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Account Change Form
Oregon

Instructions

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.
Then select what changes you'd like to make in Section B, and continue on to fill out any other sections related to those changes.

e If you're adding a dependent to your plan, any other coverage they have won't be automatically canceled. To avoid paying 2 premiums or having
a gap in coverage, make sure to cancel any other coverage they have as of the day before their new coverage starts.

e Note: If you or any dependent you're applying for are entitled to Medicare Part A or enrolled in Medicare Part B, you're not eligible to switch
Kaiser Foundation Health Plan of the Northwest (KFHPNW) plans.

A. Fill out your information

Please select one: I'm the subscriber, spouse/domestic partner, or dependent child 18 and older, or parent or legal guardian
If you're making a change, please update the boxes below with your new information.

First name MI Gender:
Male Female
Undeclared

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

/1 |/

Health record number (ifany) Social Security number (if any) Phone

Home address (no P.O. boxes, please)

City State ZIP code
Billing address Check if the same as the home address.
City State ZIP code

Applicants 21 and older: Have you used tobacco at least 4 times per week in the past 6 months (except for religious/ceremonial use)?
Products include cigarettes, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay different premiums. Yes No
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B. What change(s) do you want to make?

o Please check the boxes below for the changes you wish to make, and on the next page, list each family member affected. We won't make any changes
for any family members on your account that you don't list.

e Subscribers (or the parent or legal guardian for subscribers under 18) can make all the changes below for any family members. Dependents can make
some of the changes, only for themselves - see those changes marked with an asterisk (*) below.

You can make the following changes any time during the year. (Note: For these changes, you can skip Sections D and E.)

I'm ending my coverage and | wish to have my spouse/domestic I'm ending my and my spouse's/domestic partner's coverage
partner as the subscriber. but wish to keep our child(ren) on the plan.

I'm ending my coverage on a family plan and wish to continue | wish to make the changes shown in Section A. (If you're changing
on my own on an individual plan.* your name, please include legal documentation of the change.)*

[ wish to change the subscriber. Someone on my account stopped using tobacco.

o X . 4 . .
| wish to change the parent/legal guardian on a child-only account. (Please indicate which family member in Section C.)

H *
| wish to end medical coverage for myself* or for a family member. | wish to end adult dental coverage.

I'm ending my coverage but wish to keep my child(ren) on the plan. | wish to end pediatric dental coverage.

You can make the following changes only during open enrollment or a special enrollment period.
(Restrictions apply for special enrollment periods. See kp.org/specialenrollment for more information.)

| wish to combine accounts.

| wish to add medical coverage for a family member.

| wish to change plans.*

| wish to add adult dental coverage (for members 19 and older).*

| wish to add pediatric dental coverage (for members 18 and younger).
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C. Which family members are affected by the change? (pleaselist below)

If you have more than 3 dependents with a change, attach a copy of this page and complete the information for those dependents.

s /D i t Add medical coverage Add adult dental coverage Add pediatric dental coverage
pouse/Lomestic partner End medical coverage End adult dental coverage End pediatric dental coverage
First name M Last name Choose one: Spouse
Domestic partner
Social Security number (if any) Health record number (ifany) Date of birth (mm/dd/yyyy) Gender:
- - / / Male
Female
Applicants 21 and older: Have you used tobacco at least 4 times per week in the past 6 months (except for religious/ceremonial use)?
. . . . . . Undeclared
Products include cigarettes, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay different premiums. Yes No
Add medical coverage Add adult dental coverage Add pediatric dental coverage
Dependent 1 . ) ) e )
End medical coverage End adult dental coverage End pediatric dental coverage
First name MI Last name Gender:

Male Female

Undeclared
Social Security number (if any) Health record number (if any) Date of birth (mm/dd/yyyy)

L1 /1

Applicants 21 and older: Have you used tobacco at least 4 times per week in the past 6 months (except for religious/ceremonial use)?

Products include cigarettes, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay different premiums. Yes No
Add medical coverage Add adult dental coverage Add pediatric dental coverage
Dependent 2 . ) ) et J
End medical coverage End adult dental coverage End pediatric dental coverage
First name MI Last name Gender:
Male Female
Undeclared
Social Security number (if any) Health record number (if any) Date of birth (mm/dd/yyyy)

y /1|

Applicants 21 and older: Have you used tobacco at least 4 times per week in the past 6 months (except for religious/ceremonial use)?

Products include cigarettes, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay different premiums. Yes No
Add medical coverage Add adult dental coverage Add pediatric dental coverage
Dependent 3 ) ! ) pecta™ ¢
End medical coverage End adult dental coverage End pediatric dental coverage
First name MI Last name Gender:

Male Female

Undeclared
Social Security number (if any) Health record number (if any) Date of birth (mm/dd/yyyy)

N /1

Applicants 21 and older: Have you used tobacco at least 4 times per week in the past 6 months (except for religious/ceremonial use)?
Products include cigarettes, cigars, and chewing/smokeless tobacco. Regular tobacco users may pay different premiums. Yes No
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D. When are you making a change?

Select one option: Open enrollment (skip to Section E) Aspecial enrollment period (continue below)

Choose the life event that made you eligible for a special enroliment period (please choose only one):

Loss of health care coverage (write the last full day you had coverage)* Child support order or other court order to cover a child
Gaining or becoming a dependent through marriage or domestic Permanent relocation

partnership Change in eligibility for employer health coverage

Gaining or becoming a dependent through the birth of a child, adoption, Determination by the Oregon Health Insurance Marketplace

foster care, or placement for adoption or foster care

Change in eligibility for a Health Reimbursement Account (HRA
Note: In this case, you also need to choose between 2 effective date options: g iy (HRA

The date of birth, adoption, foster care, or placement for adoption
or foster care

The first day of the month after gaining the dependent

Please write the date of your qualifying life event. / / (mm/dd/yyyy)

Proof of eligibility is required. Please visit kp.org/specialenrollment or call 1-800-813-2000 for more information.
*If your qualifying life event is loss of KFHPNW coverage, we may review your membership records to check when and why you lost coverage.

E. Choose your health plan

If you indicated that you would like to change plans or add coverage KP OR Standard Bronze Plan KP OR Silver 2500/35

for a family member, please select the plan you would like here. Each KP OR Bronze 6900/0% HSA KP OR Standard Gold Plan
family member you listed in Section C will be moved to the plan you

) ) o KP OR Bronze 5000/50 KP OR Gold 1000/20
select. If you wish to enroll family members in different plans, please dard S | 14002
submit a separate form for each plan. KP OR Standard Silver Plan KP OR Gold 0/20
KP OR Silver 3500/35 KP OR Catastrophic 8150/0*

KP OR Silver 3000/20% HSA

*To purchase a Catastrophic plan, applicants must be younger than 30 on the effective date, or provide a certificate of exemption that shows hardship or
lack of affordable coverage. We won't be able to process your account change without the certificate of exemption if you are 30 and older.To see if you
qualify, please go to marketplace.cms.gov/applications-and-forms/hardship-exemption.pdf and follow the instructions.

F. Choose your dental plan

If you enroll in an Individuals and Families health plan, then by law you must also enroll in a separate pediatric dental plan with us or with
another company, even if you are over 18. (Our family dental plans include the required pediatric dental benefits.)

® Everyone on this form must apply for the same dental plan.

® |fanyone in your family wants to apply for a different dental plan, please submit a separate account change form.

Family Dental Plans

I'd like dental coverage for: Please select your dental plan.
Adults only (ages 19 and older) KP OR Dental 100
Adults and children KP OR Dental 80H
Children only (ages 18 and younger) KP OR Dental 80L
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G. Sign the form

e | understand that it may be a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of
defrauding the company, and my coverage may be declared null and void. Penalties may include imprisonment, fines, and the cancellation of my policy.

o | verify that | am not entitled to Medicare Part A or enrolled in Medicare Part B.

e [f am not purchasing a pediatric dental plan, | attest that | and other dependents on the application have obtained and will maintain a pediatric
dental plan certified by the Oregon Health Insurance Marketplace.

Note: The subscriber and all dependents 18 and older making a change must sign the form. If there are more than 3 dependents 18 and older
signing, please attach a copy of this page with the additional signatures.

Date (mm/dd/yyyy)
X / /
Subscriber/new subscriber (parent or legal guardian for subscribers under 18)
Date (mm/dd/yyyy)
X / /

Spouse/domestic partner

X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)
X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)
X Date (mm/dd/yyyy)
/ /
Dependent (18 and older)
Contact information
Mail to: Kaiser Permanente Or fax toll-free to: Questions? Call
P.O. Box 203007 Membership Administration 503-813-2000 or
Denver, CO 80220-9007 1-866-846-2650 1-800-813-2000 outside Portland

All plans are offered and underwritten by Kaiser Foundation Health Plan of the Northwest, 500 NE Multnomah St., Suite 100, Portland, OR 97232

| FOIDMACHGO0120 Page 5 of 5 333873521 NW-OR 2020 |



NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with
applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Kaiser Health Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability,
or sex. We also:

* Provide 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, and
accessible electronic formats

* Provide 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 1-800-813-2000 (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: Member Relations,
Attention: Kaiser Civil Rights Coordinator, 500 NE Multnomah St. Ste 100, Portland,
OR 97232, telephone number: 1-800-813-2000.

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.

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call 1-800-813-2000 (TTY: 711).

&7CT (Amharic) “10308: 291974 £7% ATICT WPt OTFCH° hC/T £CEFF N1R ALIHPT
THIETPA: @L TLntA@- ¢C LLD-( 1-800-813-2000 (TTY: 711).

Ol Sl d) o1 4 gl Bac Lusall Chledd 8 Ay jal) Gaaai i€ 1)) 4% gala (Arabic) 4_,_,),3‘
(711 :TTY) 1-800-813-2000 A Juail

32 (Chinese) XK : AURGEMERE TS WA DIRBERE S RIS - FHEE
1-800-813-2000 (TTY : 711) -

d\}u&a\Jquma‘;\hJumcJ.\.\S‘S.AJS_\sSG...ULBUMJ‘L\)S\ My(Farsoou\ﬁ
2,80 Gl (711 TTY) 1-800-813-2000 L .35l e abl b Lk
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Francais (French) ATTENTION: Si vous parlez frangais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-800-813-2000 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-800-813-2000 (TTY: 711).

HZAGE (Japanese) ZEBHEHE . HAHE nﬁéhéi‘%é.\ RO SRR A ZHIH W
72720 £9, 1-800-813-2000 (TTY:711) F T, BEIEICTIEE LI Z IV,

181 (Khmer) '[_I'_ILIJﬁ IUEIJSTL’(]H‘FTSUJWUJ ﬁ‘lhﬂIBJ Iﬁjﬁﬁstﬁlﬁﬁﬁﬁm INwes
ﬁﬁﬂﬁm ﬁHﬁGHﬁSﬁJﬂUUIIHﬁﬂ ol Qiﬁjﬁ 1- 800 813- 2000 (TTY 711)°I

ﬂi”ﬂ (Korean) F¢]: =70l & AbEsHA| = -, o] A Mrj25 L=
o] &34 = 2l th. 1-800-813-2000 (TTY: 711) o2 A3la] FAA Q.

270 (Laotian) ?pogvp: ‘)97 VICOIWIFI 290, NIVOVINIVFOBCHDOIVWIT,
oo 69, ccinduaLlviviav. tns 1-800-813-2000 (TTY: 711).

Naabeeho (Navajo) Dii baa ako ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee
aka’anida’awo’déé’, t’aa jiik’eh, éi na holo, koji’ hodiilnih 1-800-813-2000 (TTY: 711).
Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 1-800-813-2000 (TTY: 711).

YAt (Punjabi) fimrs fe€: 7 3T Unrsht g8 I, 3t 37 9 Agfes Ae 393 &8
He3 QUBST J| 1-800-813-2000 (TTY: 711) '3 IS FS|

Roména (Romanian) ATENTIE: Daca vorbiti limba roména, va stau la dispozitie
servicii de asistenta lingvistica, gratuit. Sunati la 1-800-813-2000 (TTY: 711).

Pycckun (Russian) BHUMAHMWE: ecnu Bbl roBOpuTE Ha PYCCKOM SA3blKe, TO BaM
AocTynHbl 6ecnnaTtHble ycnyrn nepesoga. 3soHuTte 1-800-813-2000 (TTY: 711).

Espafiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al 1-800-813-2000 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-813-2000 (TTY: 711).

Ine (Thai) Bau: aaayaaineg aadunsaldusnshiamdaniane’lans Tns
1-800-813-2000 (TTY: 711).

YkpaiHcbka (Ukrainian) YBAIA! Akwio BM po3MOBRSiETE YKpPaiHCLKOK MOBOIO, BU
MOXeTe 3BepHYTUCS A0 6e3KOLTOBHOI CnyX6mn MOBHOI NiaTPUMKK. TenedoHynTe 3a
Homepom 1-800-813-2000 (TTY: 711).

Tleng Viét (Viethamese) CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vy hé tro
ngdn nglr mién phi danh cho ban. Goi sé 1-800-813-2000 (TTY: 711).
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