2026 Oregon Small Group § KAISER PERMANENTE.

Employee EnrOIIment/Change FO rm All plans offered and underwritten by Kaiser Foundation

L ) Health Plan of the Northwest. 500 NE Multnomah St.,
Please print in black or blue ink only. Suite 100, Portland, OR 97232.

Employer section (To be completed by the employer. Subgroup and billgroup information required if

coverage is selected.)

Company name'

Group #1 Effective date of coverage’ / /
Medical subgroup # Billgroup

Family dental subgroup # Billgroup
Enrollment/change reason — complete if existing group' (Please check one.)

[JNew hire [ 1Open enrollment [JPart-time to full-time

[ INewborn [ 1COBRA []Change

[ Loss of coverage [] State continuation [] Other

A Employee information (Employee completes sections A, B, and C.)

Select benefit type:1
Medical2 [ (plan choice)
Dental:  []Family dental (adult and pediatric) (plan choice)

Legal name (last, first, Mi)1

Former/maiden name (if any)

Date of birth? / / Social Security #

Sex! [JM [JF [JX [JDecline to provide (at thistime)  Pronoun(s)

Home address? Apt.
City State ZIP Email

Mobile phone3 Home phone

Medical record # (if any) Preferred language

B Dependent information (For additional dependents, please use our Addendum to Oregon Small
Group Employee Enrollment/Change Form.)

Select one: []Spouse/registered domestic partner* []Non-registered domestic partner

Legal name (last, first, MI)1 Date of birth? / /

Social Security # Sex' [JM [JF [JX [Decline to provide (at this time)
Pronoun(s) Mobile phone3 Disabled []Yes [[]No
[]Medical?

(] Family dental (adult and pediatric)

Other health insurance [1Yes [1No Insurance co.

Policy # Medical record # (if any)

(continues on back)
TRequired.
20regon Standard medical plans do not include pediatric dental coverage (pediatric dental coverage is included in all other
medical plans). If you're enrolling on a Standard plan and would like to obtain certified pediatric dental coverage for members
18 and younger, you may select a family dental plan, if offered by your employer.
3Required for those who are 18 and older.
4A person who is legally recognized as your domestic partner in a valid Certificate of Registered Domestic Partnership issued by
the state of Oregon, validly registered as your domestic partner under the laws of another state, or otherwise recognized as
your domestic partner under criteria agreed upon, in writing, by Kaiser Foundation Health Plan of the Northwest and your group.
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B Dependent information (continued)

Dependent (child) legal name (last, first, MI)1:2

Date of birth? / / Social Security #

Sex! [JM [JF [JX [Decline to provide (at this time) Pronoun(s)

Mobile phone3 Disabled [Yes [JNo
[1Medical4

[]Family dental (adult and pediatric)

Other health insurance [[]1Yes [[1No Insurance co.

Policy # Medical record # (if any)

Dependent (child) legal name (last, first, MI)1:2

Date of birth? / / Social Security #

Sex! [JM [JF [JX [Decline to provide (at this time) Pronoun(s)

Mobile phone3 Disabled [JYes [JNo
[1Medical4

[ ] Family dental (adult and pediatric)

Other health insurance [[]1Yes [[1No Insurance co.

Policy # Medical record # (if any)

[ Check here to add additional dependents and attach the Addendum to Oregon Small Group Employee
Enrollment/Change Form.

C Important — Your application cannot be processed without your signature. Please read the entire form
before signing.

If you make an intentional misrepresentation of material fact through misstatement or omission, Kaiser Foundation
Health Plan of the Northwest (KFHPNW) may, within the first two years of coverage, deny coverage, modify or cancel
the contract, and/or take any other legal action available to it by law. Applicant must promptly inform KFHPNW

in writing if anything happens before coverage takes effect that makes the application incomplete or incorrect. It
may be a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the
purpose of defrauding the company. Penalties may include imprisonment, fines, and denial of insurance benefits.

| acknowledge by my signature that the information | have supplied on this form is true and correct and that | have
read and agree to the requirements, terms, conditions, limitations, and provisions described on this form.

Employee signaturel Date / /

Print name:

TRequired.

2Eligible through the last day of the month of their 26th birthday month or for dependent children over the age of 26 with a
developmental disability, mental illness, or a physical disability.
Per state law, if children of the insured employee are covered, children of state-registered domestic partners are covered on
the same basis. If your employer chooses to provide coverage for non-state-registered domestic partners, and children of
the insured employee are covered, children of non-state-registered domestic partners are covered on the same basis.

3Required for those who are 18 and older.

40regon Standard medical plans do not include pediatric dental coverage (pediatric dental coverage is included in all other
medgical plans). If you're enrolling on a Standard plan and would like to obtain certified pediatric dental coverage for

members 18 and younger, you may select a family dental plan, if offered by your employer.

&% KAISER PERMANENTE.
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Please read the following before signing your form

The following statements are valid for the period of coverage | have selected under this plan for myself and my
current and future dependents who are or will be covered, unless | or my dependents provide written notification of
a change.

e | hereby acknowledge, on behalf of myself and my enrolled family members, that Kaiser Foundation Health Plan
of the Northwest (KFHPNW) may request personal health information, including information regarding treatment
or services that any of us may receive from a physician, health care practitioner, hospital, medical office, or
other medical facility. | also acknowledge that KFHPNW or its authorized designee may use and disclose such
personal health information for treatment, payment, or health care operations without authorization in accordance
with applicable law. This is not an authorization for the Health Insurance Portability and Accountability Act
of 1996 (HIPAA).

e | allow the proper deductions, if any, to be made from my earnings as my part of the cost of this coverage.

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

Member rights and responsibilities

For more information about Kaiser Permanente member rights and responsibilities, go to kp.org/disclosures and
select "Oregon/SW Washington” from the pull-down menu.

Submitting the enrollment application

This enrollment form is to be submitted by the employer. Please be sure the form is complete and includes the
employee’s signature. Missing or incomplete information may significantly delay the enrollment process.

By mail: By fax:* By email:

Kaiser Permanente 1-855-355-5334 csc-den-roc-group@kp.org
P.O.Box 23127

San Diego, CA 92193

Plan details, including all benefits, exclusions, and limitations, are provided in the Evidence of Coverage (EOC). To get
an EOC for a particular plan, contact Member Services. In the event of any conflict between this brochure and the EOC,
the EOC prevails.

*Please limit fax submissions to one enrollment form per transmission.

W/

e
N
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https://kp.org/disclosures

How to fill out this form

1. Please print legibly in black or blue ink.

2. To be enrolled, you must live or work within
the Northwest service area unless you are
an Added Choice® out-of-area member.

3. Your employer must complete the
employer section. Your employer is
responsible for confirming all information
before submitting this form, especially
effective dates, as these affect
your premium.

4. You must complete sections A through
C. In section A, fill out information
about yourself. Fill out section B if you
are enrolling any dependents. Be sure
to include any former last names for
dependents. Read section C and the entire
form. Then sign and date the form.

5. Once the form is complete, retain a copy for
your records. (You will soon have access to a
digital Kaiser Permanente ID card.)

All effective dates will be made in accordance
with the contractual agreement between the
group (your employer) and Kaiser Foundation
Health Plan of the Northwest.

Member Services

Monday through Friday, 8 a.m. to 6 p.m.
1-800-813-2000

or

1-866-616-0047 for Kaiser Permanente Plus™
and Added Choice® members

For TTY, call 711. For language interpretation
services, call 1-800-324-8010.

FOSGENRLO126

Get connected

Follow the simple steps on the left side of this page to
enroll in your plan.

I'm a new member!

Create your online account

Enjoy around-the-clock, secure access to care with
online features that can save you time and money. Once
you are registered, you can email your doctor’s office,
view most lab results, refill most prescriptions, schedule
routine virtual or in-person appointments, and much
more.* Go to kp.org/newmember to get started.

Your ID card

After your enrollment has been processed, you

can create your online account through the

Kaiser Permanente app or kp.org/newmember.

You can now access your digital ID card on the
Kaiser Permanente app, which contains your name
and unique 8-digit medical record number. You'll
want to have your digital ID card or physical card handy
when you call for 24/7 advice or come to us for care.

New Member Welcome Desk

We are here to help you and your family understand
your plan and connect to care. If you have questions
or need help, call or schedule an appointment with
our New Member Welcome Desk at 1-888-491-1124,
Monday through Friday, 8 a.m.to 5 p.m.

Choose your doctor — and change any time

Go to kp.org/newmember to browse our doctor
profiles and find a doctor who matches your needs.

Transfer your prescriptions

If you have prescriptions to transfer, you can do so
either online at kp.org/newmember or by calling
1-866-616-0047 (TTY 711). You can usually receive
a one-time refill of a prescription written by a
nonparticipating or out-of-network provider if the
medication is on our formulary and your prescription
allows for refills.

*These features apply to care you get at Kaiser Permanente
facilities.
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Nondiscrimination Notice

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and
state 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), age, disability, or sex (including sex
characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes).

Kaiser Health Plan:

= Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services
to communicate effectively with us, such as:

e Qualified sign language interpreters

e 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:
e Qualified interpreters
¢ Information written in other languages

If you need these services, call Member Services at 1-800-813-2000 (T'TY: 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, sex, gender identity, or sexual orientation, you can file a
grievance with our Civil Rights Coordinator, by mail, phone, or fax. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You may contact our Civil Rights Coordinator at:

Member Relations Department

Attention: Kaiser Civil Rights Coordinator
500 NE Multnomah St., Suite 100
Portland, OR 97232-2099

Fax: 1-855-347-7239

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/oct/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

TDD: 1-800-537-7697

Complaint forms ate available at www.hhs.gov/oct/office/file/index.html.

For Washington Members:

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically
through the Office of the Insurance Commissioner Complaint portal, available at
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at
1-800-562-6900, or 360-586-0241 (TDD). Complaint forms are available at

https:/ /fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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This notice is available at https://healthv.kaiserpermanente.org/oregon-washineton /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 1-800-813-2000 (TTY: 711).

A71C5 (Amharic) Fh-£F: ATCT PG4 hPY 1N, PP £8F ARCEPTT AT A141FTT (R IPC PRI
ACSZ R14°T N12 275 4= N 1-800-813-2000 L Lm-A (TTY: 711):

Fdiall el g e Lsall Jilars e lld 3 Ly 2 salll saeliaal) class ol i 5 e jall s i€ 1) 14t (Arabic)is ad)
(711 :TTY) 1-800-813-2000 1L il (laall

13 (Chinese) )xEEIH © WURMEEPOC > EREG R EGE S B - GinEE e ik
7 - 277E1-800-813-2000 (TTY : 711) -

Cosea 4y cmlia (s Gledd 5 LSS alax Sl eqth) Dheuy (S Cumaa 8 L) 4 Kl dag (Farsi)<_,-*~*:Jlé
(711 (50 ) TTY) 2i,fs ol 1-800-813-20000 <oud i i 3 L)

Francgais (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
1-800-813-2000 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit
entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfigung. Rufen Sie
1-800-813-2000 an (TTY: 711).

HAFE (Japanese) T & : HAGELZGETHE. HEU MBI GOT —E X250 S XET—E X
NHERLCHEL X1 FEF, 1-800-813-2000F TREFHL 723 (TTY: 711)

12§ (Khmer) WRGHSHNA 10GASUNWIST IUNSSWM AN JIBSIRSSWS BN UUIU
INWSSSSIY SISSUniEsSY w1l 1-800-813-2000 (TTY: 711)

3o} (Korean) 9] §50l 2 TASH 79, W g W /7] 9 Au 27k 239 o} A
Au]7h B2 2 A F g o) 1-800-813-2000% A 33 4] (TTY: 711).

270 (Laotian) céofla‘l:ﬁi‘: n:?m"mcé‘”):)w‘):szmp,‘ NVUINIFOLCHDOIVWITI DOLUIRUNOV
2t NIWLINIVFoBCHBNCLTVIESL 2D TIIVIOBLCIVH?. L1 1-800-813-2000 (TTY: 711).

Afaan Oromoo (Oromo) XIYYEEFFANNOO: Yoo Afaan Oromo dubbattu ta'e, Tajaajila gargaarsa
afaanii, gargaarsota dabalataa fi tajaajiloota barbaachisoo kaffaltii irraa bilisa ta'an, isiniif ni jira.
1-800-813-2000 irratti bilbilaa (TTY:- 711)

YAt (Punjabi) fimrs fe€: 7 3l Urmsih 98 I, 37 393 S8 43 QussT I AT AT, e
ST U9 ATfed A3 W3 AT ITHS I&| a5 a9 1-800-813-2000 (TTY:- 711).

Roména (Romanian) ATENTIE: Daca vorbiti roména, va sunt disponibile gratuit servicii de
asistenta lingvistica, inclusiv ajutoare si servicii auxiliare adecvate. Sunati la 1-800-813-2000
(TTY: 711).

Pycckun (Russian) BHUMAHMUE! Ecnu Bbl roBopuTe No-pyccku, Bam OOCTYMNHbI 6ecnnaTHble
yCnyru A3bIKOBOW MOAAEPXKKM, BKIMOYas COOTBETCTBYIOLLME BCNOMOraTernbHble CpeacTsa 1 yCryru.
MosBoHuTE no Homepy 1-800-813-2000 (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
1-800-813-2000 (TTY: 711).
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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 1-800-813-2000 (TTY: 711).

na (Thai) Tdsansiu: winvinuwan = lng vinug1usauasuuinsadasiunen
SHUvLAIav gl auasuInNstE UL aEN TaWs Tns 1-800-813-2000 (TTY: 711).

YkpaiHcbka (Ukrainian) YBATA! Akwo 81 BonogieTe yKpaiHCbKOK MOBOK), BaM OOCTYMHI
6€e3KoLTOBHI NOCAYrKn 3 MOBHOI AOMOMOrK, BKIKOYHO i3 BiAMNOBIgHOK 404ATKOBOK AONOMOrOK Ta
nocnyramu. 3atenedgoHynte 3a Homepom 1-800-813-2000 (TTY: 711).

Tiéng Viét (Vietnamese) CHU Y: Néu ban néi tiéng Viét, ban cé thé st dung cac dich vu hd tro
ngdn nglr mién phi, bao gf“)m cac dich vu va phwong tién hé tro phu hop. Xin goi 1-800-813-2000
(TTY: 711).

8% KAISER PERMANENTE.
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