&% e man /I Group Plan

Kaiser Permanente Senior Advantage (HMO)

Group Medicare Election Form

Filling out and returning the enrollment form is your first step to becoming a Kaiser Permanente
Senior Advantage member. If you and your spouse are both applying, you'll each need to

fill out a separate form. For help completing the enrollment form, call Kaiser Permanente at
1-800-443-0815, 7 days a week, 8 a.m. to 8 p.m. TTY users should call 711.

How to fill out this form
1. Answer all questions and print your answers using black or blue ink. Fill in check boxes with an X.

2. Sign and date the form. M -~ & e Nv:\ - T "

-—

3. Mail the original, signed form to:

Kaiser Permanente - Medicare Unit
P.O. Box 232400
San Diego, CA 92193-240

You can also FAX or EMAIL your completed form to:
FAX: 1-855-355-5334

EMAIL: KEM i@, .

- - o . .
4. Make a copy for your records. If required, submit a copy to your employer group, union or trust fund.

» To check on the status of your application, please visit - .

Individuals experiencing homelessness

 If you want to join a plan but have no permanent residence, a Post Office Box, an address of a
shelter or clinic, or the address where you receive mail (e.g., social security checks) may be
considered your permanent residence address.

926636244 (10/2022)












Senior Advantage - Group @ i;ES

Last Nan+|e | First Narﬂe |

6. Requested effective date (subject to CMSj approval): |

Answering these questions is your choice. You can’t be denied coverage because you don’t Il them out.

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

[] No, not of Hispanic, Latino/a, or Spanish origihYes, Mexican, Mexican American, Chicano/a
[] Yes, Puerto Rican [] Yes, Cuban

[] Yes, another Hispanic, Latino/a, or Spanish origin

[ ]I choose not to answer

What's your race? Select all that apply.

[] American Indian or Alaska Native_] Asian Indian [] Black or African American
[]Chinese L] Filipino (] Guamanian or Chamorro
[] Japanese [] Korean [] Native Hawaiian

[] Other Asian [] Otheraei c Islander ~ [] Samoan

[] Vietnamese L] White

L] 1 choose not to answer

Please check one of the boxes below if you would prefer that we send you information in a language other th
or in an accessible format:

[] Spanish[_] Chinesd_1 Braille ] Large Prirlt] Audio CD

Please contact Kaiser Permanente at 1-800-443-0815 if you need information in an accessible format or langue
is listed above. Our of ce heutslays a week, 8 a.m. tolg¥.users shouldldall

Please complete the information below

If you currently have Kaiser Permanente coverage through more than one employer or union/trust fund, you r
ONE employer or union/trust fund from which to receividrant&pnmrverage. Complete the information for that
employer or union/trust fund below.

Employer Group/Union/Trust Fund Name:

Employer Group/Union/Trust Fund ID #: Subgroup: Requested effective date (subject to CMS appro
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Please Read and Sign Below
FOR CALIFORNIA ENROLLEES ONLY:
KAISER FOUNDATION HEALTH PLAN, INC. ARBITRATION AGREEMENT

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or 1
claims procedure regulation, and any other claims that cannot be subject to binding arbitration under governit
any dispute between myself, my heirs, relatives, or other associated parties on the one hand and Kaiser Four
Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other associated parties on
hand, for alleged violation of any duty arising out of or related to membership in KFHP, including any claim fo
or hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improper
negligently, or incompetently rendered), for premises liability, or relating to the coverage for, or delivery of, sel
items, irrespective of legal theory, must be decided by binding arbitration under California law and not by law:
resort to court process, except as applicable law provides for judicial review of arbitration proceedings. | agr
up our right to a jury trial and accept the use of binding arbitration. | understand that the full arbitration provi
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Services authorized by Kaiser Permanente and other services contained in my Senior Advantage Evidence o
document (also known as a member contract or subscriber agreement) will be covered. Without authoriza
NEITHER MEDICARE NOR KAISER PERMANENTE WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or con
Kaiser Permanente, he/she may be paid based on my enroliment in Kaiser Permanente.

Release of Information

By joining this Medicare health plan, | acknowledge that the Medicare health plan will release my information 1
other plans as necessary for treatment, payment and health care operations. | also acknowledge that Kaiser F
release my information including my prescription drug event data to Medicare, who may release it for researcr
which follow all applicable Federal statutes and regulations. The information on this enrollment form is correct
knowledge. | understand that if | intentionally provide false information on this form, | will be disenrolled from tl

| understand that my signature (or the signature of the person authorized to act on my behalf under the laws
| live) on this application means that | have read and understand the contents of this application. If signed by
individual (as described above), this signature certi es that: 1) this person is authorized under State law to co
enrollment and 2) documentation of this authority is available upon request from Medicare.

Signature

Today’s DatLe:

If you are the authorized representative, you must sign above and provide the following information:

Namet |

Address| |

Phone Numbe|r: Relationship to Enrolllee: |

Of ce Use Only:
Name of staff member/agent/broker (if assisted in |enro||ment): |

Plan ID l#: | Effective Date of Covlerage: |

ICEP/IEP: | AER: | SEP (type): | Not Eligible: |
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