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% kaiser PERMANENTE. Georgia Region Group Enrollment/ . cromanente
Kaiser Permanente Insurance Company Change Form for Large Group Kaiser Foundation Health Plan of Georgia, Inc.

TO BE COMPLETED BY EMPLOYER (Please print or type in black ink only.)

COMPANY NAME

GROUP NO. SUBGROUP NO. BILLGROUP UNIT DATE OF HIRE (MM/DD/YYYY) EFFECTIVE DATE (MM/DD/YYYY)

NEW ENROLLMENT Check one:
New group |7 Open enrollment (complete sections A, B, E, G)

New hire (complete sections A, B, E, G) r COBRA (complete sections A, B, E, G)
I_ Loss of other coverage (complete sections A, B, E, G)
|7 Other (please specify)

|— Cancel all coverage (employee and family) (complete section A)

Date of event

PLAN Check one: |— Signature HMO I Multi-Choice Out-of-Area Consumer Choice Option (CCO)
HMO HSA-Qualified Deductible HMO (Self Only) HSA-Qualified Deductible HMO (Family)
Deductible Plan with HRA (Self Only) Deductible Plan with HRA (Family)

IF MAKING A CHANGE, COMPLETE THE FOLLOWING:
DELETE DEPENDENTS (Complete sections A, B, E, G) ADD DEPENDENTS (Complete sections A, B, E, G)

DATE (MM/DD/YYYY) DATE (MM/DD/YYYY)

|—Over age limit |— Birth

|—Divorce |—Adoption*
|—Deceased |— Marriage*

|—Other (please specify) |7 Loss of other coverage

|_ Other (please specify)

OTHER CHANGES (Complete sections A, B, G)
I—Name change rAddress (complete sections A, G)

Previous name rTelephone (complete sections A, G)

Current name

A. EMPLOYEE INFORMATION—to be completed by the employee.

LAST NAME FIRST NAME Mi SUFFIX

SOCIAL SECURITY NUMBER MEDICAL RECORD NUMBER (IF ANY) DATE OF BIRTH (MM/DD/YYYY) MALE FEMALE

] [

*Additional documentation may be required.
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A. EMPLOYEE INFORMATION (continued)
LAST NAME

ADDRESS

APARTMENT NUMBER CITY

SOCIAL SECURITY NUMBER

STATE ZIP CODE HOME PHONE WORK PHONE

Primary Care Physician (PCP) Name PCP ID #

SPOKEN OR WRITTEN LANGUAGE ETHNICITY E-MAIL

B. FAMILY INFORMATION

ADD I DELETE SPOUSE DOMESTIC PARTNER

LAST NAME FIRST NAME MI SUFFIX
SOCIAL SECURITY NUMBER MEDICAL RECORD NUMBER (IF ANY) DATE OF BIRTH (MM/DD/YYYY) MALE FEMALE

Primary Care Physician (PCP) Name

L] [

PCPID #

ADD I DELETE I

LAST NAME

SOCIAL SECURITY NUMBER

DEPENDENT I CHILD I OTHER I

MEDICAL RECORD NUMBER (IF ANY)

FIRST NAME Mi SUFFIX

MALE FEMALE

] [

DATE OF BIRTH (MM/DD/YYYY)

PCPID #

Primary Care Physician (PCP) Name

ADD DELETE

LAST NAME

SOCIAL SECURITY NUMBER

Primary Care Physician (PCP) Name

DEPENDENT CHILD OTHER

MEDICAL RECORD NUMBER (IF ANY)

FIRST NAME Mi SUFFIX

DATE OF BIRTH (MM/DD/YYYY) MALE FEMALE

] [

PCP ID #
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EMPLOYEE LAST NAME SOCIAL SECURITY NUMBER

ADD DELETE I DEPENDENT CHILD I OTHERI

LAST NAME FIRST NAME Ml SUFFIX

SOCIAL SECURITY NUMBER MEDICAL RECORD NUMBER (IF ANY) DATE OF BIRTH (MM/DD/YYYY) MALE FEMALE

] [

Primary Care Physician (PCP) Name PCP ID #

C. Do any of your dependents above live at another address? YES |_ NO |7 If yes, please complete the following:
Name(s) (Last, First, Ml) Address

D. Are any of your listed dependents over the maximum age? |If yes, please complete the following:
Name(s) (Last, First, Ml) Disabled* Full-time student* Name of college, university, or trade school

YES |— NO YES|— NO r

YES |_ NO YES|— NO |—
E. OTHER COVERAGE INFORMATION

Including yourself, do any of the persons listed above have other coverage?  YES |_ NO |7

Name Insurance carrier name Policy number Telephone number

Are you or any of your dependants eligible for Medicare? YES |— NO |—

F. Waiver of coverage

By completing this section, | acknowledge that | was given  Reason for refusal: (Please check all appropriate boxes)
the opportunity to enroll in this plan of group health benefits

other group coverage sponsored by my employer*
offered by my employer. | refuse the following:

other group coverage sponsored by my spouse’s employer*
other group coverage sponsored by another organization*
other reasons (please explain)

All coverage Coverage for my spouse

Coverage for my children
| 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 Application and Change Form, and
coverage may be subject to late enrollee provisions, as
allowed by law and as directed by my employer.

*Please provide name of carrier:

*Plan number: Telephone number:

G. Important: Your application cannot be processed without your signature. Please read the back of this form before signing.
| acknowledge by my signature that the information | have supplied on this form is true and correct, and that | have read and
agree to the requirements, terms, conditions, limitations, and provisions described on the reverse sides.

Employee/Applicant signature Date Employer signature Date

*Additional documentation may be required.
Mail original to: Kaiser Foundation Health Plan of Georgia, Inc. ® P.O. Box 203010 ¢ Denver, CO 80220-9010



Please complete this application and submit it to your company’s
Benefits Administrator. | understand and agree that if the applica-
tion 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 Agree-
ment 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 pro-
vided 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 |, my spouse, and my de-
pendents (if any) initially met and continue to meet this or any other
requirement for coverage.

Dependent Eligibility Guidelines

1. To be a family 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. Any unmarried, dependent child of the subscriber or the subscrib-
er's spouse, or an unmarried, dependent child who is claimed on the
subscriber’s federal tax return and is under the group’s age limit for
dependent status.

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 applica-
tion. 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
Customer Service at (404) 261-2590 before signing this application.

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 reason-
ably 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.

Signature of Employee
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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 enroll-
ment and initial usage of services in order to confirm consistency with
the information | submitted in this application or for such other pur-
poses as permitted by federal and/or state laws or regulations. |
understand that Health Plan and KPIC will not re-disclose any infor-
mation 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. l understand 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 ap-
plicable, of any change in health status or impairment or disease that
occurs between the date of application and the date coverage is ap-
proved will be deemed to be an intentional material misrepresentation
and may result in the rescission of my coverage, as well as the cover-
age 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 provid-
ers. 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 provid-
ers are paid, request a Physician Directory, or obtain a list of current
participating physicians and other providers by calling Customer
Service at (404) 261-2590.

4. HMO plans and the Kaiser Permanente Select Provider benefit level
of the Multi- Choice plans are provided by Kaiser Foundation Health
Plan of Georgia, Inc. The PPO Provider and Non-participating Provider
benefit levels of the Multi-Choice 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.

Date

E-mail Address (optional)




Kaiser Foundation Health Plan of Georgia, Inc. (Kaiser Health Plan) complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Kaiser Health Plan does not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex. We also:

* Provide no cost aids and services to people with disabilities to communicate effectively
with us, such as:
e 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
® Information written in other languages

If you need these services, call the number provided below.

Georgia 1-888-865-5813
TTY 711

If you believe that Kaiser Health Plan 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 with the Kaiser
Civil Rights Coordinator:

Nine Piedmont Center
3495 Piedmont Road, NE
Atlanta, GA 30305-1736
1-888-865-5813

You can file a grievance by mail or phone. If you need help filing a grievance, the Kaiser Civil Rights
Coordinator is available to help you. 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

1-800-868-1019

1-800-537-7697 (TTD)

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



Help in your Language

English: You have the right to get help in your language at no cost. If you have questions about
your application or coverage through Kaiser Permanente, or if this is a notice that requires you to take
action by a specific date, call the number provided for your state or region to talk to an interpreter.

A7ICE (Amharic): £A9°79° hef NP £7E A 99T Tt avvt
ANP T (A TIaohnFP OL9° (G TCTrt Kaiser Permanente
QATLETTF 147 TT75O9° TOEPTF WP+ ORI LU TIADEL (1S
OtmPO 7 7184 PANP TIC A HEA 297.001L:8P nPr: (FhmPN@-
adh € TC AOETP @RI ADAAP LO-AD+ hANTCATL. IC L1016

daad (50 il saclual) e Jganll 8 @) &l :(Arabic) duad)
Leati il @lishaas ol @lilla Ly ol jladind @l calS 13 adlss
Al elie llay (g3 JlaiY) 138 S 13 ) (Kaiser Permanente
}\&Y,EUM\?E)LJLA‘Y\@J; sdm@Jund\ﬁ‘\
$os8 aa e ) daaaill elidhie

Zuygtipk (Armenian): tnip niutip 2bp (Eqynyd wid&wp
oqunipinil utnwtiuynt hppunitip: Gehk Ynip hwipgkp
niutp 2tp nhumuh jud Kaiser Permanente-h thgngny
Qbn Swsynyph Yhpupbpuy, jud Epk v Swttmgnd E,
npp wupuunpmd £ kg, npyjkugh gnpéniunmipiniiitp
aintupltp vhtish npnowh wduwphy, wyw
quiiquihuipk p 2bp twthwiigh Yund opewith hwdwp
npudunpyus hipwpmuwhwdwnny® pupgluish htn
hunubint hwdwp:

‘Bas3d Wudu (Bassa): O md ni kpé b€ m ké gbo-kpa-kpa
dyé dé ni mioun niin bidi-wudu mu pidyi. O ju ké m dyi
dyi-die-d¢ bé bédé ba ni céé-d¢ m to bd de zd jé dyie ni,
mo2 ju ba ni kdun kp3 jé dyi dyiin dé Kaiser Permanente
mue ni, mao o dyi b3 do ji bé m ké de do nyu b6 wé jéé
do k3 ni, nii, da ndba b¢ wa tda bo ni bAdod mad ni gbged
biie, ké ni mu nya-wuduuln-za-nyd do gbo wuduun.

1T (Bengali): v 45w sr@s fow sAm STy sieTE
SEFE AP @ AAE IT I @IS AT

Kaiser Permanente-ag I =183y FoE@s @@ @1 o

N A1 A I FE @Y W T FTE AR aFh AEe fGEs
TET @A TG T2 FAF IO 7T, ORE @O S F ITe
S ST N AFEH SN T0G AFACS G P |

California............................ 1-800-464-4000
Colorado........................... 1-800-632-9700
District of Columbia.............. 1-800-777-7902
Georgia................... 1-888-865-5813
Hawaii......................... 1-800-966-5955
Maryland............................ 1-800-777-7902
Oregon................ociin. 1-800-813-2000
Virginia.................... 1-800-777-7902
Washington ........................ 1-800-813-2000
TTY 711

Kaiser Foundation Health Plan, Inc., in Northern and Southern California and Hawaii « Kaiser Foundation Health Plan of Colorado * Kaiser Foundation Health Plan of Georgia, Inc., Nine
Piedmont Center, 3495 Piedmont Road NE, Atlanta, GA 30305, 404-364-7000 « Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., in Maryland, Virginia, and Washington,
D.C., 2101 E. Jefferson St., Rockville, MD 20852  Kaiser Foundation Health Plan of the Northwest, 500 NE Multnomah St., Suite 100, Portland, OR 97232
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Cebuano (Bisaya): Anaa moy katungod nga mangayo
og tabang sa inyo pinulongan ug kini walay bayad.
Kung naa mo pangutana bahin sa inyo aplikasyon

o coverage sa Kaiser Permanente, o kung kaning
pahibalo nanginahanglan sa inyo paglihok sa dili

pa usa ka piho nga petsa, palihug lang pagtawag

sa mga numero sa telepono nga gihatag sa imong
estado (“state”) o rehiyon (“region”) para makigstorya
sa usa ka interpreter.

32 (Chinese): AR E DURHIEE S EGERD -

WERSE R Kaiser Permanente FHEE B (R (0] 5%E
> BCE MR A R Z R B S H A BB I I
oA S P ER N B Y B R - B I8 S TR -

Chuuk (Chukese): Mei wor omw pwuung omw kopwe
angei aninis non foosun fonuomw (Chuukese), ese
kamo. Ika mei wor omw kapas eis usun omw apilikeison
me/ika policy fan nemenien Kaiser Permanente, are

ika ei esinesin a erenuk pwe kopwe fori pwan ekoch
fofor, ka tongeni omw kopwe kori ewe nampa mei
kawor faniten omw state ika fonu (asan) iwe eman chon
chiakku epwe anisuk non kapasen fonuomw.

Francais (French): Une assistance gratuite dans votre
langue est a votre disposition. Si vous avez des
questions a propos de votre demande d'inscription
ou de la couverture par Kaiser Permanente, ou si cet
avis vous demande de prendre des mesures a une
date précise, appelez le numéro indiqué pour votre
Etat ou votre région pour parler a un interpréte.

Deutsch (German): Sie haben das Recht,

kostenlose Hilfe in Ihrer Sprache zu erhalten. Falls

Sie Fragen bezuglich lhres Antrags oder lhres
Krankenversicherungsschutzes durch Kaiser Permanente
haben oder falls Sie aufgrund dieser Benachrichtigung
bis zu bestimmten Stichtagen handeln mussen, rufen Sie
die fur lhren Bundesstaat oder lhre Region aufgefiihrte
Nummer an, um mit einem Dolmetscher zu sprechen.

o)l (Gujarati): Ml 818 UL WL cldR dHIL
QUMIHL HEE Anaclloll AU[ESR B. %l dHa

Kaiser Permanente HIR§A dHI3] AR wecll

sy (A ysll 8lat, vl % L AllRU Slat BHL
dHal slFAssU ARl watetl Acltoll 32 8L, Al
celall WA dld $cl dAHIRL 2 Wl et M2
YA WSAHL A oloR UR Slot 8§,

Kreyol Ayisyen (Haitian Creole): Ou gen dwa pou jwenn
éd nan lang ou gratis. Si ou gen nenpot kesyon sou
aplikasyon ou an oswa asirans ou ak Kaiser Permanente,
oswa si nan avi sa a gen bagay ou sipoze fé sa a avan yon
seten dat, rele nimewo nou mete pou Eta oswa rejyon ou a
pou w ka pale ak yon enteprét.

‘olelo Hawai‘i (Hawaiian): He pono a ua loa‘a no kekahi
kokua me kau ‘Olelo ina makemake a he manuahi no ho'i.
Ind he mau ninau kau e pili ana i kau palapala noi ‘inikua
ola kino a i ‘ole i kdokua ma‘od ka polokalamu kokua ola
kino Kaiser Permanente, a i ‘ole ina ke ha'i nei paha kéia
leka nei ia‘'oe e hana koke aku i kéia ma mua o kekahi la
i waiho ‘ia, e kelepona aku i ka helu i loa‘a ma kéia leka
nei no kau moku‘aina a i ‘ole pana‘aina no ka wala‘au
‘ana me kekahi kanaka unuhi ‘Olelo.

f&=d (Hindi): 3mue! e forel o gere 3mmuehr
9T & FEdr U 1 3R §1 afe 3 mus
3TdesT U & AT #F AT Kaiser Permanente &
hals & [AUT # $o Yo grd § A1 I Ig Th
Aifew & Fad dRur e fedr 9w AfY ao
PRATS T TSI A 3MUd TeF AT &aF & fow Rw
T HR W DI Heh e gHIRY & a1l |

Hmoob (Hmong): Koj muaj cai kom tau txais kev pab
uas hais koj hom lus yam tsis tau them nqi. Yog koj muaj
lus nug txog koj daim ntawv thov los yog cov kev pab
them nyiaj tim Kaiser Permanente, los yog tias daim
ntawv no yog ib tsab ntawv ceebtoom uas yuav kom koj
ua ib yam dabtsi raws li hnub tau teev tseg, hu rau tus
nab npawb xovtooj uas tau muab rau koj lub xeev lossis
cheeb tsam kom tau tham nrog tus kws txhais lus.

Igbo (Igbo): | nwere ikike inweta enyemaka n’asusu

gi na akwughi ugwo o bula. Q buru na i nwere ajuju
gbasara akwukwo anamachoihe gi ma ¢ bu mkpuchi

si na Kaiser Permanente, ma ¢ bu o buru na nke bu
okwa a choro ka i mee ihe tupu otu ubochi, kpoo nomba
enyere maka steeti ma o0 bu mpaghara gi iji kwukorita
okwu n’etiti onye okowa okwu.

lloko (llocano): Adda ti karbenganyo a dumawat iti tulong
iti pagsasaoyo nga awan ti bayadanyo. No addaankayo
kadagiti saludsod maipanggep ti aplikasionyo wenno
coverage babaen ti Kaiser Permanente, wenno no daytoy
ket maysa a pakdaar a kalikagumanna a rumbeng nga
aramidenyo ti addang iti espesipiko a petsa, tawagan ti
numero nga inpaay para ti estado wenno rehion tapno
makipatang ti maysa mangipatarus iti pagsasao.
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Italiano (Italian): Hai il diritto di ricevere assistenza
nella tua lingua gratuitamente. In caso di domande
riguardanti la tua richiesta o la copertura attraverso
Kaiser Permanente, o se occorre intervenire entro
una data specifica secondo quanto indicato in questa
comunicazione, chiama il numero fornito per il tuo
stato o la tua regione per parlare con un interprete.

A AEE (Japanese): H727- 1%, #HAMR LTI
S CHREZIT AN ZRE L CET, BHL
i&ﬁi 7-1¥Kaiser Permanente@?ﬁf%%ﬁé:%ﬁ LTz
BHRINSD Dh, FioidARBEHIC BT BRFED
Elﬁi“( ATEh AR =& Dﬁ‘iﬁéﬂfwé/ﬁu\ S
FEFEOVOMN F 7o iT 5 U TRt S - EiEE I
B LT, W& BFHESZI0,

121 (Khmer): HRNSEUESGUMSESWMNMANIUEGHN
INWRHANIG D0 SHANSUANILMYHNMRA
UMIMNUMMBIL: Kaiser Permanente UjLiUSiS:&
ebgngstnhuitungigHRnRmsMifumuunig
GINAMNA fYBGIGNIFIUSIHUMSHGSUTNU
yhuSiuRgMEESunwigimSyRUATD

39| (Korean): #5toll Al = dh=ro] T GAMH|~E
Fga2 do 2] 4 o= A7t A5

Kaiser Permanente 3k AstY e AU 1B
B H o A3l o] S AF EE 9 57‘]’\1«]
STUHE A= IR 2HE FHel bt st A
Aske] = L X o] Al HepHE 2 Ags) FGALe}
53} }N’\]S’A.

299 (Laotian): muﬁ%oﬁ%‘ta%ummaayLﬁsTDwﬂaﬂ

PR

2932;1%?090@]9‘1 N0 muummumanumuaewn
29990 Ui ﬂ’l‘liUE]JJE]B‘jCJ‘]lJ Kaiser Permanente, §)
T]‘]81J1JLﬁlJCL'Qf]J’]‘IIJZﬂSJJ’]SSﬂmm‘]UO‘]l:iUlJJ’]‘]lJZU‘]EJGZlJ

o adc Ea &> > Qo P\, Yo o o
Suincaazdgloniy, Imtnnauvwas nilntogaduan
7 (202899 (WosduiuuagwaA.

Kajin Majol (Marshallese): Ewor jimwe eo am in bok
jipafi ilo kajin eo am ejjelok wonaan. Ne ewor am
kajjitok kon peba in aplaiki eo am ak insurance eo am
jan Kaiser Permanente, ak fie enaan in kojela in ej
aikuj bwe kwon makuatkat mokta jan juon raan eo emo;j

an kallikkar, kalpk nomba eo ej lelok fian state eo am
ak jikim bwe kwon marofi kdnono ippan juon ri-ukot.
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Naabeehé (Navajo): T 44 ni nizaad bee nika i’doolwot doo
bik’¢ asinitdagdd éi bee ndhaz’a. Kaiser Permanente aka
ana’alwo’ na bik’¢ azlaadoo yinikeedgo naaltsoos hadinilaa,
éi bina’iditkid doogo, éi doodago dii naaltsoos haa’ida
yootkaatgo hait’aoda i’diiliit nilniigo éi nitsaa hahoodzoji

¢éi doodago t’aa aadi nahds’a’di ata’ dahalne’igii bich’y’
hoélne’go bee bit ahit hodiilnih.

AqTelt (Nepali): TUSEI Pt Yeh AfeE TFAT HTWTAT
T U3 IfABPR © | JURHI AT e ar
aT Kaiser Permanente ATHT hadel TRAT ﬁ IS5 EXS)
T, 1 A ARE HFIR duisa $of AuiRa fAfdan
gﬁmmﬁqﬁmawm STHTSEIT
T I UG I AT &1 aTfer fGguent
TFRAT Bl TRy |

Afaan Oromoo (Oromo): Baasii malee afaan keetiin
gargaarsa argachuudhaaf mirga gabda. Waa'ee iyyata
keetii yookaan tajaajila Kaiser Permanente hammatu
ilaalchisee gaaffii yoo qabaatte, yookaan yoo kun
beeksisa guyyaa murtaa'e irratti tarkaanfii akka ati
fudhattu gaafatu ta’e, lakkoofsa bilbilaa naannoo
yookaan goodina keetiif kenname bilbiluudhaan
turjumaana haasofsiisi.

25a Ol 40 ) 4un s (s 4S ks 3 b i(Persian) o
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lokaiahn Pohnpei (Pohnpeian): Komw anehki pwung en
rapahki sounkawehwe en omw palien lokaia ni sohte
isaihs. Ma mie iren owmi kalelapak ohng aplikeisin

de iren audepe kan ohng Kaiser Permanente, de ma
pakair wet me anahne komwi en mwekid ohng rahn me
kileledi, ah komw anahne koahl nempe me sansalehr
ohng owmi palien wehi pwe komwi en lokaiaieng owmi
tungoal soun kawehwe.

Portugués (Portuguese): Vocé tem o direito de obter
ajuda em seu idioma sem nenhum custo. Se vocé
tiver duvidas sobre sua solicitagdo ou cobertura

por meio da Kaiser Permanente, ou se este aviso
exigir que vocé tome alguma medida até uma data
especifica, ligue para o nimero fornecido para seu
estado ou regido para falar com um intérprete.
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Romana (Romanian): Aveti dreptul de a solicita
ajutor care sa va fie oferit in mod gratuit in limba
dumneavoastra. Daca aveti intrebari legate de
solicitarea dumneavoastra sau de acoperirea oferita
de Kaiser Permanente sau daca acest aviz va solicita
sa luati masuri pana la o anumita datd, sunati la
numarul de telefon furnizat pentru statul sau regiunea
dumneavoastra pentru a sta de vorba cu un interpret.

Pycckui (Russian): Y Bac ecTb npaBo nony4nTb
BGecnnaTtHyo NOMOLLb Ha CBOeM sA3blke. Ecnn y Bac
MMEKTCHA BOMPOCHI OTHOCUTENBHO BaLLEro 3asiBNeHus
nnn MeguLUmnHCKOro ctpaxoBaHus B Kaiser Permanente,
nnbo ecnu Takoe yBegomreHme TpebyeT OT Bac Kaknx-
nnbo OencTBun K onpeaeneHHon gaTe, NO3BOHNUTE Mo
HoMepy TenedoHa A4S CBOEro wraTa Unm pernmoxa,
4YTOObI MOrOBOPUTL C NEPEBOAHNKOM.

Faa-Samoa (Samoan): E iai lou ‘aia € maua se
fesoasoani i lou gagana e aunoa ma le totogi. Afai e iai
ni fesili e uiga i lou tusi apalai po o puipuiga e ala mai
Kaiser Permanente, po o lenei tusi e manaomia ona e
gaoioi i se taimi atofaina, vili le numera ua fuafuaina mo
lou setete po o0 oganuu e fesoota'i i se faaliliu.

Espaiol (Spanish): Usted tiene derecho a obtener
ayuda en su idioma sin costo alguno. Si tiene
preguntas acerca de su solicitud o cobertura a través
de Kaiser Permanente, o si este es un aviso que
requiere que usted tome alguna medida antes de
una fecha determinada, llame al nimero de teléfono
que se proporciona para su estado o regién para
hablar con un intérprete.

Tagalog (Tagalog): Mayroon kang karapatang
humingi ng tulong sa iyong wika nang walang bayad.
Kung mayroon kang mga katanungan tungkol sa
iyong aplikasyon o coverage sa pamamagitang

ng Kaiser Permanente, o kung ito ay abisong
nangangailangan ng iyong aksyon sa tiyak na petsa,
tumawag sa numerong ibinigay para sa iyong estado
o rehiyon para makipag-usap sa isang interpreter.

el (Thai): wwuﬁﬁmﬁﬁaﬂsﬁnmmﬁmmﬁafluma:r\
aavvitulaa a1 ld3e vnavinudidrauiAaAunis
fiAsuaIvinu WsamuANATaINIU Kaiser Permanente
wiamnfidaniedarisasnislvivinudfiunnsaaluiud
Arnua'ly Tusedasaninaauillisiviusguiaiue
Auuasvinuianafuaiu

Lea Faka-Tonga (Tongan): ‘Oku ‘ia ho totonu ke ke
ma’u ha fakatonulea ta'etotongi. Kapau ‘oku ‘i ai ha'o
fehu'i ki ho tohi kole na'e fakafonu ki he malu'i ‘inisiua
‘a e Kaiser Permanente, pea kapau ko e tohini ‘oku
fiema'u keke fai ha me'a ki ai pe ko ha ‘aho na'e tuku
pau atu ke fai ia, taa ki he fika kuo ‘oatu ki ho siteiti pe
ko e vahefonua ‘oku ke ‘i ai ke talanoa mo ha tokotaha
tene fakatonu lea atu kiate koe.

YkpaiHncbka (Ukrainian): Y Bac € npaBo Ha OTpUMaHHs
ponomory 6e3kowTOBHO Ha Bawwin pigHin mosi. AKwo
Bu maeTe nuTaHHA CTOCOBHO Baluoro 3BepHeEHHS yn
CTpaxoBoro NokputTsa B Kaiser Permanente, 4n AKLWO
BiQNOBIAHO 4O TaKOro noeigomneHHss Bam Tpeba 6yae
30iINCHUTW NEBHY Ait0 4O KOHKPETHOT AaTw, MOA3BOHITb
no Homepy, WO Bignosigae Bawwin kpaiHi 4n periony;,
wo6 NoroBopuTY 3 NEpeknagadem.
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Tiéng Viét (Vietnamese): Quy vi c6 quyén dwoc nhan
tro' giip mi&n phi bang ngdn ngt ctia minh. Néu quy
vj 6 cac cau hdi vé mau don hodc mirc bao hiém cda
minh théng qua Kaiser Permanente, hoac day la théng
bao yéu cau quy vi thwc hién vao mét ngay cu thé, hay
goi dén sb dién thoai dwoc cung cép cho bang hodc
khu vwe cla quy vi dé tro chuyén va&i phién dich vién.

Yoruba (Yoruba): O ni éto lati ri iranléwé gba nipa édé
re ldisan owd. Bi o ba ni ibéére nipa iwé ti o ko tabi
isedéédé nipasé Kaiser Permanente, tabi ifitoniléti yii jé
eyi o nilo 1ati igbése kan ni 9jo kan patd, pé nomba ti a
pese fun ipinle tabi agbégbe re lati ba ongbifo kan soro.
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