8% KAISER PERMANENTE. Individual Plan

Kaiser Permanente Medicare Advantage (HMO)

Enroliment form
Washington Region Individual Plan

Have you thought about enrolling on wa-medicare.kaiserpermanente.org/enroll instead?
It's a fast, secure, and easy way to apply.

You can also talk with someone at our Medicare Sales Team who'll help you enroll over

the phone: 1-877-588-5740 (calling this number will direct you to a licensed sales specialist)
(TTY 711), seven days a week, 8 a.m. to 8 p.m. For current members changing plans, call
Member Services at 1-888-901-4600 (TTY 711), seven days a week, 8 a.m. to 8 p.m.

How to fill out this form

1. Answer all questions and print your answers using black or blue ink. Fill in check boxes
with an X.

2. Sign the form on page 6 and date it. Make sure you've read all the pages before you sign.
3. Make a copy for your records.

4. Mail the original, signed form to:

Kaiser Permanente — Medicare Enrollment
P.O. Box 34255
Seattle, WA 98124-1255

5. Fax Number: 206-988-7543

Next steps

e We'll review your form to make sure it's complete. Then we'll let you know by mail that
we've received it.

e We'll let Medicare know that you've applied for Medicare Advantage.

e Within 10 calendar days after Medicare confirms you're eligible, we'll let you know when
your coverage starts. Then we'll send you a Kaiser Permanente ID card and information
for new members.

Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in Kaiser Permanente
depends on contract renewal. You must reside in the Kaiser Permanente Medicare health plan
service area in which you enroll.
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‘ WA - Medicare Advantage - Individual Page 1 of 8

Name

Kaiser Permanente Medical/Health Record Number (for current or past members)

Please contact Kaiser Permanente if you need information in another language or accessible format (Braille).

To enroll in Kaiser Permanente Medicare Advantage, please provide the following information
Please check which plan you want to enroll in (you must reside within a Kaiser Permanente service area):

King, Pierce, and Thurston counties:

Kaiser Permanente Medicare Advantage Key (HMO) - $0 per month

Kaiser Permanente Medicare Advantage Vital (HMO) - $28 per month

Kaiser Permanente Medicare Advantage Essential (HMO) - $99 per month
Kaiser Permanente Medicare Advantage Optimal (HMO) - $295 per month
Kaiser Permanente Medicare Advantage Basic (HMQ), No Part D - $40 per month

Kitsap, Lewis, Snohomish counties and partial counties Grays Harbor ZIP codes (98541, 98557, 98559, 98568) and
Mason County ZIP codes (98524, 98528, 98546, 98548, 98555, 98584, 98588, 98592):

Kaiser Permanente Medicare Advantage Vital (HMO) - $28 per month

Kaiser Permanente Medicare Advantage Essential (HMO) - $99 per month

Kaiser Permanente Medicare Advantage Optimal (HMO)- $295 per month

Kaiser Permanente Medicare Advantage Basic (HMQ), No Part D - $40 per month

Spokane County:

Kaiser Permanente Medicare Advantage Centennial (HMO) - $0 per month
Kaiser Permanente Medicare Advantage Columbia (HMO) - $99 per month
Kaiser Permanente Medicare Advantage Basic (HMQ), No Part D - $40 per month

Island, Skagit, and Whatcom counties:

Kaiser Permanente Medicare Advantage Harbor (HMO) - $85 per month
Kaiser Permanente Medicare Advantage Basic (HMO), No Part D - $40 per month

Optional Dental plan (optional supplemental benefits package):

Would you also like to add Dental coverage to your Kaiser Permanente Medicare Advantage plan? The Optional Dental
plan package is not required. Foran additional $54 per month, you can add this benefit. The monthly premium for the
Optional Dental plan will be added to your Medicare Advantage monthly premium. = 'Yes ' No

Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in Kaiser Permanente depends on contract renewal.
This information is not a complete description of benefits. Call 1-888-901-4600 (TTY 711) for more information.
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‘ WA - Medicare Advantage - Individual Page 2 of 8

Name

LAST Name:
Mr. Mrs. Ms.

FIRST Name: Middle Initial: ~ Sex:
Male Female

Home Phone Number: Mobile Phone Number: Birth Date: (mm/dd/yyyy)
- - - - I

Permanent Residence Street Address (P.0. Box is not allowed):
City:
County: State:  ZIP Code:

Mailing Address (only if different from your Permanent Residence Address)
Street Address:

City: State:  ZIP Code:

E-mail Address:

Please Provide Your Medicare Insurance Information

Please take out your red, white and blue Medicare card to Name (as it appears on your Medicare card):
complete this section.

e Fill out this information as it appears on your Medicare Number:
Medicare card.
“OR- Is Entitled To: Effective Date:
HOSPITAL (Part A) / /

e Attach a copy of your Medicare card or your letter from
Social Security or the Railroad Retirement Board. MEDICAL (Part B) / /

You must have Medicare Part Aand Part B to join a
Medicare Advantage plan.
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‘ WA - Medicare Advantage - Individual Page 3 of 8

Name

Paying Your Plan Premium

You can pay your monthly plan premium (including any late enrollment penalty that you currently have or may owe)
by mail each month. You can also choose to pay your premium by automatic deduction from your Social Security or
Railroad Retirement Board (RRB) benefit check each month.

If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be notified by the Social Security
Administration. You will be responsible for paying this extra amount in addition to your plan premium. You will either
have the amount withheld from your Social Security benefit check or be billed directly by Medicare or RRB. DO NOT pay
Kaiser Permanente the Part D-IRMAA.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If eligible, Medicare could pay
for 75% or more of your drug costs including monthly prescription drug premiums, annual deductibles, and coinsurance.
Additionally, those who qualify will not be subject to the coverage gap or a late enrollment penalty. Many people are eligible
for these savings and don't even know it. For more information about this Extra Help, contact your local Social Security office,
or call Social Security at 1-800-772-1213.TTY users should call 1-800-325-0778. You can also apply for Extra Help online at
www.socialsecurity.gov/prescriptionhelp.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or part of your plan
premium. If Medicare pays only a portion of this premium, we will bill you for the amount that Medicare doesn't cover.

If you don't select a payment option, you will get a bill each month.

Please select a premium payment option:

Get a bill
After you receive your first bill, you can choose a different payment option. If you want your monthly premium bill
mailed to a different address than your other mail, please provide that address here:

City: County: State:  ZIP Code:

Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit check.
| get monthly benefits from: Social Security' ' RRB

(The Social Security/RRB deduction may take two or more months to begin after Social Security or RRB approves the deduction. In
most cases, if Social Security or RRB accepts your request for automatic deduction, the first deduction from your Social Security or RRB
benefit check will include all premiums due from your enrollment effective date up to the point withholding begins. If Social Security
or RRB does not approve your request for automatic deduction, we will send you a paper bill for your monthly premiums.)
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Name

Please read and answer these important questions:
1. Do you have End-Stage Renal Disease (ESRD)? Yes = No

If you have had a successful kidney transplant and/or you don't need regular dialysis anymore, please attach a note or
records from your doctor showing you have had a successful kidney transplant or you don't need dialysis; otherwise we may
need to contact you to obtain additional information.

2. Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal employee health benefits
coverage, VA benefits, or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Kaiser Permanente? ' Yes = No
If "yes," please list your other coverage and your identification (ID) number(s) for this coverage:

Name of other coverage:

ID # for this coverage: Group # for this coverage:

3. Are you a resident in a long-term care facility, such as a nursing home? ' Yes ' No
If "yes," please provide the following information:

Name of Institution:

Address of Institution (number and street): Phone Number:

4. Are you enrolled in your State Medicaid program? ©Yes | No
If "yes," please provide your Medicaid number:

5. Do you oryour spouse work? = 'Yes ' No

Selecting a primary care provider: To select your primary care provider with Kaiser Foundation Health Plan of Washington
(primary care providers do not include specialists), please include their name here. Note: If you are a current Kaiser Permanente
member and are not making a primary care provider change, please leave blank.

Please check one of the boxes below if you would prefer us to send you information in a language other than English or
in an accessible format:

Spanish Large Print | Braille CD

Please contact Kaiser Permanente at 1-888-901-4600 if you need information in an accessible format or language other than
what is listed above. Our office hours are seven days a week, 8 a.m. to 8 p.m.TTY users should call 1-800-833-6388 or 711.

Please Read This Important Information
If you currently have health coverage from an employer or union, joining Kaiser Permanente could affect

your employer or union health benefits. You could lose your employer or union health coverage if you join
Kaiser Permanente Medicare Advantage. Read the communications your employer or union sends you. If you have
questions, visit their website, or contact the office listed in their communications. If there isn't any information on
whom to contact, your benefits administrator or the office that answers questions about your coverage can help.
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Name

Please Read and Sign Below

By completing this enrollment application, | agree to the following:

Kaiser Permanente is a Medicare Advantage plan and has a contract with the Federal government. | will need to keep my
Medicare Parts Aand B. | can be in only one Medicare Advantage plan at a time, and | understand that my enrollment in this
plan will automatically end my enrollment in another Medicare health plan or prescription drug plan. Itis my responsibility to
inform you of any prescription drug coverage that | have or may get in the future. | understand that if | don't have Medicare
prescription drug coverage, or creditable prescription drug coverage (as good as Medicare's), | may have to pay a late enrollment
penalty if I enroll in Medicare prescription drug coverage in the future. Enrollment in this plan is generally for the entire year.
Once | enroll, I may leave this plan or make changes only at certain times of the year when an enrollment period is available
(Example: October 15 - December 7 of every year), or under certain special circumstances.

Kaiser Permanente serves a specific service area. If | move out of the area that Kaiser Permanente serves, | need to notify the plan
so | can disenroll and find a new plan in my new area. Once | am a member of Kaiser Permanente, | have the right to appeal plan
decisions about payment or services if | disagree. | will read the Evidence of Coverage document from Kaiser Permanente when
| get it to know which rules I must follow to get coverage with this Medicare Advantage plan. | understand that people with
Medicare aren't usually covered under Medicare while out of the country except for limited coverage near the U.S. border.

| understand that beginning on the date Kaiser Permanente Medicare Advantage coverage begins, I must get all of my health care
from Kaiser Permanente, except for emergency or urgently needed services or out-of-area dialysis services. Services authorized

by Kaiser Permanente and other services contained in my Kaiser Permanente Evidence of Coverage document (also known as a
member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR KAISER PERMANENTE
WILL PAY FOR THE SERVICES.

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

Dental plan optional supplemental benefits conditions of enrollment

If you checked “Yes" to add the Dental optional supplemental benefits package on page 1, please read the

information below.

By completing this enroliment application:

e | understand that the Dental plan optional supplemental benefits package is only available to members enrolled in a Kaiser
Permanente Medicare Advantage Plan.

e | understand that | must get covered care from network providers, except for emergency or urgently needed services.

e | understand that | can stop my Dental plan optional supplemental benefits package coverage anytime. If | disenroll, | won't be
eligible to enroll again until the next Dental plan optional supplemental benefits package annual election period for coverage
that has a start date of January 1, 2021.
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Name

Release of Information: By joining this Medicare health plan, I acknowledge that Kaiser Permanente will release my
information to Medicare and other plans as is necessary for treatment, payment and health care operations. | also acknowledge
that Kaiser Permanente will release my information including my prescription drug event data to Medicare, which may release it
for research and other purposes that follow all applicable Federal statutes and regulations. The information on this enrollment
form is correct to the best of my knowledge. | understand that if | intentionally provide false information on this form,

| will be disenrolled from the plan.

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

Signature:

Today's Date: / /

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

Address:

Phone Number:

Relationship to Enrollee:

Agent Use Only:
Date Received by Agent: / / Released to Client for Submission: / /
ICEP/IEP AEP Not Eligible Effective Date of Coverage: / /

SEP (reason if SEP)
Appointment type Scope of Appointment attached Yes . No
Name of Kaiser Permanente staff member
Broker or agent name
Kaiser Permanente agent ID number
Company/house name (if applicable)

Kaiser Permanente house ID number Phone number
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Name

Attestation of Eligibility for an Enroliment Period

Typically, you may enroll in a Medicare Advantage plan only during the annual enroliment period from October 15
through December 7 of each year. There are exceptions that may allow you to enroll in a Medicare Advantage plan outside
of this period.

Please read the following statements carefully and check the box if the statement applies to you. By checking any of the following
boxes you are certifying that, to the best of your knowledge, you are eligible for an Enroliment Period. If we later determine that
this information is incorrect, you may be disenrolled.

| am new to Medicare.

l'am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage Open Enrollment

Period (MA OEP).

| recently moved outside of the service area for my current plan or | recently moved and this plan is a new option for me.
| moved on (insert date) / /

| recently was released from incarceration. | was released on (insert date) / /

| recently returned to the United States after living permanently outside of the U.S. | returned to the U.S. on (insert date)

[

| recently obtained lawful presence status in the United States. | got this status on (insert date) / /

| recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, or lost Medicaid)
on (insert date) / /

| recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help, had a change
in the level of Extra Help, or lost Extra Help) on (insert date) / /

| have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get Extra Help paying for my
Medicare prescription drug coverage, but | haven't had a change.

| am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or long-term care
facility). | moved/will move into/out of the facility on (insert date) / /

| recently left a PACE program on (insert date) / /

| recently involuntarily lost my creditable prescription drug coverage (coverage as good as Medicare’s).
| lost my drug coverage on (insert date) / /
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Name

| am leaving employer or union coverage on (insert date) / /
I belong to a pharmacy assistance program provided by my state.
My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

| was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My enrollment in that plan started on
(insert date) / /

| was enrolled in a Special Needs Plan (SNP) but I have lost the special needs qualification required to be in that plan. | was
disenrolled from the SNP on (insert date) / /

| was affected by a weather-related emergency or major disaster (as declared by the Federal Emergency Management
Agency (FEMA). One of the other statements here applied to me, but | was unable to make my enrollment because of the
natural disaster.

If none of these statements applies to you or you're not sure, please contact Kaiser Permanente at 1-800-446-8882
(TTY users should call 1-800-833-6388 or 711) to see if you are eligible to enroll. We are open seven days a week, from
8a.m.to 8 p.m.
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Kaiser Permanente Nondiscrimination .
Notice and Language Access Services % KAISER PERMANENTE.

KAISER PERMANENTE NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc.
(“Kaiser Permanente”) comply with applicable federal civil rights laws and does not discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, age, disability, sex, sexual
orientation, gender identity, or any other basis protected by applicable federal, state, or local law. We also:

Provide free aids and services to people with disabilities to help ensure effective communication, such as:

e Qualified sign language interpreters
e Written information in other formats (large print, audio, and accessible electronic formats)
e Assistive devices (magnifiers, Pocket Talkers, and other aids)

Provide free language services to people whose primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact Kaiser Permanente.

If you believe that Kaiser Permanente has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance. Please call us if you need help submitting a grievance. The Civil Rights Coordinator will be notified
of all grievances related to discrimination.

Kaiser Permanente
Phone: 206-630-4636
Toll-free: 1-888-901-4636
TTY Washington Relay Service: 1-800-833-6388 or 711
TTY Idaho Relay Service: 1-800-377-3529 or 711
Electronically: kp.org/wa/feedback

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, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

For Medicare Advantage Plans Only: Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in
Kaiser Permanente depends on contract renewal.

© 2018 Kaiser Foundation Health Plan of Washington H5050_XB0001444 56_18 accepted
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LANGUAGE ACCESS SERVICES

English: ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 1-888-901-4636 (TTY: 1-800-833-6388 or 711).

Espaiiol (Spanish): ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica.
Llame al 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

§h3Z (Chinese) : L RIS EREREP , B0 LIREESEESERIRS. FEE
1-888-901-4636 (TI'Y. 1-800-833-6388 / 711).

Tiéng Viét (Vietnamese): CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho
ban. Goi s6 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Bt 0{(Korean): F2|: =018 M85t Al B2, ¢0{ X[ MHHIAE FEE 0[85H4l = U&Lch
1-888-901-4636 (TTY: 1-800-833-6388 / 711) HHO 2 ﬂs} a8 FAAR.

Pycckuit (Russian): BHUMAHMUE: Ecnu Bbl roBOpPUTE Ha PYCCKOM A3bIKe, TO BaM AOCTYMHbl 6ecnaaTHble ycayru
nepesofa. 38oHuTe 1-888-901-4636 (Tenetaiin: 1-800-833-6388 / 711).

Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
sa wika nang walang bayad. Tumawag sa 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

YKpaiHcbKa (Ukrainian): YBATA! fKLL0 BU pO3MOBASIETE YKPATHCbKOIO MOBOIO, BU MOXKETE 3BEPHYTUCA A0
6€e3KOLWTOBHOI CNyXK6M MOBHOI NiATPUMKK. TenedoHyiTe 3a Homepom 1-888-901-4636
(tenetann: 1-800-833-6388 / 711).

MENTI (Khmer)$ TULTH: BOROSHARISI, WG STWEH WBSAR AESOTUUHAY GIg 1600
1-888-901-4636 (TTY: 1-800-833-6388 / 711)4

BZAEE (Japanese): S FRFBIH : HAEZEINDE & BROSEXEZCHAVWEZETEY,
1-888-901-4636 (TTY: 1-800-833-6388 / 711) £ T. PEIEIC T ELELZEL\,

A71CS (Amharic) : 90 FO0F: 291575 L2 ATICT NPT FCTI° ACAS SCET 1A ALLTHP T HHIE+PA: DL,
T NtAD- TC 2L 1-888-901-4636 (9209t A+ASTFM-: 1-800-833-6388 / 711).

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

UASR (Punjabi) fimirs fe€: A 37T Uarsl 988 3, 37 57 @9 A3 AT 393 &8 He3 Gussg J|
1-888-901-4636 (TTY: 1-800-833-6388 / 711) ‘3 5 I |

80 555 4 gl Bac Lusall cladd ()l (Aalll S0 dhaas S 1) A3 gada B cilaglra g Bas b o Jguandl (33 aal (Arabic): 4l

. (711 / 1-800-833-6388) :aSull s auall iila o3 ) 1-888-901-4636 4d p Juall, Glaallcll

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfligung. Rufnummer 1-888-901-4636 (TTY: 1-800-833-6388 / 711).
ln)‘)ﬁ‘)ﬁ‘)O (Lao): EUOQ?U T]‘)O‘) U)‘)DCO‘)&)?E’?Q?O NIV QD’)‘)DQOE)CU)SO?DU)‘)S? ?oeuczgm
CCOVDWBL (ZU')U)‘)D 20)8 1-888-901-4636 (TTY: 1-800-833-6388 / 711).
Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi dostupne

su vam besplatno. Nazovite 1-888-901-4636 (TTY- Telefon za osobe sa ostecenim govorom ili sluhom:
1-800-833-6388 / 711).

Frangais (French): ATTENTION: Si vous parlez francais, des services d’aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-901-4636 (ATS: 1-800-833-6388 / 711).

Romana (Romanian): ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica,
gratuit. Sunati la 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Adamawa (Fulfulde): MAANDO: To a waawi Adamawa, e woodi ballooji-ma to ekkitaaki wolde caahu. Noddu
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

= ol Ladh (g 0 OBy o gy (L) g S o SR o )8 L4 ) 4a g (Farsi): (ot
8 o4l 1-888-901-4636 (TTY: 1-800-833-6388 / 711) L, 3L
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