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Questions for Charitable Health Coverage Members

This page only applies to Charitable Health Coverage members. You should only complete this page if you receive a
subsidy under one of the following programs:

e California: Community Health Care Program e Hawaii: Hawaii Health Access Program
* Colorado: Colorado Bridge Program * Maryland/Virginia: Community Health Access Program
* Georgia: Georgia Bridge Program * Oregon: Community Health Coverage Program

For section C, answer ALL applicable questions below for each person who will be covered by the health plan and is applying
for a Charitable Health Program subsidy in California, Colorado, Georgia, Hawaii, Maryland, Oregon, or Virginia. If the
applicant is under the age of 18, his or her parent or legal guardian should complete this section. If more than 3 dependents
are applying, copy this page and fill out the same information for each additional dependent.

Spouse/Domestic partner
Is this person offered health coverage through an employer?* Yes No
Is this person a U.S. citizen?*

If you answered yes, skip the following two questions. Yes No
Is this person a Lawful Permanent Resident'? Yes No
If yes, how many years have they been a Lawful Permanent Resident'?

Dependent 1

Is this person offered health coverage through an employer?* Yes No

Is this person a U.S. citizen?*

If you answered yes, skip the following two questions. Yes No
Is this person a Lawful Permanent Resident'? Yes No
If yes, how many years have they been a Lawful Permanent Resident'?

Dependent 2

Is this person offered health coverage through an employer?* Yes No

Is this person a U.S. citizen?*

If you answered yes, skip the following two questions. Yes No
Is this person a Lawful Permanent Resident'? Yes No
If yes, how many years have they been a Lawful Permanent Resident'?

Dependent 3

Is this person offered health coverage through an employer?* Yes No

Is this person a U.S. citizen?*

If you answered yes, skip the following two questions. Yes No
Is this person a Lawful Permanent Resident'? Yes No

If yes, how many years have they been a Lawful Permanent Resident'?

*Indicates a required field

1. ALawful Permanent Resident (LPR) is not a U.S. citizen. An LPR is an immigrant who resides in the U.S. under a legally recognized permanent residence
status. Examples include Green Card Holders, Permanent Resident Aliens, Deferred Action for Childhood Arrivals (DACA) recipients, and Resident Alien
Permit Holders.
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Instructions

 You may use this form to make plan changes or account changes to an existing Kaiser Permanente for Individuals and Families (KPIF) account. Only
the subscriber or parent/legal guardian of a child-only account can fill out this form.

e There are different types of plan changes and account changes you can make with this form. Please fill out your personal information in Section A. Then
select what changes you'd like to make in Section B, and continue on to fill out any other sections related to those changes.

e If you are a subscriber ending coverage, your dependents’ coverage automatically ends, and they have a special enrollment period to enroll in new
coverage. You may choose to keep your children under 21 years of age on a child-only account.

e If you're adding a dependent to your plan, any other coverage they have won't be automatically canceled unless stated in this form. To avoid paying for
2 plans or having a gap in coverage, please cancel any other coverage they have as of the day before their new coverage starts.

* Note: If you're entitled to Medicare Part A or enrolled in Medicare Part B, you're not eligible to change KPIF plans. If a family member is entitled to
Medicare Part A or enrolled in Medicare Part B, they're not eligible to change KPIF plans or be added to your KPIF plan as a new dependent.

* Please note the Health Insurance Counseling and Advocacy Program (HICAP) provides health insurance counseling to California residents free of
charge. Call HICAP at 1-800-434-0222 to learn more. See page 8 to find your local HICAP program information.

A. Fill out your information

If you're making a change, please update the boxes below with your new information.

First name MI Date of birth (mm/dd/yyyy)
Last name
Medical record number (ifany) Gender: Social Security number (if any)

Male Female Undeclared - -

Home address (no P.O. boxes, please)

City

State ZIP code County Phone (mobile phone if available)
Mailing address Check if same as home address

City

State ZIP code

Email address
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B. What change(s) do you want to make?

Please check the boxes below for the changes you wish to make and list each family member affected. We won't make any changes for any family
members you don't list.

You can make the following changes during open enrollment or a special enrollment period. To make a change other than listed below, you can
call Member Services at 1-800-464-4000 (TTY 711).

| wish to change plans. | wish to add optional adult dental coverage (for all members 19 and

| wish to add medical coverage for a family member. older on my plan).

| wish to end optional adult dental coverage (for all members 19 and

| wish to change my child-only account to a family account with older on my plan).

myself as the subscriber.
(Restrictions apply for special enrollment periods. See kp.org/specialenrollment for more information.)

Combine Accounts

Accounts can be combined during open enroliment or a special enroliment period.
[ wish to add (a) family member(s) that is already on a Kaiser Permanente plan to my account. Doing this will end their existing plan.
(Please indicate which family member(s) will move to your account in Section C.)

Account Ending

First name MI

Last name

Subscriber medical record number for account ending

X Date (mm/dd/yyyy)
/ /

Subscriber or parent/legal guardian for account ending

You can make the following changes any time during the year. (Note: For these changes, you can skip Sections D and E.)

| wish to end all coverage for myself and all family members. | wish to end my and my spouse’s/domestic partner's coverage and

| wish to end all coverage for a family member. keep my child(ren) under 21 years of age on a child-only account.

| wish to make the changes shown in Section A. (If you're changing

| wish to end my coverage and keep my child(ren) under 21 years of your name, please include legal documentation of the change.)

age on a child-only account.

Requested effective date (not guaranteed)

/ / (mm/dd/yyyy)
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C. Which family members are affected by the change? (pleaselist below)

S /D . t Name change Add medical coverage Add optional adult dental coverage
pouse/Lomestic partner End medical coverage End optional adult dental coverage
Firstname MI Choose one:
Spouse Domestic
partner
Last name
Date of birth (mm/dd/yyyy)
Medical record number (if any) Gender Social Security number (if any)
Male ' Female | Undeclared - -

If you have more than 2 parent(s)/stepparent(s) with a change, attach a copy of this page and complete the information for those parent(s)/stepparent(s).

Parent/St rent 1 Name change Add medical coverage Add optional adult dental coverage
are eppare End medical coverage End optional adult dental coverage
First name M Date of birth (mm/dd/yyyy)

Last name
Medical record number (if any) Gender Social Security number (if any)
Male ' Female | Undeclared - -
Name change Add medical coverage Add optional adult dental coverage

Parent/Stepparent 2 End medical coverage End optional adult dental coverage

First name Mi Date of birth (mm/dd/yyyy)
Last name
Medical record number (if any) Gender Social Security number (if any)
Male ' Female | Undeclared - -
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C. Which family members are affected by the change? (pleaselist below)

If you have more than 3 dependents with a change, attach a copy of this page and complete the information for those dependents.

Name change Add medical coverage Add optional adult dental coverage
Dependent 1 End medical coverage End optional adult dental coverage
First name MI Date of birth (mm/dd/yyyy)
Last name
Medical record number (if any) Gender Social Security number (if any)
Male | Female | Undeclared - -
Name change Add medical coverage Add optional adult dental coverage
nd medical coverage nd optional adult dental coverage
Dependent 2 End medical coverag End optional adult dental coverag
First name Mi Date of birth (mm/dd/yyyy)
Last name
Medical record number (if any) Gender Social Security number (if any)
Male | Female = Undeclared - -
Name change Add medical coverage Add optional adult dental coverage
Dependent 3 End medical coverage End optional adult dental coverage
First name Mi Date of birth (mm/dd/yyyy)
Last name
Medical record number (if any) Gender Social Security number (if any)
Male | Female = Undeclared - -
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D. Choose your enrollment period

Select one option: Open enrollment (skip to Section E) Aspecial enrollment period (continue below)

Choose your qualifying life event. If you had more than one, review your options because effective dates vary by event. Proof of eligibility is also
required within 10 calendar days. Visit kp.org/specialenrollment or call 1-800-494-5314 (TTY 711) for more about qualifying life events or if you
do not see your qualifying life event below.

Loss of minimum essential health coverage (write the last full day you had Permanent relocation with access to new plans
coverage)* Determination by Covered California of exceptional
Gaining or becoming a dependent through marriage or domestic partnership circumstances
Gaining or becoming a dependent through the birth of a child, adoption, or Eligibility to purchase an individual health plan through an
placement for adoption or foster care individual coverage health reimbursement arrangement
Note: In this case, you also need to choose between 2 effective date options: (ICHRA) or a qualified small employer health reimbursement
: . . arrangement (QSEHRA)
The date of birth, adoption, or placement for adoption or foster care Domestic violence or spousal abandonment occurring within
The first day of the month after we receive the form the household
Losing a dependent through divorce, dissolution of domestic partnership, or Discontinuation of employer contribution or government
legal separation subsidization of COBRA premiums
Death of the subscriber or a dependent Release from incarceration
Child support order or other court order to cover a dependent Misinformation about your enrollment in minimum essential
Note: In this case, you also need to choose between 2 effective date options: coverage

Provider network changes

Demonstrating that a qualified plan substantially violated a
material provision of its contract in relation to the enrollee
Eligibility for app-based transportation or delivery network
company health care stipend

The date of the child support order or other court order to cover a
dependent

The first day of the month after the court order date

Please write the date of your qualifying life event. / / (mm/dd/yyyy)

*If your qualifying life event is loss of Kaiser Permanente coverage, we may review membership records to check when and why you lost coverage.

E. Choose your health plan

If you indicated that you would like to Kaiser Permanente - Bronze 60 HDHP HMO Kaiser Permanente - Gold 80 HMO
change plans or add coverage for a family Kaiser Permanente - Bronze 60 HMO Coinsurance
Tkirﬂﬁfé ‘g;iff:;:fyﬁgiﬂi’:r”yﬁul i“:t‘;‘:j'd Kaiser Permanente - Bronze 60 HMO 7500/0% PCP Kaiser Permanente - Gold 80 HMO
' i G Kaiser Permanente - Gold 80 HMO
in Section C will be moved to the plan you (K)z#s;r Ezrmanente Silver 70 HMO 0/30 PCP
select. If you wish to enroll family members . xcange ' Kaiser Permanente  Platinum 90 HMO
in different plans, please submit a separate Kaiser Permanente - Silver 70 HMO 2850/50 PCP ' a
form for each plan. Kaiser Permanente - Silver 70 HDHP HMO Kaiser Permanente - Minimum
3600/25% PCP Coverage HMO*

*For applicants under 30 or with hardship exemptions

Minimum coverage plans are available to applicants who will be younger than 30 on the effective date, or who provide a certificate of exemption that
shows hardship or lack of affordable coverage. We won't be able to process your application without the certificate of exemption if you are 30
and older. To see if you qualify, please go to CoveredCA.com/exemptions and follow the instructions.

Is the primary applicant purchasing this plan using a health reimbursement arrangement (HRA)? Yes
If Yes, what type: ICHRA QSEHRA

Under an individual coverage health reimbursement arrangement (ICHRA) or a qualified small employer health reimbursement arrangement
(QSEHRA), your employer will establish and fund an account to help you pay monthly individual plan premiums and out-of-pocket expenses as an
alternative to traditional group health coverage.

Using an employer's HRA to help pay premiums and out-of-pocket expenses does not change your eligibility for a Kaiser Permanente Individual
and Family plan.
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F. Choose your optional adult dental plan

Dental coverage is included in your health plan for child members until the end of the month in which the member Add optional adult
turns 19. Kaiser Permanente offers an optional dental insurance plan to adults, which includes those individuals whose dental coverage.’
eligibility for pediatric dental services has ended. This optional coverage is available for an additional charge.

End optional adult
You can enroll in or end adult dental coverage in the optional dental insurance plan during open enrollment, annual dental coverage.’

member renewal, or a special enrollment period. Our optional adult dental coverage is underwritten by Kaiser
Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), and administered
by Delta Dental of California, one of the nation’s largest and most experienced dental benefits providers.

Please refer to the Summary of Dental Benefits Coverage (SDBC) Disclosure Matrix for complete details of the KPIC
dental plan by visiting kp.org/kpic-dental.

'Once enrolled, | understand | can't cancel my dental coverage without also canceling my health plan coverage, except during open enrollment or a
special enrollment period.

G. Sign the form

e | understand that Kaiser Foundation Health Plan, Inc. will rely on the information | provide in this form, and that if any information is found to be
fraudulent or intentionally misrepresented, Kaiser Foundation Health Plan, Inc. may choose to terminate my coverage back to the coverage effective
date.

e | verify that no one listed on this form who is changing plans or being added as a dependent is entitled to Medicare Part A or enrolled in Medicare Part B.

e If | worked with a broker, | understand they may receive monetary payments or other compensation from Kaiser Permanente in connection with this
coverage. Our standard compensation range is $9-$11 per member per month plus a potential bonus. To learn more, visit kp.org/brokercompensation.

By providing my email address and mobile phone number, | understand | may receive email and text communications from Kaiser Permanente.

Note: The subscriber must sign the form. All new dependents 18 and older including parent(s)/stepparent(s) must also sign the form. If there are more
than 2 dependents 18 and older and 2 parent(s)/stepparent(s) signing, please attach a copy of this page with the additional signatures.

X Date (mm/dd/yyyy)
/0
Subscriber/new subscriber (parent or legal guardian for subscribers under 18)
Date (mm/dd/yyyy)

X /T

Spouse/domestic partner

X Date (mm/dd/yyyy)
/ /
Parent/stepparent
X Date (mm/dd/yyyy)
/ /
Parent/stepparent
Date (mm/dd/yyyy)

X
/ /
Dependent (18 and older)
X Date (mm/dd/yyyy)
/ /

Dependent (18 and older)

All plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612.
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H. Sign the Kaiser Foundation Health Plan, Inc., arbitration agreement

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure
or the ERISA claims procedure regulation, and any other claims that cannot be subject to binding
arbitration under governing law) any dispute between myself, my heirs, relatives, or other associated
parties on the one hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care
providers, administrators, or other associated parties on the other hand, for alleged violation of any
duty arising out of or related to membership in KFHP, including any claim for medical or hospital
malpractice (a claim that medical services were unnecessary or unauthorized or were improperly,
negligently, or incompetently rendered), for premises liability, or relating to the coverage for, or
delivery of, services or items, irrespective of legal theory, must be decided by binding arbitration
under California law and not by lawsuit or resort to court process, except as applicable law provides
for judicial review of arbitration proceedings. | agree to give up our right to a jury trial and accept the
use of binding arbitration. | understand that the full arbitration provision is contained in the Combined
Membership Agreement, Evidence of Coverage, and Disclosure Form.

The subscriber must sign the form. All new dependents 18 and older including parent(s)/stepparent(s) must also sign the form. If there are more than 2
dependents 18 and older and 2 parent(s)/stepparent(s) signing, please attach a copy of this page with the additional signatures.

Date (mm/dd/yyyy)
X / /
Primary applicant (parent or legal guardian for children under 18)
Date (mm/dd/yyyy)
X / /

Spouse/domestic partner
Date (mm/dd/yyyy)
X /11

Parent/stepparent
Date (mm/dd/yyyy)

X /o

Parent/stepparent
Date (mm/dd/yyyy)

X
/ /
Dependent (18 and older)
Date (mm/dd/yyyy)

X /T

Dependent (18 and older)

The applicant or their authorized representative may request a copy of the completed form. For more information, please call 1-800-464-4000 (TTY 711).

Contact information

Mail to: Kaiser Permanente Or fax toll free to: Questions? Call
P.O. Box 23127 Membership Administration )
San Diego, CA 92193-9921 1-855-355.5334 1-800-464-4000 (TTY 711)
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Local HICAP Offices by California County

Alameda County

333 Hegenberger Road, Suite 850
Oakland, CA 94621
510-839-0393

Alpine, Amador, Calaveras, Mariposa, and
Tuolumne Counties

19074 Standard Road, Suite A
Sonora, CA 95370
209-532-6272 ext. 226

Butte, Colusa, Glenn, Plumas, and Tehama
Counties

25 Main Street, Room 202
Chico, CA 95929-0799
530-898-6716

Contra Costa County

400 Ellinwood Way

Pleasant Hill, CA 94523

Inside Contra Costa from a landline phone:
1-800-510-2020

Out of state: 925-655-1393

Del Norte County
1765 Northcrest Drive
Crescent City, CA 95531
707-464-7876

El Dorado, Nevada, Placer, Sacramento,
San Joaquin, Sierra, Sutter, Yolo, and Yuba
Counties

505 12th Street
Sacramento, CA 95814
1-800-434-0222
916-376-8915

Fresno and Madera Counties
5363 N. Fresno Street

Fresno, CA 93710
559-224-9117

Humboldt County
333 J Street
Eureka, CA 95501
707-444-3000
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Imperial and San Diego Counties
5151 Murphy Canyon Road, Suite 110
San Diego, CA 92123

Imperial: 760-353-0223

San Diego: 858-565-8772

Inyo, Mono, Riverside, and San Bernardino
Counties

Council on Aging Southern California
2280 Market Street, Suite 140
Riverside, CA 92501

909-256-8369

Kern County

5357 Truxtun Ave.
Bakersfield, CA 93301
661-868-1000

Kings and Tulare Counties
3350 W. Mineral King
Visalia, CA 93291
559-713-2875
1-800-434-0222

Lake, Marin, Mendocino, Napa, Solano, and
Sonoma Counties

1129 Industrial Ave., Suite 201
Petaluma, CA 94954
1-800-434-0222
707-526-4108

Lassen, Modoc, Shasta, Siskiyou,
and Trinity Counties

1647 Hartnell Ave., Suite 8
Redding, CA 96002

530-223-0999

Los Angeles County

4601 Wilshire Blvd., Suite 160

Los Angeles, CA 90010
213-383-4519

Within L.A. County: 1-800-824-0780

Merced County

851 West 23rd Street
Merced, CA 95340
209-385-7550
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Monterey County
247 Main Street
Salinas, CA 93901
831-655-1334

Orange County

2 Executive Circle, Suite 175
Irvine, CA 92614
714-560-0424

San Benito and Santa Cruz Counties

1777 A Capitola Road
Santa Cruz, CA 95062
831-462-5510

San Francisco County

601 Jackson Street, 2nd Floor
San Francisco, CA 94133
415-677-7520

San Luis Obispo

and Santa Barbara Counties
528 South Broadway

Santa Maria, CA 93454
805-928-5663

San Mateo County

1710 S. Amphlett Blvd., Suite 100
San Mateo, CA 94402
650-627-9350

Santa Clara County

3100 De La Cruz Blvd., Suite 310
San Jose, CA 95054
408-350-3200, option 2

Stanislaus County

3500 Coffee Road, Suite 19
Modesto, CA 95355
209-558-4540

Ventura County

646 County Square Drive, Suite 100
Ventura, CA 93003

805-477-7310



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, 24 hours a day, 7 days a week
(closed holidays). The call is free:

e Medi-Cal: 1-855-839-7613 (TTY 711)
e All others: 1-800-464-4000 (TTY 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. You can file a grievance by
phone, by mail, in person, or online. Please refer to your Evidence of Coverage or Certificate of
Insurance for details. You can call Member Services for more information on the options that apply
to you, or for help filing a grievance. You may file a discrimination grievance in the following ways:

e By phone: Medi-Cal members may call 1-855-839-7613 (TTY 711). All other members
may call 1-800-464-4000 (TTY 711). Help is available 24 hours a day, 7 days a week
(closed holidays)

e By mail: Download a form at kp.org or call Member Services and ask them to send you a
form that you can send back.

' Kaiser Permanente is inclusive of Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente
Medical Group, and the Southern California Medical Group


https://kp.org

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
You may also contact the Kaiser Permanente Civil Rights Coordinator 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)
¢ 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:
https://www.hhs.gov/ocr/complaints/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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Aviso de no discriminacion

La discriminacion es ilegal. Kaiser Permanente' cumple con las leyes de 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, tales como:

¢ intérpretes calificados de lengua de sefias,

¢ informacion escrita en otros formatos (braille, impresion en letra grande, audio, formatos
electronicos accesibles y otros formatos).

e Servicios de idiomas sin costo para las personas cuya lengua materna no sea el inglés, como:
¢ intérpretes calificados,

¢ 1informacidn escrita en otros idiomas.

Si necesita estos servicios, llame a nuestra Central de Llamadas de Servicio a los Miembros las
24 horas del dia, los 7 dias de la semana (excepto los dias festivos). La llamada es gratuita.

e Todos los miembros: 1-800-788-0616 (TTY 711)

Al presentar una solicitud, este documento estara disponible en braille, letra grande, casete de audio o
en formato electronico. 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 proporcionado estos servicios o lo hemos discriminado ilicitamente de otra forma. Puede
presentar una queja por teléfono, correo postal, en persona o en linea. Consulte su Evidencia de
Cobertura (Evidence of Coverage) o Certificado de Seguro (Certificate of Insurance) para obtener
mas informacion. También puede llamar a Servicio a los Miembros para informarse sobre las
opciones que se apliquen a su caso o si necesita ayuda para presentar una queja. Puede presentar
una queja por discriminacion de las siguientes maneras:

e Por teléfono: todos los miembros pueden llamar al 1 800-788-0616 (TTY 711). La ayuda
esta disponible las 24 horas del dia, los 7 dias de la semana (excepto los dias festivos).

e Por correo postal: descargue un formulario en kp.org o llame a Servicio a los Miembros
y pida que se le envie un formulario para que lo devuelva.

e En persona: llene un formulario de Queja o reclamacién/solicitud de beneficios (Complaint
or Benefit Claim/Request form) en una oficina de Servicio a los Miembros ubicada en un

' Kaiser Permanente incluye Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente
Medical Group, y el Southern California Medical Group
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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.

También puede comunicarse directamente con el coordinador de derechos civiles 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
del Departamento de Servicios de Atencion Médica de California 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/LLanguage Access.aspx.

e En linea: envie un correo electronico 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. 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:

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
https://www.hhs.gov/ocr/complaints/index.html

e [En linea: visite el Portal de quejas de la Oficina de Derechos Civiles en:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193
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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
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U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201
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Théng Bao Khéng Phan Biét Dbi Xur

Phén biét d6i xr 1 trai v6i phap luat. Kaiser Permanente! tuan thu cac luat dan quyén cua Tiéu
Bang va Lién Bang.

Kaiser Permanente khong phan biét dbi xir trai phap luat, loai trur hay dbi xur khac bi€t voi nguoi
nao do vily do tudi tic, chung toc, nhan dang nhom sic toc, mau da, ngudn goc qudc gia, nén tang
vin hoa, t6 tién, ton gido, gidi tinh, nhan dang gi6i tinh, cach thé hién gidi tinh, khuynh huéng giéi
tinh, tinh trang hon nhén, tinh trang khuyét tat vé thé chat hodc tinh than, bénh trang, ngudn thanh
toan, thong tin di truyén, quyén cong dan, ngén ngit me dé hoac tinh trang nhap cu.

Kaiser Permanente cung cap cac dich vu sau:

e Phuong tién hd tro va dich vu mién phi cho ngudi khuyét tat dé gitip ho giao tiép hiéu qua
hon v6i ching t6i, chang han nhu:

¢ Thong dich vién ngdn ngtr ky hiéu du trinh do

¢ Thong tin béng van ban thgo cac dinh dang khéc (chir ndi braille, ban in kho chit 16n, 4m
thanh, dinh dang di¢n tir d€ truy cap va cac dinh dang khac)

e Dich vu ngdn ngir mién phi cho nhiing ngudi c6 ngdn ngit chinh khong phai 1a tiéng Anh,
chang han nhu:

¢ Thong dich vién du trinh do

¢ Thong tin dugc trinh by bang cac ngdn ngir khac

Néu quy vi can nhitng dich vu ndy, xin goi den Trung Tam Lién Lac ban Dich Vu Héi Vién cua
chiing t61 24 gid trong ngay, 7 ngay trong tuan (d6ng cira ngay 18). Cudc goi nay duoc mién cudc:
e Medi-Cal: 1-855-839-7613 (TTY 711)

e Moi chuong trinh khac: 1-800-464-4000 (TTY 711)

Theo yéu cau, tai liéu nay c6 thé dugc cung cip cho quy vi dudi dang chit ndi braille, ban in khod
chir 16n, bang thu 4m hay dang dién tr. Dé ldy mot ban sao theo mot trong nhing dinh dang thay
thé nay hay dinh dang khac, xin goi dén Trung TAm Lién Lac ban Dich Vu Héi Vién cta ching t6i
va yéu cau dinh dang ma quy vi can.

Cach dé trinh phan nan véi Kaiser Permanente

Quy vi c¢6 thé dé trinh phan nan vé phan biét ddi xir v6i Kaiser Permanente néu quy vi tin ring
chung t6i da khong cung cap nhitng dich vu nay hay phan biét d6i xtr trai phap lut theo cach khac.
Quy vi c6 thé d¢ trinh phan nan qua dién thoai, thu tin, truc tiép hay truc tuyén. Vui long tham khao
Chitng Tir Bio Hiém (Evidence of Coverage) hay Chumg Nhédn Bdo Hiém (Certificate of Insurance)
cua quy vi dé biét thém chi tiét. Quy vi co thé goi cho ban Dich Vu Hoi Vién dé biét thém thong tin
vé nhiing lya chon ap dung cho quy vi, hay dé duoc tro giup dé trinh phan nan. Quy vi c6 thé dé
trinh phan nan vé phan biét ddi xir bang cac cach sau day:

¢ Qua dién thoai: Hoi vién Medi-Cal c6 thé goi 1-855-839-7613 (ITY 711). Moi héi vién
khac c6 thé goi 1-800-464-4000 (TTY 711). Su trg gitip duge micn phi, 24 gio trong ngay,
7 ngay trong tuan (dong ctra ngay I¢)

1 Kaiser Permanente bao gdbm Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente
Medical Group, va Southern California Medical Group



e Qua thw tin: Tai xudng mot mau don tai kp. org hay goi ban Dich Vu Hoi Vién va yéu cau
ho guri cho quy vi mot mau don ma quy vi c6 thé gui lai.

e Truec tiép: Hoan tat mau don Than Phién hay Yéu Cau Thanh Toan/Yéu Cau Quyén Loi tai
van phong dich vu hdi vién 6 mét Co S¢ Thude Chuong Trinh (truy cép danh muyc nha cung
cap cua quy vi tai kp.org/facilities dé biét dia chi)

e Truc tuyén: Sir dung miu don tryc tuyén trén trang mang cia ching toi tai kp.org
Quy vi ciing o thé lién hé truc tiép véi Piéu Phéi Vién Dan Quyén cua Kaiser Permanente theo dja
chi duoi 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 d¢é 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 Van Phong Dan Quyén Ban Dich Vu Y Té (Department of Health
Care Services, DHCS) theo s0 916-440-7370 (TTY 711)
e Qua thw tin: Pién 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

M3u don than phién hién c6 tai: http://www.dhcs.ca.gov/Pages/Language Access.aspx

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

Cich dé trinh phan nan véi Vin Phong Dan Quyén ciia B Y Té va Dich Vu Nhan Sinh Hoa Ky.

Quy vi cling ¢o quyén dé trinh than phién vé phan biét dbi xir v6i Van Phong Dén Quyén cia Bo Y
Té va Dich Vu Nhan Sinh Hoa Ky. Quy vi c6 thé d¢ trinh than phién bang vin ban, qua dién 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 gt 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 co tai

https://www.hhs.gov/ocr/complaints/index.html

e Truec tuyén: Truy cip Céng Thong Tin Than Phién cua Vin Phong Dan Quyén tai:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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Language Assistance Services

English: Language assistance is available at no cost to
you, 24 hours a day, 7 days a week. You can request
interpreter services, or materials translated into your
language or alternative formats. You can also request
auxiliary aids and devices at our facilities. Call our
Member Service Contact Center for help, 24 hours a
day, 7 days a week (closed holidays).

e Medi-Cal: 1-855-839-7613 (TTY 711)
o All others: 1-800-464-4000 (TTY 711)
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Armenian: Qtiq upnn £ witwn [Lquyjub wewlgnipynit mpudiwnpyty onp 24 dwy,
uwipwien 7 on: “knip Juipnn tip yuwhwbot) puiinp pupgdwbtsh Swnwynigyniiitip, Qtp
1tqUny pupgiwiwsd Jud wyjptnpwiipuyhtt aiwswthny yuwmpuumywd yniptin: “knip
twl upnn tip uinply odwiimwly oglimigynitititip bk vwippbip Wtp hwumwmnipynitbtpnid:
Oqtnipyub hwdwnp qubiquhwptip dtip anudttiph vyuuwpiwd juyh Yabwmpnt opp
24 dwd, wipwipp 7 op (ninh optipnht thwy k):

e Medi-Cal' 1-855-839-7613 (TTY 711)
e U 1-800-464-4000 (TTY 711)

Chinese: FATHH/ 7, 5K 24 /N G B4R AL 5 HE0. 16T ABESRARAE 18 51, SISHHA
RHRIVR 6 T P 2 LA R 2R S T BAZE R AT DA MG o B 1 PR T LRI 6 i
TR AN TN S AR B Tl TR A 7, 5K 24 /N CHEEFRAM .

o JIfFLi: 1-800-757-7585 (TTY 711)
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(TTY 711) 1-855-839-7613 :Medi-Cal o
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Hindi: =T TR @RTT & AT @, & & 24 €2, Hedlg & Ardl &eT 3uclsyr gl
3T G T [t & v, a1 9= fFelr aera & aAfIar v 39eT oS & 35gare
Al & AT, AT dehfeush GGl T Y X Fohol ¢ 3T AR Flaur-wgei &
FETgeh AIEEr AR 3uaolt & fow 8 3Ry #X G 8 1T8—IAT & v gART deed
a3t & FFGH Fg B, T & 24 G, FedAR & Al & (Pefedt ae &t dg war
g) it |

e Medi-Cal: 1-855-839-7613 (TTY 711)

o ST gAY 1-800-464-4000 (TTY 711)

Hmong: Muaj kev pab txhais lus pub dawb rau koj, 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim
tiam twg. Koj thov tau cov kev pab txhais lus, muab cov ntaub ntawv txhais ua koj hom lus, los
yog ua lwm hom. Koj kuj thov tau lwm yam kev pab thiab khoom siv hauv peb tej tsev hauj
lwm. Hu rau peb Qhov Chaw Pab Cov Tswv Cuab 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim
tiam twg (cov hnub caiv kaw).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Dua lwm cov: 1-800-464-4000 (TTY 711)

Japanese: 2 552 L DIEHCHE & R C 24 BEIFE IR C TR W20 £ 97, @R
=B A, BARGEICHER S E B Z?JE)U\iE'J@ﬁ/T J:E)ﬁ%ﬂ% TRV T E
T Flo. HHERICH T A MBI SRRSO WT S TITZEWEEIT £9, BRI
ZEKE S TSV (AR A ZBRE 24 R 7 EI) o

e Medi-Cal: 1-855-839-7613 (TTY 711)
Z OO ZHHESE: 1-800-464-4000 (TTY 711)

Khmer (Cambodian): SSWMaN SSSASISSUHMAS]W 24 1EnHaRuwiy

7 IBHRYWHTHTNY RGN HESURMTY URsnigucnsSusiiy seanig:
USERNSUINIHNIIS]SY gaMcig i gumINSHUTHISSW

P SSHUEUHAOMISIEMIUIDRRKEIRN Siomsiuyuanu
é@éésmtmﬁﬁgm’aﬁﬁﬁmﬁmﬁmmttmjii’gmm IENHEHRDWIY 7 iggmgmmg
U (AguuesGs)

e Medi-Cal: 1-855-839-7613 (TTY 711)
o IHIS]HSIHHI: 1-800-464-4000 (TTY 711)

Korean: 8. % AJtol] #A|glo] Aofx|9d Mu]~E F 8= o] &t & dFY T
Nikln= %@% A2 = Flete] Qloj® Wojd AR EE“ thAl P2e R8s 23y
AT T3 A 8] AWC’M Bz79 2 71715 a3 5 syt A 3] 7Fd At
AU 2 =t AlE ol = 7 Y, ]"l‘24}\]7]‘(%‘§ro I )X@}OWH TS oL,

e Medi-Cal: 1-855-839-7613 (TTY 711)
71E}F BE 7491 1-800-464-4000 (TTY 711)

ol



Laotian: Snvgoeciiscinwagaticgeasluenuan, 24 50lu9hdv, 7 Sudeaio. uwd9sm
DI02V3NVECVWIFI G cONTIFIHCUCTVWIFTIZOIUIM § WSVECLLALIT, WIVEIFIVIOS
aUrNOVFOBCT L L 699563 IOENIW289WoNENT. LMIFVAOAODSINIVTLLIZN
2oqwoncSicognoingoscio, 24 30lu9hdv, 7 Svhertio (Solvdvwn).

e Medi-Cal: 1-855-839-7613 (TTY 711)
o SV9HYVO: 1-800-464-4000 (TTY 711)

Mien: Mbenc nzoih liouh wangv-henh tengx nzie faan waac bun muangx meih maiv cingv, yietc
hnoi mbenc maaih 24 norm ziangh hoc, yietc norm leiz baaix mbenc maaih 7 hnoi. Meih se haih
tov heuc tengx faan benx meih nyei waac bun muangx, a’fai zoux benx nyungc horngh jaa-sic
zoux benx meih nyei waac. Meih corc haih tov tengx nyungc horngh jaa-dorngx aengx caux
jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Beiv hnangv qiemx zuqc
longc mienh nzie weih nor douc waac lorx taux yie mbuo ziux goux baengc mienh nyei gorn
zangc, yietc hnoi tengx duqv 24 norm ziangh hoc, yietc norm leiz baaix tengx duqv 7 hnoi
(simv cuotv gingc nyei hnoi se guon oc).

e Medi-Cal: 1-855-839-7613 (TTY 711)

e Yietc zungv da’nyeic deix: 1-800-464-4000 (TTY 711)
Navajo: Dii h6zh6 nizhoni bee hane’ d66 jiik’ah jooni doonilwo’. Ndik’¢é yadi naaltsoos bee
haz’aanii bee hane’ d66 yadi nihookaa d66 nadaahagii yadi nihookaa. Shi ¢i bee haidinii bibee’
haz’aanii dod bee t’ah kodi bizikinii wo’da’gi doolyé. Ahéhee’ bik’ehgo nohdloon’igii,
24 t’44dawotii, 7 t’a4ddawoliigo (t’dadoo t’adlwo’).

e Medi-Cal: 1-855-839-7613 (TTY 711)

e Yadilzingo bilk’ehgo bee: 1-800-464-4000 (TTY 711)

Punjabi: f5&" fari 3913 €, fos 2 24 W2, I23 © 7 fos, 37 ATE3T 3973 &8 GuseEy I
IH TIHIE i AT’ B, A AHIIIMT § wiet 3T ST wigee d9eT8E B8, 7 faR 2y
TIAC RE YUz 39 B¢ 9631 9d Hae J1 I A \feoret &9 & Aofes Ao w3
QUadE’ BE 9631 99 HaR IF Hee 38 ATt Had AT € Augd ded §, fes 2 24 Wi,
Je3 B 7 fos (8 3 fos st Ifder I) a5 a3

e Medi-Cal: 1-855-839-7613 (TTY 711)
o JI A 1-800-464-4000 (TTY 711)

Russian: fI3p1k0Bast MOMOIIIb TOCTYITHA JJIs1 BaC OECIIATHO KPYTIIOCYTOYHO, €KeTHEBHO. BbI
MOJKETE 3aMPOCUTh YCIIYTH MEPEBOTUUKA WIIM MaTepHAaIIbl, IEPEBEICHHBIC HA Balll SI3bIK WIH B
anpTepHaTUBHBIE (hopMaThl. BbI Takke MoXKeTe 3aKa3aTh BCIIOMOTaTeIbHbIE CPEICTBA U
npucnocoOsieHnst. [|J1st morydeHnst TOMOIIH TIO3BOHUTE B HAIIl IEHTP OOCITYKUBAHUS YIaCTHUKOB
€KEIHEBHO, KPYTTIOCYTOYHO (KpOME MPa3THUYHBIX JTHEH).

e Medi-Cal: 1-855-839-7613 (unus TTY 711)
e Bce ocranbubie: 1-800-464-4000 (muuus TTY 711)



Spanish: Tenemos disponible asistencia en su idioma sin ningtn costo para usted 24 horas al dia,
7 dias a la semana. Usted puede solicitar los servicios de un intérprete, que los materiales se
traduzcan a su idioma o formatos alternativos. También puede solicitar recursos para
discapacidades en nuestros centros de atencion. Llame a nuestra Central de Llamadas de Servicio
a los Miembros para recibir ayuda 24 horas al dia, 7 dias a la semana (excepto los dias festivos).

e Para todos los demas: 1-800-788-0616 (TTY 711)

Tagalog: May magagamit na tulong sa wika nang wala kayong babayaran, 24 na oras sa isang
araw, 7 araw sa isang linggo. Maaari kayong humiling ng mga serbisyo ng interpreter, o mga
babasahin na isinalin sa inyong wika o sa mga alternatibong format. Maaari rin kayong humiling
ng mga pantulong na gamit at device sa aming mga pasilidad. Tawagan ang aming Center sa
Pakikipag-ugnayan ng Serbisyo sa Miyembro para sa tulong, 24 na oras sa isang araw, 7 araw

sa isang linggo (sarado sa mga pista opisyal).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Lahat ng iba pa: 1-800-464-4000 (TTY 711)

Thai: fuinmsthomdesunmuinass 24 1 lumniulas Lifda o9 Taoaauanunsave Idusnns
A vsmaualenansifunuvainaunis Tustuuudug 16 auanunsnveglnsaliazniae
oo Idaudusnsvoun lay Insmisiaudfnsionsuinsaundnvaaisiiovoanu
whuwdonaon 24 trluawmniu DevihnsTuseiunye)

e Medi-Cal: 1-855-839-7613 (TTY 711)
o fidugviaiua: 1-800-464-4000 (TTY 711)

Ukrainian: ITocnyru nepekianaya HaaloTbCsl OE3KOIITOBHO, 111710,1000BO, 7 THIB HA THIKICHb.
Bu MoxeTe 3poOUTH 3aITUT Ha MOCIYTH YCHOTO NepeKiaaada abo OTpUMaHHs MaTepiaiiB y
TIePEKIIaJll MOBOIO, SIKOKO BOJIOJIETE, YK B ajIbTepHATUBHUX (popmaTax. Takoxk BU MOXKETE 3pOOUTH
3aIUT Ha OTPUMAaHHS JIOTIOMDKHHX 3ac001B 1 IPUCTPOIB Y 3aKJIaax HAIIOI MEpEeKi KOMIaHIH.
Tenedonyiite B HaIll KOHTAKTHUN IIEHTP /11 0OCITYTOBYBaHHS KIIIE€HTIB IJIOA000BO, 7 AHIB HA
THKJIEHB (KPIM CBATKOBUX JIHIB).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Vci inmi: 1-800-464-4000 (TTY 711)

Vietnamese: Dich vy hd tro ngon nit dugc cung cap mién phi cho quy vi 24 gid mdi ngay, 7 ngay
trong tun. Quy vi c6 thé yéu cau dich vu théng dich, hodc tai liéu dugc dich ra ngdn ngit cta quy
vi hodc nhiéu hinh thirc khac. Quy vi cling co thé yéu cAu cac phuong tién trg gitip va thiét bi bd
tro tai cac co sd cua ching t6i. Goi cho Trung Tam Lién Lac ban Dich Vu Héi Vién cta ching t6i
dé dugc tro gitp, 24 gid mdi ngay, 7 ngay trong tudn (trir cac ngay 18).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Moi chuong trinh khac: 1-800-464-4000 (TTY 711)
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