@ﬁé KAISER PERMANENTE. Individual and Family Plans
Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. ACCOU nt Cha nge FO rm

Hyattsville, MD 20785 Maryland

Instructions

e If you are an existing Kaiser Permanente for Individuals (KPIF) member enrolled directly into a KPIF account, you may use this form to make plan
changes or account changes.

* Only the subscriber or parent/legal guardian of a child-only account can fill out this form.

* If you are an existing KPIF member enrolled through Maryland Health Connection, all account and plan changes to your existing coverage must be requested
through marylandhealthconnection.gov. If you are not sure how you are enrolled or need additional support, please call 1-800-255-5169 (TTY 711).

o 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
and select the date you'd like your plan or account change to take effect (effective dates are not guaranteed). Then select what changes you'd like
to make in Section B.

o If you are a subscriber ending coverage, your dependents’ coverage automatically ends. If you're ending KPIF coverage because you are newly eligible
for Group coverage or Medicare, your dependents have a Special Enrollment Period to enroll in new KPIF coverage. Go to kp.org/specialenrollment
or contact Member Services to learn more.

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 (if any) Gender: Social Security number (if any)

Male Female - -

Home address (no P.0. boxes)
City
State ZIP code Primary phone (mobile phone, if available)

Email address

Mailing address Check if same as home address
City
State ZIP code Primary phone (mobile phone, if available)

Requested future effective date
(date must be the 1st of the month)

/on/
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B. What change(s) do you want to make?

Subscribers (including the parent or legal guardian of child-only accounts) can make all the changes below for any family members. To make a change
other than listed below, you can call Member Services at 1-800-777-7902.

End all coverage for myself and everyone on the account.

End all coverage for a family member.

Make the changes shown in Section A. (If you're changing your
name, please include legal documentation of the change.)

C. Which family members are affected by the change? (piease list below.)
If you have more than 3 dependents with a change, attach a copy of this page and complete the information for those dependents. Provide phone and

email for dependents aged 18 and over only.

Spouse/domestic partner

Name change

End medical coverage

First name

Last name

Medical record number (if any)

Primary phone (mobile phone, if available)

Email address

Gender:
Male Female

MI Date of birth (mm/dd/yyyy)

A

Social Security number (if any)

Dependent 1 Name change Add medical coverage End medical coverage
First name MI Date of birth (mm/dd/yyyy)
Last name

Medical record number (if any)
Primary phone (mobile phone, if available)

Email address
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Gender:
Male Female
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Social Security number (if any)

(continues)



C. Which family members are affected by the change? (please list below.) (continued)
If you have more than 3 dependents with a change, attach a copy of this page and complete the information for those dependents. Provide phone and

email for dependents aged 18 and over only.

Dependent 2 Name change Add medical coverage End medical coverage
First name MI Date of birth (mm/dd/yyyy)
Last name

Medical record number (if any)

Primary phone (mobile phone, if available)

Email address

Gender:
Male Female

Social Security number (if any)

Dependent 3 Name change Add medical coverage End medical coverage
First name MI Date of birth (mm/dd/yyyy)
Last name

Medical record number (if any)
Primary phone (mobile phone, if available)

Email address
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Gender:
Male Female
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Social Security number (if any)



D. Sign the form

* [ understand that Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Health Plan), will rely on the information provided in this form. |
understand if | commit fraud or intentional misrepresentation of material fact, then Health Plan may deny or rescind coverage for me and all my
dependents back to the date of the fraud or intentional misrepresentation of material fact. | will be given 30-days advance notice by Health Plan before
coverage is rescinded. In the event of rescission, | agree to be responsible for all medical costs incurred by Health Plan, and Health Plan may reduce those
costs by any premiums paid. If medical costs exceed the amount of premium paid, | agree to be responsible to Health Plan for the difference.

* If you have questions concerning the benefits and services that are provided by or excluded under this agreement, please contact a Member
Services representative at 1-800-777-7902 before signing this application.

* WARNING: ANY PERSON WHO KNOWINGLY OR WILLFULLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT
OR WHO KNOWINGLY OR WILLFULLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE
SUBJECTTO FINES AND CONFINEMENT IN PRISON.

* 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 is $18 per member per month plus a potential bonus. To learn more, visit kp.org/brokercompensation.

* 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.

Note: The subscriber making a change must sign the form.

X Date (mm/dd/yyyy)
/ /

Subscriber/new subscriber (parent or legal guardian for subscribers under 18)

Contact information

Mail to: Kaiser Permanente for Individuals and Families Or fax to: Questions? Call
P.O. Box 23127 Membership Administration 1-800-777-7902
San Diego, CA 92193-9921 1-855-355-5334

All plans are offered and underwritten by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan) complies with
applicable federal civil rights laws and does not discriminate, exclude people or treat them differently on
the basis of race, color, national origin (including limited English proficiency and primary language), age,
disability, or sex (including sex characteristics, intersex traits; pregnancy or related conditions; sexual
orientation; gender identity, and sex stereotypes).

Kaiser Health Plan:

» Provides no cost aids and services to people with disabilities to communicate effectively with us,
such as:
* Qualified sign language interpreters
» Written information in other formats, such as large print, audio, braille and accessible electronic
formats

* Provides no cost language services to people whose primary language is not English, such as:
* Qualified interpreters
» Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711)

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance by mail or phone at:
Kaiser Permanente, Appeals and Correspondence Department, Attn: Kaiser Civil Rights Coordinator, 4000
Garden City Drive, Hyattsville, MD 20785, telephone number: 1-800-777-7902.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

This notice is available at https://healthy.kaiserpermanente.org/maryland-virginia-washington-
dc/language-assistance/nondiscrimination-notice

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services including appropriate auxiliary aids and
services, free of charge, are available to you. Call 1-800-777-7902 (TTY: 711).

A7CE (Amharic) thet: A7ICT 291.51% Pt 1. PP &% aPCEPTT AG RIANCETT enIPC 0RT% WG AN

N2 150 (1 1-800-777-7902 et (TTY: 711)=

el i) laaal 5 saebusall il s (e lld 8 Loy Ay il B2 Lusal) Lo el a5 ey yall Canai i€ 13) 14035 (Arabic) 4 )
(711 :TTY) 1-800-777-7902 -2 L Jsi)

‘Basdd Wudu (Bassa) Mbi sog: nia maa Basaa, njal mbom a ka maa njang ndol ni mbom mi tson ni son,
nin ma kénnen y¢, mbi eyem. Wo nan 1-800-777-7902 (TTY: 711)

;l%m (Bengali) JTATETST foer: ayrsifer IRAT FAT IE, AT
ARMY A9 O] H[F9] (M@ H(d<1l 1-800-777-790 TTY
&1 amo—on


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://healthy.kaiserpermanente.org/maryland-virginia-washington-dc/language-assistance/nondiscrimination-notice
https://healthy.kaiserpermanente.org/maryland-virginia-washington-dc/language-assistance/nondiscrimination-notice

F3X (Chinese) ;XEEIH : RS P50 AAESRHEES BEIIRT - BIREE BB IR - 2
7 1-800-777-7902 (TTY : 711) -

OB ) e 4y eclio (il st 5 eSS alen ) eq i) bgay (S0 G o)l 0L 40 S) 14255 (Farsi) PreL
A el (711 1(Ae 088) TTY) 1-800-777-79020L o) U s )

Francais (French) ATTENTION : si vous parlez frangais, des services d'assistance linguistique
comprenant des aides et services auxiliaires appropriés, gratuits, sont a votre disposition. Appelez le
1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit
entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfugung. Rufen Sie 1-800-777-7902 an
(TTY: 711).

a2l (Gujarati) tllel AUW: %81 AR Al Al €], Al 092U UslaAUs Usla Wl A UEcloll eunt
ASLA A, dAHRL HIZ s Gucou 8. 1-800-777-7902 (TTY: 711) UR Sl 3.

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale kreyol, w ap jwenn sevis asistans lang tankou
ed ak sévis konplemanté adapte gratis. Rele 1-800-777-7902 (TTY: 711).

=Y (Hindi) £amer &: 391 39 Y arerd §, ar 3mes T 39gerd Hgre 39eIoT 3R a3t afgd s
FETIAT HATU AW 3901eY & | 1-800-777-7902 T HieT Y (TTY: 711).

Igbo (Igbo) TINYE UCHE: O buru na i na-asu Igbo, Ory enyemaka nke asusu gunyere udi enyemaka na
oru kwesiri ekwesi, n'efu, di nye gi. Kpoo 1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE. Se parla italiano, puo usufruire gratuitamente dei servizi di assistenza
linguistica compresi gli opportuni aiuti e servizi ausiliari. Chiamare il numero 1-800-777-7902 (TTY: 711).

H 35 (Japanese) I : I AEEZET A, WY HMEERCY — &2 & ST BT — £ 200
CHESLET, 1-800-777-7902 £ THEA 2 (TTY: T11)

o] (Korean) F9]: &=ro] & FAF81A 45, Fadh 52 717] 9 Au| 7 £89 lo) g Au| =7}
T 822 AlFguUct 1-800-777-7902 = 7 33 A4 (TTY: 711).

Naabeehé (Navajo) Dii BAA AKO NiNIZIN: Dii saad bee yanitti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’,
biniit’aa da beeso ndinish’aah t’aala’l bi’aa ‘anashwo’ doo biniit’aa, t'aadoo baahilinigoo bits’aadoo yeel, t'aa
jiik’eh, éi nd héld, koji’ hddiilnih 1-800-777-7902 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se fala portugués, temos a sua disposicéo servigos gratuitos de
assisténcia linguistica, incluindo servigos e materiais de apoio adequados. Ligue para 1-800-777-7902
(TTY: 711).

Pycckun (Russian) BHUMAHWE! Ecnv Bbl roBopuTe NO-pycckn, BaMm AOCTYMHbI 6ecnnaTHble ycnyru
A3bIKOBOW MOAAEPXKKM, BKINOYaA COOTBETCTBYIOLLME BCNOMOraTenbHble cpeactaa n ycnyru. lNossoHute
no Homepy 1-800-777-7902 (TTY: 711).

Espaiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicién servicios de asistencia
linguistica que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al 1-800-777-7902
(TTY: 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng tulong
sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang bayad. Tumawag
sa 1-800-777-7902 (TTY: 711).

na (Thai) Tdsansiu: wmnnvinuwan =1 lng vinug1usazasuusnsaandasiun1sn

FUNILATDIN ELUR AURTUTATLEFUTILUUNERU LW Tns 1-800-777-7902 (TTY: 711).

Calia i o =S S Jrala clend (S il (S gl e O 55 g e sl oK) 2aa 58 (Urdu) g2
(TTY: 711) 1-800-777-7902 (2 S JS -ladd 5 Aol () glase

Tiéng Viét (Vietnamese) CHU Y: Néu ban noi tiéng Viét, ban co thé st dung cac dich vu hé tre ngén

ngl mién phi, bao gdm cac dich vu va phwong tién ho tro phu hop. Xin goi 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba 1 so &édé Yoruba, awon isé iranléwé &dé té fi kin awon ohun &lo
iranlowo t6 ye ati awon isé laisi idiyelé wa fun 0. Pe 1-800-777-7902 (TTY: 711).
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