
AGENT OF RECORD 
CHANGE FORM

SUBSCRIBER INFORMATION

I (the subscriber) authorize the insurance agent/producer listed below to share  
enrollment, disenrollment, and summary plan information specific to the applicant with 
the insurance carrier.

Date  Health Record Number

Subscriber Name Subscriber Signature

AGENT/PRODUCER INFORMATION

KP Agent Number KP Agency Number

Agent Name  Agency Name

Agent Signature

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. 2101 E. Jefferson St., Rockville, MD 20852 2024BK0995 MAS 8/9/24-12/31/25
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