date Last Treated

Provide Details Regarding Treatment

Hospitalized?
Yes LA No

Further Treatment Recommended?

0 Yes O No

Degree of Recovery

Date Last Treated

Medication Prescribed?

0 ves 2 No

Name of Medication Dosage Times per Day Date Last Filled
Name of Medication Dosage Times per Day Date Last Filled
Name of Medication Dosage Times per Day Date Last Filled

Question # | Name of Applicant

Exact Diagnosis

Date Diagnosed

Date Last Treated

Provide Details Regarding Treatment

Hospitalized?

Further Treatment Recommended?

Degree of Recovery

Date Last Treated

Yes D No QvYes QONo
Medication Prescribed? | Name of Medication Dosage Times per Day Date Last Filled
0 Yes O No
Name of Medication Dosage Times per Day Date Last Filled
Name of Medication Dosage Times per Day Date Last Filled
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D WAIVER OF COVERAGE/OTHER COVERAGE INFORMATION

By completing this section, | acknowledge that | was given the opportunity to enroll in this plan of group health benefits
offered by my employer.

| refuse the following: 0 All coverage [ Coverage for my spouse [ Coverage for my children
Reason for refusal: (Please check all appropriate boxes)

O Other group coverage sponsored by my employer O Other reason (please explain)

O Other group coverage sponsored by my spouse’s employer

O Other group coverage sponsored by another organization

| understand that if | or my dependents later wish to enroll for any of the coverage(s) refused, I/they will be required to
submit an Employee Enrollment Form and coverage may be subject to late enrollee provisions, as allowed by law.

Do you or any dependents have any other medical insurance? (check one) O Yes O No

Do you or any dependents currently receive Medicare benefits? (check one) O Yes OO No

Insurance Company Name Policy Number
Insurance Company Address Policy Holder
City State Zip Code Policy Holder Date of Birth

E SIGNATURE

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 Kaiser Permanente Insurance Company
("KPIC"), as applicable, the benefits for which I, my spouse, and 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 |, my
spouse, and 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, my spouse’s, and covered dependents’ (if any) Health
Plan and/or KPIC, as applicable, coverage. | understand that to be eligible for coverage and remain eligible, | 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, my spouse’s, and my dependents’ (if any) eligibility for such coverage.

| agree to provide any documentation, including tax returns, payroll records, etc. necessary to establish that I, my spouse, and my
dependents (if any) initially met and continue to meet this or any other requirement for coverage.

Dependent Eligibility Guidelines
1. To be afamily dependent a person must be:

a. The subscriber’s spouse (eligibility for a spouse ends at the end of the month in which a divorce is final). If the spouse has a
different last name than the subscriber, please attach to this application verification of marriage.

b. For non-grandfathered health plans, any dependent child of the subscriber or the subscriber’s spouse can be covered until the
age of 26. For grandfathered health plans, any dependent child of the subscriber or the subscriber’s spouse can be covered
until the age of 26 if such child does not have access to their own employer sponsored coverage.

2. Dependent children meeting the guidelines above may remain under the subscriber’s contract until the group’s age limit for
dependent status. Refer to Evidence of Coverage.

3. Dependent children incapable of self-sustaining employment due to mental retardation or physical handicap may remain under the
subscriber’s contract past the group’s age limit for dependent status. Please complete a Coverage Request for Mentally Retarded
or Physically Handicapped Children Form and attach it to this application. Dependent children must also meet requirement of
1b above.

4. If you have any questions concerning the benefits and services that are provided by or excluded under this agreement, please

contact Member Services at 404-261-2590 before signing this application.
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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.

| authorize Kaiser Foundation Heath Plan of Georgia, Inc. (Health Plan) and Kaiser Permanente Insurance Company (KPIC) to review
existing protected health information (PHI) and history of care provided to me or my minor dependents for a period of 7 years preceding
the date of this application for membership in the Health Plan. This authorization applies to information about any and all types of care
that is reasonably related to determining my/our eligibility for membership in the Health Plan, including, but not limited to, diagnosis
and treatment of mental health, alcohol/chemical dependency, HIV, AIDS, AIDS-related conditions, medication history, pharmacy data,
and prescription history.

If accepted as a Health Plan member, | understand that Health Plan and KPIC may, without limitation and including all categories of care
stated above, 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 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 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 to: Kaiser Foundation Heath Plan
of Georgia, Inc., Nine Piedmont Center; 3495 Piedmont Road NE; Atlanta, Georgia 30305.

NOTICES:

1. lunderstand and agree that any intentional material misstatement or incomplete statement of fact provided on this application
or the failure to notify Kaiser Foundation Health Plan of Georgia, Inc. (Health Plan) and /or Kaiser Permanente Insurance Company
(KPIC), as applicable, of any change in health status or impairment or disease that occurs between the date of application and the
date coverage is approved will be deemed to be an intentional material misrepresentation and may result in the rescission of my
coverage, as well as the coverage of my spouse and covered dependents (if any), without liability to Health Plan and/or KPIC, as
applicable, The Southeast Permanente Medical Group, Inc. and their affiliates. (If you are unsure of your medical condition, please
ask your physician to clarify your specific medical condition.) If your coverage is rescinded, you may be billed for services received.

2. You must immediately inform us if your health status or current medication(s) change before your membership is approved for
coverage by the Health Plan. All updates should be signed, dated in ink, and sent to Kaiser Permanente; Nine Piedmont Center;
3495 Piedmont Road NE; Atlanta, GA 30305.

3. This Plan has a network of participating physicians and other providers. My choice of physician or provider determines the level
of benefits | receive. Participating physicians and providers are subject to change. | can view a current list of Kaiser Permanente
physicians at kp.org. Physicians and providers are paid in a number of ways, including salary, capitation, case rates, fee for service,
and incentive payments. | can get more information about how participating physicians and providers are paid, request a Physician
Directory, or obtain a list of current participating physicians and other providers by calling Member Services at 404-261-2590.

4. HMO plans and the Kaiser Permanente Select Provider benefit level of the POS plans are provided by Kaiser Foundation Health Plan
of Georgia, Inc. The PPO Provider and Non-participating Provider benefit levels of the POS plans and Out-of-Area PPO plans are
underwritten by Kaiser Permanente Insurance Company

IMPORTANT: Please read the conditions above, and sign and date below. All applications MUST be signed in ink and dated by Primary
Applicant. | have read and understand all of the above conditions and terms. | certify that the answers given are true and complete.

Signature of Employee Date

60978108 06/18
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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
*  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:
*  Qualified interpreters
* 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 electroni-
cally 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).

A7ICS (Amharic) “IF@0: 2915751 7% ATICE NPT PTCTHI° ACART SCPPTE N1% ALTHPT FHIETPA: DL TLhAD- &TC LD 1-888-
865-5813 (TTY: 711).

(711 :TTY) 1-888-865-5813 i s ol cliaally el ) 555 & ol saclusal) lard (i iy yall Crns i€ 13) ;403 gala (Arabic) 4l
i (Chinese) J£8& © AR E(HEAZERE T - IR EESESERIIRT - #52(351-888-865-5813 (TTY : 711) -

S (711 TTY) 1-888-865-5813 L .25l e pal i e (51 2 &1y &y sy (33 st s o S o 3 01540 _R) 142 55 (Farsi) ot
28

Francais (French) ATTENTION: Si vous parlez francais, 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 IThnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung.
Rufnummer: 1-888-865-5813 (TTY: 711).

oAl (Gujarati) YAsll: %1 AN osA{l Al &, Al (A:Yes Udl Ul AN AHIRL M2 GUALU B. Slot 53 1-888-865-
5813 (TTY: 711).

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).

fe=ht (Hindi) o &: afs oy & s & o o7k fore 7o § o wererar s Sucrey &1 1-888-865-5813 (TTY: 711) W #iet &
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HA<EE (Japanese) R EE : HAGEZGESN D HA. BEIOSHEIEZ ZFHWZ/Z1T £, 1-888-865-5813 (TTY:
711) £ T. BEEFICTITEHE I F I,

330 (Korean) =9]: =1 0] & AL&3IA 1 = 45, Ao A Y AH] =& FREZ o] &34 5= F Ut 1-888-865-5813 (TTY:
711) Ho 2 Hdslsl F4 A 9.

Naabeehé (Navajo) Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee dka’anida’awo’dé¢’, t’aa jiik’eh, éi na holo,
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).

Pycckmii (Russian) BHUMAHHME: eciii B5I TOBOpPHTE Ha PYCCKOM SI3bIKE, TO BaM JJOCTYITHBI O€CIIIIATHBIE YCIIYTH IIEpEeBO/IA.
3Bonure 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 no6i Tiéng Viét, c6 cac dich vu hd tro ngdén ngir mién phi danh cho ban. Goi s6 1-888-865-
5813 (TTY: 711).
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