8% KAISER PERMANENTE.

Application for health coverage

Individual and Family Plans

Who can use
this

You may use this application to apply for a Kaiser Permanente for Individuals and Families
(KPIF) plan.

o [f you want coverage for your family on the same KPIF plan, please fill out one application for the family.

appllcatlon? If someone in your family wants a different health plan, they must complete a separate application.
* To be eligible for KPIF coverage, you must live in our California service area.
Who should e |f you or any dependent you're applying for are entitled to Medicare Part A or are enrolled in
t thi Medicare Part B, that applicant is not eligible to apply for new KPIF coverage. Please visit
not use this kp.org/medicare to learn more about your Medicare plan options or to apply for Medicare coverage.
appllcatlon? e 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 13 to find your local HICAP program information.

¢ Ifyou qualify for and want federal or state financial assistance to help pay for copays, coinsurance,
deductibles, or premiums, don't complete this application. You must apply for coverage through
Covered California at CoveredCA.com.

e To make changes to your existing KPIF account, call 1-800-464-4000 (TTY 711).

' Things to
remember

o If you're applying during open enrollment, the date we receive your application may change your
effective date — it will usually be January 1 if you apply by December 31. Please send this application
back as quickly as you can - or you can apply faster online at buykp.org.

o If you're applying during a special enrollment period, go to kp.org/specialenroliment
or call 1-800-494-5314 (TTY 711) for instructions.

e Please answer all questions, and type or print using ink only. Leave an empty box in between words,
and put a hyphen in the box for hyphenated names.

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

* To make sure your application is processed in time and isn't canceled, please return every page of
the application, completed, with all the required signatures, first month's payment, and proof of your
qualifying life event. All fields are required if information is available. Providing your phone number
and email will make it easier for us to reach out, if needed, to process your application. Send these
materials by mail to:

Kaiser Permanente for Individuals and Families
P.0. Box 23127
San Diego, CA 92193-9921

Or send it by secure fax to: 1-855-355-5334
Note: Checks must be mailed and can't be faxed.

“ Need help?

e For help with completing this application, please call 1-800-494-5314 (TTY 711).
e We'll provide language assistance at no cost to you.

e |f you're working with a broker, please call them for assistance.

All plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612.
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Primary applicant

STEP 1: Choose your enrollment period

Select one option: Open enrollment (skip to Step 2) 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.

Change in health coverage Domestic violence or spousal abandonment occurring within
Loss of minimum essential health coverage (write the last full day you the household

had coverage) Losing a dependent through divorce, dissolution of domestic

Eligibility to purchase an individual health plan through an individual coverage partnership, or legal separation
health reimbursement arrangement (ICHRA) or a qualified small employer health
reimbursement arrangement (QSEHRA) . .
Discontinuation of employer contribution or government subsidization Change in residence

of COBRA premiums Permanent relocation within the United States with access to
new plans

Death of the subscriber or a dependent

Misinformation about your enrollment in minimum essential coverage
Provider network changes

Eligibility for app-based transportation or delivery network company Note: Please check one of the following boxes:
health care stipend U.S. citizen/permanent resident

Permanent relocation to the United States from another country

Change in household Non-U.S. citizen

Gaining or becoming a dependent through marriage or domestic partnership ~ Other qualifying life events

Gaining or becoming a dependent through the birth of a child, adoption, or Determination by Covered California of exceptional circumstances

placement for adoption or foster care Demonstrating that a qualified plan substantially violated a

Note: In this case, you also need to choose between 2 effective date options: material provision of its contract in relation to the enrollee
The date of birth, adoption, or placement for adoption or foster care Release from incarceration

The first day of the month after we receive the application

Child support order or other court order to cover a dependent

Note: In this case, you also need to choose between 2 effective date options:
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 when your qualifying life event occurred. / / (mm/ddfyyyy)
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Primary applicant

|
STEP 2: Choose your health plan

Choose one health plan. If any family members are applying for different health plans, please submit a separate application for each plan. To avoid
paying for 2 plans or having a gap in coverage, cancel any other coverage as of the day before your new coverage starts. Enrolling in a new plan won't
automatically cancel existing coverages.

Bronze Silver Gold Platinum
Kaiser Permanente - Kaiser Permanente - Kaiser Permanente - Kaiser Permanente -
Bronze 60 HDHP HMO Silver 70 HMO Off Exchange Gold 80 HMO Coinsurance Platinum 90 HMO
Kaiser Permanente - Kaiser Permanente - Kaiser Permanente -
Bronze 60 HMO Silver 70 HMO 2850/50 PCP Gold 80 HMO
Kaiser Permanente - 0 Kgiser Permanente - Ezllsdeégel-rlnl\q/li)ng?;g _PCP
Bronze 60 HMO 8200/0% PCP Silver 70 HDHP HMO Kaiser Permanente -
4000/25% PCP Gold 80 HMO 750/35 PCP

Kaiser Permanente -
Gold 80 HDHP HMO 2500/15% PCP

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.

Kaiser Permanente - Minimum Coverage HMO

For information about health and dental benefits and limitations, cost-sharing amounts, and premiums, please review the details in your enrollment
materials. To request a copy of the Combined Membership Agreement, Evidence of Coverage, and Disclosure Form for a particular plan, please go to
kp.org/plandocuments, call 1-800-464-4000 (TTY 711), or contact your broker.

STEP 3: 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 turns 19. Kaiser Permanente
offers an optional dental insurance plan to adults, which includes those individuals whose eligibility for pediatric dental services has ended. This
optional coverage is available for an additional charge. 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.

For your protection, California law requires the following to appear on this form:
Any person who knowingly presents false or fraudulent information to obtain or amend insurance coverage or to make a claim for the payment of a loss is
guilty of a crime and may be subject to fines and confinement in state prison.

Please choose one option below.

Yes. | am requesting enrollment in the KPIC dental insurance plan that is available to me as a supplemental option to my health plan coverage.
Kaiser Permanente Insurance Company, a subsidiary of Kaiser Foundation Health Plan, Inc., underwrites the KPIC dental insurance plan. Once
enrolled, I understand | can't cancel my dental coverage without also canceling my health plan coverage, except during open enrollment or a
special enrollment period.

No. I'm not interested in optional dental coverage.
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Primary applicant

STEP 4: Enter your information (allfields are required, if available)

In an individual plan, the primary applicant is the person who will be covered by the health plan. In a family plan,
Primary applicant  the primary applicant is the family member on the health plan who is authorized to make changes to the account. If
this application is only for a child under 18, the child is the primary applicant.

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

- [ male [ ] Female - )
[ ] Undeclared

Home address (no P.O. boxes)

City

State ZIP code County Primary phone (mobile phone, if available)

Email address

Mailing address L] Checkif same as home address

City

State ZIP code

Preferred language spoken (if not English) Preferred language read (if not English)

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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Primary applicant

Parent or legal guardian

Please complete this section if the primary applicant is a child under 18.
The parent or legal guardian must be 18 or older.

First name MI Date of birth (mm/dd/yyyy)
Last name

Gender: Social Security number (if any)

|1 male [_] Female [_] Undeclared - -

Preferred language spoken (if not English)

Preferred language read (if not English)

Spouse/domestic partner to be covered

A domestic partner is a person registered and legally recognized as your
domestic partner by the state of California.

First name M Choose one:
Spouse Domestic
L5 L] partner
Last name
Date of birth (mm/dd/yyyy) Former medical record number (if any) State (if any)
Gender: Social Security number (if any) Primary phone (mobile phone, if available)
|1 Male [ ] Female [_] Undeclared ) ) } )
Email address
4422974809 California 2027 Page 5 of 13




Primary applicant

If you have more than 2 parent(s)/stepparent(s) to be covered, please fill out an

Parent(s)/Stepparent(s) to be covered extra copy of this page and submit it with your application.

1 Firstname MI Date of birth (mm/dd/yyyy)
Last name
Former medical record number (ifany) State (ifany)  Gender: Social Security number (if any)
_ [71 male [[] Female ) i
[] Undeclared

Primary phone (mobile phone, if available)

Email address

2 First name MI Date of birth (mm/dd/yyyy)
Last name
Former medical record number (if any) State(ifany) ~ Gender: Social Security number (if any)
_ D Male D Female ) i
[] undeclared

Primary phone (mobile phone, if available)

Email address
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Primary applicant

Dependents to be covered

1 First

name

If you have more than 3 dependents to be covered, please fill out an extra copy of this page
and submit it with your application. Provide phone and email for dependents aged 18 and over only.

MI

Date of birth (mm/dd/yyyy)

/1| 1/

Last

name

Former medical record number (if

any)

State(ifany)  Gender:

Relationship

top

rimary applicant

Email address

D Male D Female
D Undeclared

Primary phone (mobile phone, if available)

Social Security number (if any)

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

Relationship

to primary applicant

Email address

[] male [ Female
[] Undeclared

Primary phone (mobile phone, if available)

3 First name M Date of birth (mm/dd/yyyy)
Last name
Former medical record number (if any) State (ifany) ~ Gender: Social Security number (if any)

Rela

tionship

top

rimary applicant

Email address

[ male [[] Female
[] Undeclared

Primary phone (mobile phone, if available)
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Primary applicant

STEP 5: Choose an authorized representative (if you have one)

You can give a trusted friend or relative permission to talk about this application with us, see your information, or act for you on matters related to this
application only. This person is called an authorized representative.

First name MI

Last name Primary phone (mobile phone, if available)

By signing, you've appointed this person as your legally authorized representative to get official information about this application,
and to act for you on matters related to this application.

Date (mm/dd/yyyy)

X /T

Primary applicant (parent or legal guardian for children under 18)

STEP 6: Sign the application agreement

Important: All applicants, parent(s)/stepparent(s), and dependents 18 and older must read, sign, and date below. If the primary applicant is a child
under 18, then their parent or legal guardian must sign. By signing, the parent or legal guardian agrees to be responsible for paying all premiums,
copays, coinsurance, and deductibles for all the applicants listed on this application. A copy of your agreement with your signature is as valid as the
original. If signatures are missing, we will cancel the application. If there are more than 2 parent(s)/stepparent(s) and/or dependents 18 and older
signing, please attach a copy of this page with the additional signatures. To be eligible for KPIF coverage, you and any dependent you're applying for
can't be entitled to Medicare Part A or enrolled in Medicare Part B.

« | verify that no applicant listed on this application is entitled to Medicare Part A or enrolled in Medicare Part B.

» | understand that Kaiser Foundation Health Plan, Inc., will rely on the information provided in this application. If any information is found to be fraudulent
or intentionally misrepresented, then Kaiser Foundation Health Plan, Inc., may choose to terminate coverage back to the coverage effective date.

« If 1 worked with a broker, | permit Kaiser Permanente to share the enroliment and disenrollment information listed on this application with them. |
understand that the broker or Kaiser Permanente representative may get financial and/or nonfinancial payments from Kaiser Permanente because
they assisted me with this application.

* By providing my email address and phone number(s), | understand | may receive email and/or voice/text communications from Kaiser Permanente.
For more information visit healthy.kaiserpermanente.org/termsconditions.

Date (mm/dd/yyyy)

X /11

Primary applicant (parent or legal guardian for children 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 /17

Dependent (18 and older)

Date (mm/dd/yyyy)

Dependent (18 and older)
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Primary applicant

STEP 7: 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.

Date (mm/dd/yyyy)

X /T 1/

Primary applicant (parent or legal guardian for children under 18)

Date (mm/dd/yyyy)

X /11

Spouse/domestic partner

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

X /T

Dependent (18 and older)

Date (mm/dd/yyyy)

X /T

Dependent (18 and older)

A copy of your agreement with your signature is as valid as the original. If signatures are missing, we will cancel the application. If there are more
than 2 parent(s)/stepparent(s) and/or dependents 18 and older signing, please attach a copy of this page with the additional signatures.

4422974809 California 2027 Page 9 of 13



Primary applicant

STEP 8: Enter first month’s payment details

Payment information

First name of person responsible for payment MI

Last name of person responsible for payment

Address

City

State ZIP code

Payment options (choose one) |1 Electronic payment [ ] Check || Moneyorder || Creditcard [ ] Debit card

If electronic payment, select account type: || Checking account [_] Savings account

| authorize Kaiser Foundation Health Plan, Inc. (KFHP), and the designated financial institution to accept this transfer of the first month's payment
amount from my checking or savings account.

Bank name

Routing number Account number

Account holder's first name MI

Account holder's last name

Date (mm/dd/yyyy)

/L )/

X

Account holder's signature

If check or money order
Write the name of the primary applicant on the check. Mail payment with your application to the address listed on page 1.

To pay with a credit or debit card, please fill out the section below.

Cardholder's first name as it appears on card MI

Cardholder's last name as it appears on card

Card number Expiration date (mm/yyyy)
X Date (mm/dd/yyyy)
/ /

Cardholder's signature
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Primary applicant

Automatic monthly payments (optional)

To cancel or update automatic payments, go to kp.org/payonline or call the Member Service Contact Center at 1-888-236-4490 (TTY 711).

Do you want to sign up for automatic monthly payments?
[ Yes |1 No, I don't want automatic monthly payments. (Skip this page)
[ ] I'want to enter a new payment method here. (Please fill out this page.)
[ ] Please use the same payment method | provided for my first month's
payment. (Skip this page.)
First name of person responsible for payment MI

Last name of person responsible for payment

Billing address

City

State ZIP code

Automatic payment options (choose one) |1 Electronic payment || Credit card (debit cards can't be used)

If electronic payment, select account type: || Checking account [_] Savings account

I authorize Kaiser Foundation Health Plan, Inc. (KFHP), and the designated financial institution to accept this transfer from my checking or savings account.
Bank name

Routing number Account number

Account holder's first name MI

Account holder's last name

Date (mm/dd/
X ( yyyy)

/L |/

Account holder's signature

To pay with a credit card, please fill out the section below.

Cardholder's first name as it appears on card MI

Cardholder's last name as it appears on card

Card number Expiration date (mm/yyyy)
X Date (mm/dd/yyyy)

Cardholder's signature
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Primary applicant

For applicants using a broker or Kaiser Permanente representative

If a broker or Kaiser Permanente representative (employee) helped you decide which plan to enroll in or helped you fill out this application, please
make sure they complete this page.

The broker may receive monetary payments or other compensation from Kaiser Permanente in connection with your purchase of this coverage.
Our standard compensation is $14 per member per month plus a potential bonus. To learn more, visit kp.org/brokercompensation.

Note: Premiums are the same whether or not you use a broker or Kaiser Permanente representative.

To be completed by your broker or representative after you complete this application:

Notice to broker or Kaiser Permanente representative: If you have assisted the applicant in submitting the application, the law requires that you attest
to this assistance. If, in making this attestation, you state as true any material fact you know to be false, you will be subject to a civil penalty of up

to ten thousand dollars ($10,000), as authorized under California Health and Safety Code section 1389.8(c) or Insurance Code section 10119.3, in
addition to any other applicable penalties or remedies available under current law.

Agency name Agency ID number
Broker or Kaiser Permanente representative (first, middle, last)

Address

City

State ZIP code Kaiser Permanente-appointed ID number National producer number (NPN)
Primary phone (mobile phone, if available) Fax

Email address

You must answer the following question by selecting Yes or No:

I (the broker/Kaiser Permanente representative) have not made any representations to the applicant about any provisions, benefits, conditions,
or limitations of the Combined Membership Agreement, Evidence of Coverage, and Disclosure Form except through written materials furnished
by KPIF. The applicant has been informed that the effective date of coverage is assigned by KPIF. I certify that the information supplied to me
by the applicant has been truly and accurately recorded.

| assisted the applicant in submitting this application. To the best of my knowledge, the information on this application is complete and accurate.
I explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information, and the applicant
understood the explanation.

[Tves []No

Date (mm/dd/yyyy)

X /T

Broker or Kaiser Permanente representative
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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
3333 Soquel Drive, Suite A

Soquel, CA 95073

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
4651 Telephone Road
Ventura, CA 93003
805-477-7310



Nondiscrimination Notice

99 ¢6 2

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan,
Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, Inc., and the Southern California
Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not 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 in a timely manner:

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 Services department at the numbers below. The call is
free. Member services is closed on major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
o Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
o All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

Upon request, this document can be made available to you in braille, large print, audio, or electronic
formats. To obtain a copy in one of these alternative formats, or another format, call our Member
Services department and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us 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: Call our Member Services department. Phone numbers are listed above.

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.

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)


https://kp.org
https://kp.org
https://kp.org/facilities

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 for
Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services
Office for Civil Rights in writing, by phone or by email:

e By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
e By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office for Civil Rights 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 for
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

U.S. Department of Health and Human Services Office for Civil Rights Complaint
forms are available at: https://www.hhs.gov/ocr/office/file/index.html

¢ Online: Visit the Office for Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf


https://kp.org
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Notice of Language Assistance

English: ATTENTION. Timely language assistance
IS available at no cost to you. You can ask for
interpreter services, including sign language
interpreters. You can ask for materials translated
into your language or alternative formats, such as
braille, audio, or large print. You can also request
auxiliary aids and devices at our facilities. Call our
Member Services department for help. Member
Services is closed on major holidays.

e Medicare, including D-SNP: 1-800-443-0815
(TTY 711), 8 a.m. to 8 p.m., 7 days a week

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours
a day, 7 days a week

e All others: 1-800-464-4000 (TTY 711), 24 hours
a day, 7 days a week

i b (8 Loy cdaa il lead bl iy clile 281SH 1 500 8 8 55e 4y ) 8l 4 galll ac Lual)  4di :Arabic
Al i s cale ol 8 Sl () gy A8yl Jie ALy ey 5l iRl dea e G5 (il GliSay 5 LEY) A
elac¥) Ciladd andy Juail L) je 8 30 lise 3 jeal 5 aclise Jilu s (il Ul @liSay 3508 o jaly
Ayl @Uaall b elae Yl cilead Jand ¥ saebudll e J seasll Ll (Member Services)

(tlae 8 N aloa 8 ((TTY 711) 1-800-443-0815 : l= D-SNP iz i L <Medicare o
gmd) A7

g s G ol 7 casll (34elu 24 ((TTY 711) 1-855-839-7613 = :Medi-Cal e

g sl Ao 7 asll 3dels 24 (TTY 711) 1-800-464-4000 :Lrex 02 3Y1 o

Armenian: NECUTCNREBNPL: Fudwtwlhtt mpudwnpyny (kquljut
wowljgnipiniip hwuwbh E dkq wud&wn: Inip Yupnn tp jpugpl) pubwynp
pupqUuimpjul Sunuynipmniiibp, wn pynd dhunbtph (kqUh pupguwihsibp:
“nip Jupny tp junpt) dbp 1Eqyny pupguudws wyniptp jud wyjpunpuipugh
Alusunthbip, hisuthuhp ki ppuyyp, dAwjiwgpnipiniip Jud unpsnp tnwpwinbuwlp:
“nip Jupny bp twlb nhut] odwtinul] wmowlgnipjut b uwpptph hwdwp, npnup wnljw
ki Ukp hwunwwnnipniuttpnid: Oqunipyut hwdwp quiuquhwptp dkp BGunwdukph



uyuwuwpldwb pudhtt (Member Services): Uunudutph uvywuwpluw pudhuip thuly
E hhdtwlwt tint opkpht:

e Medicare, utpunju D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-p,
guipwipn 7 op

e Medi-Cal' 1-855-839-7613 (TTY 711), opp 24 dw, pwpwpp 7 op

e Ujniupnnpp 1-800-464-4000 (TTY 711), opp 24 dw, pupwipp 7 op

Chinese: EFE. AT L 240 2E S VB, 0T DLESRIRE O 3F RS, B
FAERNF o 18T DU RO BORHEN B B A8 B4 FH A8 B B At =R A, anE S
AN K TR SRR LR A B FRAT Tt P S S B L B A TR S R
245 (Member Services) PAFREUA] B 85 55 H WATR] 2 5 AR S5 AN T

o BEFFEESTRTHRI (Medicare), {335 D-SNP: 1-800-443-0815 (TTY 711),

E TR, L8 e 8 A
o IIMESTMEBN R 1-855-839-7613 (TTY 711), 438 7 K, 4K 24 /N
o FITHAMLERIIR]: 1-800-757-7585 (TTY 711), 45/ 7 1, 4K 24 it

et il Fica 2l asm s Lad s B sk 4 @ser b elus ) saie ser Sl 42 65 :Farsi
Ohasa gl 49 exddan i calllae 2 5ice Cimad Lo L3N () las e ades ) caiS Canl 5 3 ) (AL dea
Otiaad Cad ) Chsya b Qla b o gea Wy dad alaa ) canS sl a0 1 0 Sl slacdd o
line ] cilend U oSS il 50 g) 50 i€ Cand a0 le 31 e ) 1) oSS slaelEiny 5 Ul Al i e

) Ay sy ket 3 celiac) Cilaad 3 80 Gl L (Member Services)

 poe 8 zen 8 1 ((TTY 711) 1-800-443-0815 e L :D-SNP Jibi <Medicare
wdo A 55,7 0
Gl s 5557 <5 it cele 24 5 (TTY 711) 1-855-839-7613 o et L :Medi-Cal o
RE}
ol 43 555 7 Gsmilad el 24 53 ((TTY 711) 1-800-464-4000 o esi L : 5o 3 }Ag .
LD
Hindi: €A1 | §HT U &) ST dTell HTNT FErI AT 310 forw [T fohdy eeh & 3uerey Bl
3T GHTTRAT {aT3il & forw 3y oY Hebdl &, Toaa H1get A9t & ganiidr ot enfarer €1
3T AIHATIGT Bl 3T HINT AT dehfoUen UET, S T sier, 31T, AT 3 e # 31garg
Tl & forw T &g Fepdl & | 3T TAR FraUT-Hhal W Ferde A9t AR Ui o1 o
U B Febel & | T b ToT TAR & FaT faHTT (Member Services) &1 @il |
EET {1 TAHT HTT Fieed arel & 9g e &

o Medicare, TS/ D-SNP 2Mf#el &: 1-800-443-0815 (TTY 711), e 8 Ia U I
8 I3 Ik, TOTE & 7 e

e Medi-Cal: 1-855-839-7613 (TTY 711), fca & dldig a¢, @@ & 7 e

o arehr T3f: 1-800-464-4000 (TTY 711), Ra F ANw ae, a7 e




Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb ncav sij hawm rau koj. Koj muaj
peev xwm thov kom pab txhais lus, suav nrog kws txhais lus piav tes. Koj muaj peev
xwm thov kom muab cov ntaub ntawv no txhais ua koj yam lus los sis ua Iwm hom, xws
li hom ntawv rau neeg dig muag xuas, tso ua suab lus, los sis luam tawm kom koj. Koj
kuj tuaj yeem thov kom muab tej khoom pab dawb thiab tej khoom siv txhawb tau rau
ntawm peb cov chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub Chaw Pab
Tswv Cuab (Member Services). Lub chaw pab tswv cuab kaw rau cov hnub so uas
tseem ceeb.

e Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog
8 teev tsaus ntuj, 7 hnub hauv ib lub vij

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib
lub vij

e Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub
hauv ib lub vij

Japanese: ZHE, YEICLG U EEYA— NE, BECIRHWERETET, b
I FFER A B OER — A2 K TE £, JF, KNEFE, E3skE s~
E. HRTEOFHEICHERINTERMNO 7 +—~<y OB EZ RO DH Z LN TE
F9, oM TR ECHER OB b K-> Tl Y £9, BB MLERTIL,
A Y — A BERE < 723V, AW —E A (Member Services) 133
ERRATITEELTBY £H¥ A,

e D-SNP %% ¢ Medicare: 1-800-443-0815 (TTY 711). “FRii 8 B &5 1% 8 Wi
T, PR

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 i), (K

o T4 T: 1-800-464-4000 (TTY 711), 24 ], 4Lk

Khmer (Cambodian): tis S8 SMeNtd

RSWAMNNSINUHNSESINWBS SSSIGUENULSY ORMIMGI Ny~
USTU IESIRERUSTUM M IINRHEIRN RGN QmiRusicnSusiium
MNIUIHA USHHIREIS]|SEOSMHMPMNU (01S[H UHAPS I RS s1ain
NSWUISY SHEUMAINNSSWSTMuAISHIUNIDRNRIRN pugiunisiigs
1IN IS (Member Services) IURIHHHRUENURSWY ivhenR/RicnsUsisi
I UERIENS I

e Medicare j5S1H D-SNP: 1-800-443-0815 (TTY 711) f11EnH 8 (1M KU 8 WU
7 IgBRywuchin

e Medi-Cal: 1-855-839-7613 (TTY 711) 24 i HARUWIG 7 igHRgwcn

o 13}H191S]55: 1-800-464-4000 (TTY 711) 24 iENRAHUWIG 7 IgHRgwucn)

Korean: SFl ARg}. A1 71 445k -5 o] A Als. 31 /S L3 59
Mul2g QAT F UdFUTh dxol 2 Mgd s e A, eH e e & 249
2o A Ao ARE 2T T AFUT A3 A A Bx 7)o FAE YT

T AdFYTE 73 A A H] 2~ (Member Services) -4 ol  shalo] =35
QAN L. F o FRHAol = AR P AE R dekA] e



o Medicare(D-SNP ¥3}), 57 2 ¢ A 8 A]~9 % 8 2] o] 1-800-443-0815 (TTY 711)
Ho = Fo

¢ Medi-Cal: 1-855-839-7613 (TTY 711), 5= 7 &, 8% 24 4| 7}

e 7|E}: 1-800-464-4000 (TTY 711), 5+ 7 &, &}F 24 A| 7k
Laotian: Yogaw. Snausosfiedauwagadagfivioaaldimautosd weaa.
NIWFIWI0SDINIVVILWIF, 0UHIUewag9. saugauanlgcdentgaud iy
waga2e9nIu i §ULLUU$:U, Bu: snaguyy, 1]9, 8 nauBugzvaolng. venaanu
naudzauansSesifegsoudly tavy @UsnenmnéayLﬁ@?ummnﬁaegwam%ﬂ.
Tnnawe tuNdInauszua8n (Member Services) 293wam§ﬂc§]’8éamuéom@"a

wekundInauszuadncuudoludSudinfigaaunage).

e Medicare, 2009 D-SNP: 1-800-443-0815 (TTY 711), 8 ?ugc’éﬂ 219 8 TU9KR9,
7 Sheatio

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 82%u98

e Su7: 1-800-464-4000 (TTY 711), 24 £0tu9af, 7

b
&
Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqy jiepv sih liepc ziangx tengx faan
waac bun meih muangx hingh mv zugc heuc meih ndorqv nyaanh cingv oc. Meih corc
haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan
waac bun muangx. Meih aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx
faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan, fiev benx domh nzangc-
pokc bun hluo, bungx waac-qiez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc
haih tov longc benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic nzie bun yiem njiec
zorc goux baengc zingh gorn zangc. Mborqv finx lorz taux yie mbuo dinc zangc domh
gorn Ziux Goux Baengc Mienh Nyei Dorngx (Member Services) liouh tov heuc ninh
mbuo tengx nzie weih. Ziux goux baengc mienh nyei gorn zangc se gec mv zoux gong
yiem gingc nyei hnoi-nyieqc oc.

e Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm
taux 8 dimv lungh muonx, yietc norm leiz baaix zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc,
yietc norm leiz baaix zoux gong 7 hnoi

e Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux
junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

Navajo: YA’ADIILT]JH. T’aa Ako T’aa Altso K’'ad Dii T’a4a Bini’dée’go Bizaad Bee
Na’anish Bééhdzin, Doo Béeso Bee Na’al’a’ Da. TYéé’'goo trizi'igii éi tséé’ naalkaah
sidd’igii bikada’ dah sidaaigii, t'd’ii bik’eh dah na’atkaigii. T'd’ii éi t¥éé’goo tr'izi’igii bik’eh
dah deidiyos, t'@’ii éi bi'éé’ bik’eh dah na’atkaigii bik’eh dah deidiyés. T'd'ii bik’eh dah
na’atkaigii bikda’ dah na’atkaigii t'4a attso bik’eh dah deidiyds. Nihi Diné Binahasdzgj
Baa Anaat’jj’igii Na’anish (Member Services) Ba Haz'g Bii’ Bee Aka Shich’j’ Hodiilnih.
Dinéetchi Na’anish B4 Haz'g Ei 'Ay6d'at'éego Niheezhch'jjhgo Yaa'ah Nits’aah
Daaztsaat.



e Medicare, bikda’ dah deidiyés D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. go6
8 p.m., 7 jj taat&’i daméo

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 tfohch’ooli ta&ta’i jj, 7 jj taata’i damoo

o Taa atga: 1-800-464-4000 (TTY 711), 24 trohch’ooli t4atd’i i, 7 jj t4&td’i daméo

Punjabi: frrs fe§ | M frg fiedt e et g Aarfes 3073 &6t faat fan B &
Quzgy J| 3 T Tt Aeret i3 Are Bt afg Haw 3, fin g Ardls Faea =
E@mémamgﬁtmﬁ@wgmgwm wﬁﬁqowuas'dﬂ? m«zfaégz
WG, 7 <3 fie f<a vigee3 995 Bel < afd A J1 3H At AgS 3T 3 Aofeg
mm@wwéWaaﬂa@ﬁwmmﬁmﬂwﬂW(Member Services)
2 fegra1 § 1% 99| Hedt Aeret w1 fegrdl HY gt <% few ge Ifder 3|

e Medicare, fiH f&9 D-SNP & 7HS J: 1-800-443-0815 (TTY 711), AR 8 <0 3
HH 8 < 3d, g3 ¢ 7 fua

e Medi-Cal: 1-855-839-7613 (TTY 711), fea € 24 W2, Ig3 T 7 fe®

o TSl HTT: 1-800-464-4000 (TTY 711), fea © 24 W2, g3 2 7 fea

Russian: BHUMAHME! [Ina Bac goctynHbl 6ecnnaTHble 1 CBOEBPEMEHHbIE YCIyru
nepesofa. Bbl MOXeTe 3anpocuTb yCnyru yCTHOro nepesoja, B TOM YuCrie YCnyru
nepesoAYMnKa A3blKa XeCcToB. Bbl Takke MoXeTe 3anpocuTb Matepuarnsi,
nepesefeHHble Ha Ball A3blK UK B anbTepHaTMBHbIX hopmaTax, Hanpumep LWpngTom
Bpanns, kpynHbiM WpudToM nnu B ayanodopmare. Bbl Takke MoxeTe 3anpocutb
AOMNOMNHUTENbHbIE NPUCNOCOBNEHNS U BCNOMOraTesibHble YCTPONCTBA B HALUMX
yupexaeHusx. Ecnn Bam HyHa nomoLLb, NO3BOHUTE B OTAEN 06CnyXnBaHNs
ydacTHukoB. OTaen obcenyxuBaHus yvyactHukoB (Member Services) He paboTaeT B gHU
rocyapCTBEHHbIX NPa3gHUKOB.

e Medicare, Bkntodyas D-SNP: 1-800-443-0815 (TTY 711), 6e3 BbIXOAHbIX
¢ 8:00 go 20:00.

e Medi-Cal: 1-855-839-7613 (TTY 711), KpyrnocyTo4HO 6€3 BbIXOOHbIX.

e Jlobble gpyrne noctaswmku ycnyr: 1-800-464-4000 (TTY 711), KpyrnocyTOYHO
6€e3 BbIXOOHbIX.

Spanish: ATENCION. Se ofrece ayuda oportuna en otros idiomas sin ningiin costo
para usted. Puede solicitar servicios de interpretacion, incluyendo intérpretes de lengua
de senas. Puede solicitar materiales traducidos a su idioma o en formatos alternativos,
como braille, audio o letra grande. También puede solicitar ayuda adicional y
dispositivos auxiliares en nuestros centros de atencién. Llame al Departamento de
Servicio a los Miembros (Member Services) para pedir ayuda. Servicio a los Miembros
esta cerrado los dias festivos principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711),de 8a. m.a 8 p. m,,
los 7 dias de la semana.

e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la
semana.

e Todos los otros: 1-800-788-0616 (TTY 711) las 24 horas del dia, los 7 dias
de la semana.



Tagalog: PAUNAWA. May magagamit na mabilis na tulong sa wika nang wala kang
babayaran. Maaari kang humiling ng mga serbisyo ng interpreter, kasama ang mga
interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-
wika sa iyong wika o sa mga alternatibong format, na tulad ng braille, audio,

o malalaking titik. Puwede ka ring humiling ng mga karagdagang tulong at device

sa aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa
Miyembro (Member Services) para sa tulong. Ang mga serbisyo sa miyembro ay sarado
sa mga pangunahing holiday.

e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang
8 p.m., 7 araw sa isang linggo

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang
linggo

e Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw
sa isang lingo

Thai: &9y fusnshinnuhiamdadiuneuavinunuuiuniaalufia1de
vitrugunsazasuuInsaIu uiva Iz iale vinugunsanalviudatanans
uamzaeviny wdalusduuudug wiudnesiusas WWadae wdadanmsauialne)
vinugansazasualnsal dhevdauavalnsaliasule s @a1uliusaisuadn
Tnsfinsiadhausnnsaandn (Member Services) aadisiazannuaiawvida’le
drausnisaudnaziarvinnsluiunegasanisangg

e Medicare 57uéiy D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. &9 20.00 u. »3a
7 Jusadda

e Medi-Cal: 1-855-839-7613 (TTY 711) aaan 24 tHlus w3a 7 Susiadlaui

o Auq Wonum: 1-800-464-4000 (TTY 711) aaan 24 i wia 7 Jusadua

Ukrainian: YBAI'A! CBoeuyacHi nocnyrn nepeknagaya HagatoTbCsl 0€3KOLITOBHO.

Bu moxeTe 3anuwimTy 3anmUT Ha NOCMyry YCHOro nepeknagy, 30Kkpema MOBOK XeCTIB.
Bu moxeTe 3pobuTn 3annT Ha OTPUMaHHSA MaTepianis, NepeknageHnx BaLwo MOBOIO,
abo B anbTepHaTUBHUX dhopmaTax, SK-OT HagpyKOBaHUM wpundTom bpannsa um
BENUKUM LLUPUEPTOM, a TakoX y 3BykoBoMYy dpopmari. KpiMm Toro, Bu moxeTte 3pobutu
3anuT Ha OTPMMaHHSA AOMNOMIKHMX 3acobiB i NPUCTPOIB Yy 3aknagax Hawoi Mepexi
KomnaHin. Akwo Bam noTpibHa gonomora, 3atenedoHynTe y Bigain obcnyroByBaHHs
knieHTiB (Member Services). Bigain o6¢cnyroByBaHHS KNiEHTIB 3a4MHEHUA Y AepXKaBHi
cBATa.

e Medicare, 3okpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 go 20:00,
0e3 BMXigHuX.
e Medi-Cal: 1-855-839-7613 (TTY 711), uinogo6oso, 6e3 BUXigHNX.
e YciiHwi Hagasavi nocnyr: 1-800-464-4000 (TTY 711), uinogo6oBo, 6e3 BUXigHMX.

Vietnamese: LUU Y. Chung t6i cung cp dich vu hé tro ngdn ng kip thei, mién phi
cho quy vi. Quy vi ¢ thé yéu cau dich vu théng dich, bao gébm ca théng dich vién ngén
nglr ky hiéu. Quy vi cé thé yéu cau tai liéu dwoc dich sang ngdn ngl ctia quy vi hay
dinh dang thay thé, chang han nhw chir néi braille, bang dia thu am hay ban in khé chiv
I&n. Quy vi cling c6 thé yéu cau cac phuong tién va thiét bi phu tro tai cac co s& cla



chung t6i. Goi cho ban Dich Vu Hoi Vién (Member Services) cua chung toi dé duoc tro
giup. Ban Dich Vu HGi Vién khdng lam viéc vao nhirng ngay I€ |lon.

e Medicare, bao gébm c& D-SNP: 1-800-443-0815 (TTY 711), 8 gi® sang dén 8 gi®
t6i, 7 ngay trong tuan

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gi® trong ngay, 7 ngay trong tuan

e Moi chwong trinh khac: 1-800-464-4000 (TTY 711), 24 gio trong ngay, 7 ngay
trong tuan



Nondiscrimination Notice

Kaiser Permanente Insurance Company (KPIC) does not discriminate based on race, color, national origin, ancestry,
religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week
(except closed holidays). We can provide no cost aids and services to people with disabilities to communicate effectively
with us, such as: qualified sign language interpreters and written information in other formats; large print, audio, and
accessible electronic formats. We also provide no cost language services to people whose primary language is not
English, such as: qualified interpreters and information written in other languages. To request these services, please

call 1-800-788-0710 (TTY users call 711).

If you believe that KPIC failed to provide these services or there is a concern of discrimination based on race, color,
national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability you can
file a complaint by phone or mail with the KPIC Civil Rights Coordinator. If you need help filing a grievance, the KPIC
Civil Rights Coordinator is able to help you.

KPIC Civil Rights Coordinator
P.O. Box 1809
Pleasanton, CA 94566
Phone: 1-800-788-0710

You may also contact the California Department of Insurance regarding your complaint.

By Phone:

California Department of Insurance
1-800-927-HELP
(1-800-927-4357)

TDD: 1-800-482-4TDD
(1-800-482-4833)

By Mail:

California Department of Insurance
Consumer Communications Bureau
300 S. Spring Street
Los Angeles, CA 90013

Electronically:
www.insurance.ca.gov

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
if there is a concern of discrimination based on race, color, national origin, age, disability, or sex. You can file the
complaint 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
Phone:1-800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at:

http://www.hhs.gov/ocr/office/file/index.html.

KPIC-ND-2022-010-CA (11/2022)


https://www.insurance.ca.gov
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Notice of Language Assistance

No Cost Language Services. You can get an interpreter and get documents read to you in your language. You may also request for
materials to be translated into your language or alternative formats sent to you. For help, call us at the number listed on your ID card
or 1-800-788-0710. For more help call the CA Dept. of Insurance at 1-800-927-4357. TTY users call 711. English

Servicios de idioma sin costo. Puede obtener servicios de un intérprete y que le lea documentos en su idioma. También puede
solicitar que se traduzcan materiales a su idioma o que se le envien en formatos alternativos. Si necesita ayuda, llamenos al numero
que aparece en su tarjeta de identificacion o al 1-800-788-0710. Para obtener mas informacion, llame al Departamento de Seguros de
California al 1-800-927-4357. Los usuarios de TTY deben llamar al 711. Spanish

REES IR o WA RS A\ EHTRE SR e TS - ] DLECK R B R B R = B A%
AL - WTEY) - FEELE B8 LATYIRVE IS EEEE 1-800-788-07 1088 Fe ilisd - MFFHE—FHB) - FEE
1-800-927-435TELfNINEREmERTRSS  TTY(EHZZ5EFET1L © Chinese

Bizaad bee ako t’aa iiyisi ba oolzinigii. Dii bizaad bee naaltsoos niha alyaaigii t’a4 iiyisi yinitta’go bee hane’ doo naaltsoos niha
nittsg. Dii naaltsoos niha bagh yahoot’éét doo tf’oh yati’igii éi niha bagh yahoot’éétigii t’a4 iiyisi bee na’alkidgo niha dah naasha.
Akot’éego baa ahééh na’idilwo’, doo bik’ehgo naaltsoos bee naazniligii bikaa’” dah naashd ID béésh bee hane’gi t’44 4jit’éego bee
hodiilnih doo 1-800-788-0710 &ttsé. Dikwii holo holne’go, California Béeso Bee Hane’ Atchini Ba Hooghan bee 1-800-927-4357
bibeeso bika anilyeed. TTY yahoot’éét niha shikaad 711. Navajo

Dich Vu Ngén Ngir Mién Phi. Quy vi c6 thé dugc bd tri thong dich vién va ngudi doc thong tin gidy to, tai liéu bang ngdn ngit quy vi
ding cho quy vi nghe. Quy vi ciing c¢é thé yéu cau dich tai liéu sang ngon ngir ctia quy vi hodc guri dén quy vi cac dinh dang thay thé.
Dé duoc giup dd, hiy goi chung toi theo s6 dién thoai ghi trén thé Nhin Dang (thé ID) ciia quy vi hodc sé 1-800-788-0710. Bé duoc
gitip d& thém, vui 1ong goi S& Bao Hiém CA theo s6 1-800-927-4357. Ngudi dung TTY goi s6 711. Vietnamese

-2 o] A&, FAALE S8l AFESHAI = ol 2 A FE HolEfyth Bk AR lA = ol 2 A mE Wosdeta
S AV A Ao ® mujdebal @ ot = Utk Ego] g A5, 319 Aol 4% HEt 1-800-788-0710
HO R LAl Q. F7FE EFo] Qs A, A olF Ba M S 1-800-927-4357TH S 2 £ 5HA 7] &
B oh TTY AFEAFE 711 2. 2 3 81814 A] 2. Korean

Walang Gastos na Mga Serbisyo sa Wika. Maaari kayong kumuha ng interpreter at ipabasa ang mga dokumento sa inyong wika.
Maaari rin kayong humiling na ang mga materyal ay isalin sa inyong wika o ipadala sa inyo sa mga alternatibong format. Para sa
tulong, tawagan kami sa numero na nakalista sa inyong card ng pagkakakilanlan o sa 1-800-788-0710. Para sa higit pang tulong
tumawag sa Departamento ng Insurance ng California sa 1-800-927-4357. Ang mga gumagamit ng TTY ay dapat tumawag sa 711.
Tagalog

Uljdwp (Equljub swpwynipjntutibp: Inip jupnn kp pwtwynp pupgluithy uinwbwyg, b huunwpnpbpp jupnn Ea
nuptpgt] dkq hwdwnp akp Eqyny: Ywpnn Ep twlb jutinpky, np ynipbpp pupgquutyku dtp (Eqyny jud niquplytu dkq
wypunputipughtt Abwswthtpny: Oqunipjut hwdwp quuquhwntp dkq dkp tnyuwljwbwugdut pupnh Ypu s
hwdwpny ud 1-800-788-0710 hinwjunuwhwdwpny: Lpugnighs oqunipjutt hwdwp quiuquhwptp Gwihbnpithuygh
Uwwhnjwqgpnipjub qupsnipinit 1-800-927-4357 hinwjunuwhwdwpny: TTY-hg ogqunynnutpp whwnp £ quuaquhwupk 711:
Armenian

BecniiaTHble ycaIyru nepeBoa4uka. Bel MokeTe BOCIOIB30BaThCS yCITyraMy IIEPEBOAYHKA, U JOKYMEHTBI Oy IyT IPOYTECHBI IS
Bac Ha BalleM s3bIKe. BBl Taroke MoKeTe IoJaTh 3a1poc 0 NepeBOIe MaTepUalIoB Ha Balll A3bIK MM B AIbTEPHATUBHBIC (YOPMATHL.
Ecnu Bam TpeOyeTcst MOMOILb, 3BOHUTE HaM 10 TeJIeOHy, YKa3aHHOMY Ha Ballleil HICeHTH(UKALIMOHHOM KapTe, WK 10 TeseoHy
1-800-788-0710. Ecnin Bam TpeOyeTcs TOMOTHAUTEIBHAS IIOMOIIB, 3BOHUTE B JlemapTamenT crpaxoBanus mrara Kamudopaus mo
tenedony 1-800-927-4357. Ionp3oBaremsm muann TTY ciexyer 3BoHUTH o Tenedony 711. Russian

EEIDOEFEY—Y R, WRETEL, BHEZORT-OSHETHRALTTCHEEY ZENTEET, £, THERHL
BRI ZHRT-OEEBICHR LY., MORRTBEITT5Z L bARETT, R — FAKLERESIT. 0 b— RiC
L SN TV L EEEE . F72131-800-788-0710I1C B EFE L 723V, ISV R — EBAMERGAIEL. Y 74 0=T N
PRI & T1-800-927-435712 A& < 72 &V, TTY2—H—DFH1E, 711E TBEMICTIHEK 72V, Japanese
40 e 48 2 a3 50 0l i Cimad 2 50 2l s Ladi (51 A Gl 4 3l B 2y a5 5 203 4530 (AR e S il e OB A clard
obai e Ly 1-800-788-0710 & (ladi IS 53 7 e o jladh by ¢ ey 5 S il 53 (5150 .03 8 Jlaayl L (5159 G Bl slalld o 12 o e 55 L (L)
Persian . & (ulad 711 o badi b asil 5ie TTY OS2 5850 (ulas 1-800-927-4357 o ke 43 i S dayy o plal Ly jidis laia ) <y a0 (sl 20,580
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HeE3 I A< IH TIHE & AT &8 vyt I (S8 TH3RH UFS A Ji IH wuEt 3T fIg Ardd! © wigee At
feasfuxg granet &t & 963t g9 A Ji ATes 88, Ad 393 WElS! 39z 3 I3 918 S99 A 1-800-788-0710 '3 IS IJ1 I
Hee B8 dgIeIahi S fegar § 1-800-927-4357 '3 B &I TTY © QUUNRISTST 711 '3 26 &I YA Punjabi

WNMANSFRARIGY HHINGS U SHARUMTUSHSSUCISRMUNIHNSESHM HRMnIUE ST
Hﬁﬁmmmmhﬁmnw&guﬁtpﬁmmmzuer—? YUSEHINES]s Lﬁimsﬁ‘imﬁﬁﬂ mu:ﬂum’sm

Y SinUmingiRuesSISTuimsumuesiugs isiiue 1-800-788-0710% uEnUNSWUIiSY

Yy giunisISwRSNURIZMIIGUIIIMINS 1-800-927-43574 HE{O[CN TTY uB1umisiitug 7119 Khmer

aclusd) o Jpanll Ay doa of clindy dan jie 315 Q) bl Liagl @l 3ay lialy oll 330 5l 5ol 85 amn yie o J geanl) liSay ABISH ¢y gy 4 g ciladd

1-800-927-4357 &1 (e Ly S 6 cpaalil) andy Josail 3 Lsal) (g0 3 3l 1-800-788-0710 s <l Aualal) 2 5l Ay e 2 g sall 81 o Uiy G
Arabic 4uall 711 a8 e JLa¥ TTY (eadive o

Kev Pab Txhais Lus Dawb. Koj tuaj yeem txais ib tug kws txhais lus thiab txais kev nyeem cov ntaub ntawv ua koj hom lus. Koj tuaj
kheev thov kom muab cov ntaub ntawv txhais mus ua koj hom lus los sis xa ua Iwm hom ntawv tuaj rau koj huv si. Yog xav tau kev
pab, hu rau peb ntawm tus xov tooj uas sau nyob rau ntawm koj daim npav cim thawj los sis 1-800-788-0710. Rau kev pab ntxiv, hu
rau CA Chaw Ua Hauj Lwm Tswj Kev Tuav Pov Hwm ntawm 1-800-927-4357. Cov neeg siv TTY hu rau 711. Hmong

faam el amoTe & aTT FATd| T T gHITNAT e A Fehod € 3R ST JATIHT TR ST H TG T FATT ST
T §1 3T VAT $T AT T AT I AT A dTor dehfods TET H IFe[dre Faet & v o R ax
Thd g1 TeIar & v, 37uer 3MEE F1S W A AFSR AT 1-800-788-0710 W &H Hiel Y| 31fAF T & forw
Fformiferar Burddic 3% SART F 1-800-927-4357 G ik Y| TTY WAFAT 711 W Frer | FEr: Hindi
u%njsm”'nun'lmﬁvlsjﬁ‘immu%nﬁ A usaralduinisauuasyinisauangstiiaiunmuasaald aaaraualan
saudatfiunuasaanialusduuuduidefonalls indasnisanudiaida TusadasanunaeuInsdwvindsangu

uiinssvindizadnauvisadinsiavianeia 1-800-788-0710 wnsasmsanuhawmdaiiudn Tlsadasansunisisedusoy
avisumdWasiiianuunawey 1-800-927-4357 gludiazas TTY Tusadiasiaviunaiau 711 Thai
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