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Welcome to care that fts your life 

Your doctor, your choice 
Choose the provider and 

facility you want every time  
you seek care.   

Personalized care  
and attention 

If you have a serious 
condition, our 

Care Management 
program can provide 
you with an advocate 

to help keep you 
on track. 

No referrals  
needed   

See a specialist when 
you want, without a 

referral.  

Digital tools  
Get important forms and 

health information or 
fnd a provider near your 

home or work — all online. 

Proactive care 
Preventive tests and 

screenings are covered at 
no cost on many plans. 



 

    
 

     
 

   

   
 

   

  

 

Advantages of Your Health Plan 

THE KAISER PERMANENTE 

PPO Health Insurance Plan 
With the Kaiser Permanente Preferred Provider Organization (PPO) health beneft 
plan,1 you get the fexibility you need and the choice of physicians you want. You 
have 2 convenient options for selecting a doctor, and you’re free to see specialists 
without a referral. You can receive care from a participating provider or from any 
licensed non-participating provider anywhere in the country.2 This freedom allows 
you to decide how best to manage your health care and your costs. 

Participating 
provider option 

g Choose from more than 
800,000 participating 
providers nationwide. 

g Most doctor’s offce visits 
are covered at a copay, all 
year round. 

g Most preventive care services 
are covered at no cost to you 
on many plans. 

g After you reach your annual 
deductible, most other services 
covered under your plan are 
available at a coinsurance. 

g You typically won’t have any 
claims or paperwork to fle. 

Lower 
out-of-pocket costs 

When you see a participating 
provider, your out-of-pocket costs 
will generally be lower, and your 
doctor’s offce will usually fle any 
claims and paperwork on your 
behalf. 

Most doctor’s offce visits — 
including diagnostic lab tests 
and X-rays performed during 
your visit — are covered at just a 
copay and most preventive care 
services are covered at no cost to 
you on many plans. Most other 
services, including hospitalization, 
are covered at a coinsurance after 
you reach your annual deductible. 

Find a participating 
provider 

To fnd a participating provider, 
go to multiplan.com/kaiser or 
call 1-888-298-7427, Monday 
through Friday from 5 a.m. to 
5 p.m. For TTY, call 711. 

If you already have a doctor, 
there’s a good chance you’ll be 
able to choose him or her. 
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Advantages of Your Health Plan 

The choice is yours 
Your health is as unique as you are. That’s why your PPO plan gives you the option of seeing 
any licensed provider you choose. If you’re already seeing a doctor who isn’t a participating 
provider or you’re looking for someone closer to where you live or work, the non-participating 
provider tier gives you the freedom to visit any licensed provider in the country. 

Non-participating  
provider option 

g Choose any licensed provider, 
including specialists — just 
make an appointment directly 
with the non-participating 
provider’s offce. 

g Most services are covered at 
a coinsurance after you reach 
your annual deductible. 

g You may need to fle your own 
claims and paperwork. 

Convenient  
access to care 

With the non-participating 
provider tier, you’re free to 
see any licensed provider in 
the country. This can make it 
more convenient to continue 
any provider relationships you 
already have, or to choose a 
doctor near your home or work. 

Coinsurance  
payments 

When you see a non-participating 
provider, you’ll need to reach an 
annual deductible. Then you’ll 
start paying coinsurance for 
most covered services.3 Overall, 
your out-of-pocket costs may be 
higher with the non-participating 
provider option and you may 
need to fle your own claims 
and paperwork. 

For more information, call 1-800-788-0710, Monday through Friday from 7 a.m. to 7 p.m. For 
TTY, call 711. Or visit kp.org/kpic/ppo, where you’ll fnd claim forms and other materials to help 
manage your care from participating and non-participating providers. 
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Advantages of Your Health Plan 

Stay in control of your care and your costs 
With the PPO plan, copays and coinsurance help keep your health care costs manageable, 
while your out-of-pocket maximum limits how much you’ll pay for most covered services each 
year. And when you select a participating provider, you’ll usually enjoy lower out-of-pocket 
costs — so you can get the most out of your health care dollars. 

Limits on  
your expenses 

The total amount you’ll pay for 
most covered services is always 
limited by your out-of-pocket 
maximum, regardless of whether 
you visit a participating provider 
or a non-participating provider. 
This gives you the peace of mind 
of knowing there’s a cap on how 
much you’ll be asked to pay for 
most services covered by your 
plan each year.3 

Convenient  
pharmacy options 

Most prescription drugs are 
covered at a convenient copay. 
You can fll your prescriptions at 
any MedImpact pharmacy, which 
includes over 59,000 locations 
nationwide. 

MedImpact pharmacies include 
Walgreens, CVS, Rite Aid, 
Kroger, Safeway, Costco, and 
many more.  To fnd a pharmacy 
near you,4 call 1-800-788-2949,  
24 hours a day, 7 days a week. 

Specialist visits  
without a referral 

Whether you see a participating 
or a non-participating provider, 
you always have the freedom to  
visit any licensed specialist — 
and you don’t need a referral. 
This gives you the fexibility to 
choose from a wide range of 
providers, or to continue your 
relationship with a specialist you 
may already be seeing. 

The only differences between 
seeing a participating specialist 
and a non-participating 
specialist are the amounts 
you pay out of pocket and the 
claims you may need to fle   
for yourself. 
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Advantages of Your Health Plan 

Getting 
precertifcation 

When receiving care, you 
should always make sure the 
services requested by your 
provider are medically necessary 
and cost effective. Some — like 
outpatient surgery, scheduled hospitalization, and 
complex lab and radiology procedures —require 
precertifcation. 

Once you enroll, we’ll provide you with a complete 
list of services that require precertifcation, along 
with instructions on how to obtain it. Obtaining 
precertifcation is an important way to avoid a 
reduction of your benefts. 

Finding details 
about your plan 

After you enroll, you’ll receive 
important information about your plan: 
g Member Handbook — details and instructions on 

how to access care. 
g Certifcate of Insurance —what is and isn’t 

covered, what requires precertifcation, and 
specifc exclusions and limitations. 

g Schedule of Coverage (part of your Certifcate 
of Insurance) —your plan benefts, including 
deductible, coinsurance, and copay amounts. 

g ID card — provides access to medical care 
nationwide and lists phone numbers for customer 
service and MedImpact. 

Note: This is a summary only. Your Kaiser Permanente Insurance Company (KPIC) Certifcate of Insurance contains a complete explanation of 
benefts, exclusions, and limitations. The information provided here is not intended for use as a benefts summary, nor is it designed to serve as 
the Certifcate of Insurance. 

1The Kaiser Permanente PPO plan is underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary 
of Kaiser Foundation Health Plan, Inc. 

2KPIC has contracted with PHCS Network to provide access to hospitals and physicians with a commitment to keeping out-of-pocket costs low 
through contracted rates. 
An online directory of participating providers can be found by visiting 
www.multiplan.com/kaiser. 

3Penalties and balance billing charges don't apply toward your deductible or 
out-of-pocket maximum. 

4KPIC contracts with MedImpact to provide prescription drug coverage through a national network of chain and independent pharmacies. 
Participating pharmacies are subject to change. 
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NONDISCRIMINATION NOTICE 

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal civil 
rights law and does not discriminate on the basis of race, color, national origin, age, 
disability, or sex. KPIC 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: 
o Qualified sign language interpreters 
o 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: 
o Qualified interpreters 
o Information written in other languages 

If you need these services, call 1-800-464-4000 (TTY: 711) 

If you believe that KPIC 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: KPIC Civil Rights Coordinator, Grievance 1557, 5855 
Copley Drive, Suite 250, San Diego, CA 92111, telephone number 1-888-251-7052. 

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. 

KPIC-NDN-17-004-CA 
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Language Assistance 
Services 
English: Language assistance 
is available at no cost to you, 
24 hours a day, 7 days a week. 
You can request interpreter 
services, materials translated 
into your language, or in 
alternative formats. Just call us 
at 1-800-464-4000, 24 hours a 
day, 7 days a week (closed 
holidays). TTY users call 711.

ةفاكةعاسالر ادمىلعًاانمجلكة روفمتةيورفلاةجمترالت ادمخ :Arabic 
وأغتك للق ائوثة مرجتوأةريوفالة مرجلتاةمدخبلطانك كمإب.عوسبألاماأي
 4000-464-800-1مرقالى لعابنال صالتاىوسليك عام.ىرأخغ صيل

ةمخديمدستخم ل(.تالطع لامايأقلغم)عوبسألاماأية افكةعالساردامعلى 
(.711)مرقال علىال صالتاجي ريصي نالف اتهال ឹ

Armenian:  Ձեզ  կարող  է  անվճար  օգնություն  
տրամադրվել  լեզվի  հարցում` օրը  24 ժամ, շաբաթը  
7 օր: Դուք  կարող  եք  պահանջել  բանավոր
  
թարգմանչի  ծառայություններ, Ձեր  լեզվով  
թարգմանված  կամ  այլընտրանքային  ձևաչափով  
պատրաստված  նյութեր: Պարզապես  զանգահարեք  
մեզ` 1-800-464-4000  հեռախոսահամարով`  օրը  
24 ժամ`  շաբաթը  7 օր  (տոն  օրերին  փակ  է): TTY-ից  
օգտվողները  պետք  է  զանգահարեն  711:  

Chinese:您每週 7天，每天 24小時均可獲得免費語
言協助。您可以申請口譯服務、要求將資料翻譯成

您所用語言或轉換為其他格式。我們每週 7天，
每天 24小時均歡迎您打電話 1-800-757-7585前來聯
絡（節假日休息）。聽障及語障專線 (TTY) 使用者
請撥 711。 

نودبه تهفز ور 7 و زورنابشت عاس 24در ی انزبت امخد :Farsi 
م جرمتات مدخیاربديناوتیمامش.ستاامشرااختير دهزينهذاخ
ر گيدی اهتروصه با يو  امشن ابزه بات وزجه مجرت، یاهشف

هتهفز ور 7و  زورنابشت عاس 24 ردتافيسک.دکنيت اسورخد
 4000-464-800-1ه رامشه با ما ب (طيلعتی اهزوری استثناه )ب
 .درنيگبس امت 711ه رامشا ب TTYن ابرارک.دييرگبساتم

Hindi: बिना किसी लागत िे दभुाबिया सेवाएँ, कदन िे 24 घंट,े 
सप्ताह िे सातों कदन उपलब्ध हैं। आप एि दभुाबिये िी सेवाओं
िे बलए, बिना किसी लागत िे सामबियों िो अपनी भािा में
अनुवाद िरवाने िे बलए, या वैिबपपि प्रारूपों िे बलए अनुरोध 

िर सिते हैं। िस िेवल हमें 1-800-464-4000 पर, कदन िे 24 
घंटे, सप्ताह िे सातों कदन (छुट्टियों वाले कदन िंद रहता ह)ै िॉल 

िरें। TTY उपयोगिताा 711 पर िॉल िरें।

Hmong: Muajkwc pab txhais lus pub dawb rau koj, 
24 teev ib hnub twg, 7 hnub ib lim tiam twg..Koj thov 
tau cov kev pab txhais lus, muab cov ntaub ntawv 
txhais ua koj hom lus, los yog ua lwm hom.Tsuas hu 
rau 1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib 
lim tiam twg (cov hnub caiv kaw). Cov neeg siv 
TTY hu 711. 

Japanese: 当院では、言語支援を無料で、年中無休、
終日ご利用いただけます。通訳サービス、日本語

に翻訳された資料、あるいは資料を別の書式でも

依頼できます。お気軽に 1-800-464-4000までお電話
ください（祭日を除き年中無休）。 TTYユーザー
は 711にお電話ください。 

Khmer: ជំនយួភាសា គមឺានឥតអស់ថ្លៃដលអ់នកឡ ើយ 24  ឡមា ៉ោង 
មួយថ្លៃ 7  ថ្លៃមយួអាទិត៉ោយ។ អនកអាចឡសនើស ំឡសវាអនកបកប្រប សំភារៈ 
ប្ដលបានបកប្របឡៅជាភាសាប្មែរ ឬជាទំរង់ផ៉ោសងឡទៀត។ រាន់ប្ត 
ទូរសព័្ទមកឡយើង តាមឡលម 1-800-464-4000  បាន 24  ឡមា ៉ោងមួយ 
ថ្លៃ 7  ថ្លៃមយួអាទិត៉ោយ (បទិថ្លៃប ណ៉ោយ)។ អនកឡរបើ TTY  ឡៅឡលម  
711។  

Korean: 요일및시간에 관계없이언어지원 
서비스를 무료로 이용하실 수 있습니다 . 귀하는 

통역 서비스 , 귀하의 언어로 번역된 자료 또는 대체 
형식의 자료를 요청할 수 있습니다 . 요일 및 시간에 

관계없이 1-800-464-4000 번으로 전화하십시오 
(공휴일 휴무 ). TTY 사용자 번호 711. 

Navajo: Saad bee 1k1’a’ayeed n1h0l=  t’11 jiik’4,  
naadiin doo bib22’ d99’  ah44’iikeed tsosts’id yisk32j9  
damoo n1'1dleehj9.  Atah halne’4 1k1’adoolwo[7g77 j0k7,  
t’1adoo le’4 t’11 h0hazaadj9 hadily22’go, 47 doodaii’  
n11n1 l1 a[’22 1daat’eh7g77 bee h1dadilyaa’go.  Koj9 
hodiilnih 1-800-464-4000, naadiin doo bib22’ d99’  
ah44’iikeed tsosts’id yisk32j9 damoo n1’1dleehj9  
(Dahodiyin biniiy4 e’e’aahgo  47 da’deelkaal).   TTY  
chodeeyool7n7g77  koj9 hodiilnih  711  
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Punjabi: ਬਿਨ ਾਂ ਬਿਸੀ ਲ ਗਤ ਦ,ੇ ਬਦਨ ਦੇ 24 ਘੰਟ,ੇ ਹਫਤ ੇਦੇ 7 ਬਦਨ, 
ਦੁਭ ਸੀਆ ਸੇ  ਾਂ ੁਵ ਵ ਤਹ ਡੇ ਲਈ ਉਪਲਿਧ ਹੈ। ਤੁਸੀਂ ਇੱਿ ਦੁਭ ਸੀਏ ਦੀ 
ਮਦਦ ਲਈ, ਸਮੱਗਰੀਆਾਂ ਨੰ ਆਪਣੀ ਭ ਸ ਬਵੱਚ ਅਨੁਵ ਦ ਿਰਵ ਉਣ 
ਲਈ, ਜ ਾਂ ਬਿਸੇ ਵੱਖ ਫ ਰਮੈਟ ਬਵੱਚ ਪਰ ਪਤ ਿਰਨ ਲਈ ਿੇਨਤੀ ਿਰ ਸਿਦ ੇ
ਹੋ। ਿਸ ਬਸਰਫ਼ ਸ ਨ ੰ 1-800-464-4000 ਤੇ, ਬਦਨ ਦੇ 24 ਘਟੰੇ, ਹਫ਼ਤ ੇ
ਦੇ 7 ਬਦਨ (ਛੱੁਟੀਆਾਂ ਵ ਲੇ ਬਦਨ ਿਦੰ ਰਬਹੰਦ ਹੈ) ਫ਼ੋਨ ਿਰੋ। TTY ਦ 
ਉਪਯੋਗ ਿਰਨ ਵ ਲੇ 711 ‘ਤੇ ਫ਼ੋਨ ਿਰਨ। 

Russian: Мы бесплатно обеспечиваем Вас услугами 
перевода 24 часа в сутки, 7 дней в неделю. Вы можете 
воспользоваться помощью устного переводчика, 
запросить перевод материалов на свой язык или 
запросить их в одном из альтернативных форматов. 
Просто позвоните нам по телефону 1-800-464-4000, 
который доступен 24 часа в сутки, 7 дней в неделю 
(кроме праздничных дней). Пользователи линии TTY 
могут звонить по номеру 711. 

Spanish: Contamos con asistencia de idiomas sin costo 
alguno para usted 24 horas al día, 7 días a la semana. 
Puede solicitar los servicios de un intérprete, que los 
materiales se traduzcan a su idioma o en formatos 
alternativos. Solo llame al 1-800-788-0616, 24 horas al 
día, 7 días a la semana (cerrado los días festivos). Los 
usuarios de TTY, deben llamar al 711. 

Tagalog: May magagamit na tulong sa wika nang wala 
kang babayaran, 24 na oras bawat araw, 7 araw bawat 
linggo.  Maaari kang humingi ng mga serbisyo ng 
tagasalin sa wika, mga babasahin na isinalin sa iyong 
wika o sa mga alternatibong format. Tawagan lamang 
kami sa 1-800-464-4000, 24 na oras bawat araw, 7 araw 
bawat linggo (sarado sa mga pista opisyal). Ang mga 
gumagamit ng TTY ay maaaring tumawag sa 711. 

Thai: เรามบีรกิารลา่มฟรสีาหรับคณุตลอด 24 ชัว่โมง 
ทกุวันตลอดชัว่โมงทาการของเราคณุสามารถขอใหล้า่ม 
ชว่ยตอบค าถามของคณุทีเ่กีย่วกับความค ้มุครองการดแูล 
สขุภาพของเราและคณุยังสามารถขอใหม้กีารแปล 
เอกสารเป็นภาษาท่คีณุใชได ้้ โดยไมม่กีารคดิคา่บรกิาร 
เพยีงโทรหาเราทีห่มายเลข 1-800-464-4000 ตลอด 24 
ชัว่โมงทกุวัน (ปิดใหบ้รกิารในวันหยดุราชการ) ผูใ้ช TTY
โปรดโทรไปท่ี 711

Vietnamese: Dịch vụ thông dịch được cung cấp miễn 
phí cho quý vị 24 giờ mỗi ngày, 7 ngày trong tuần. Quý 
vị có thể yêu cầu dịch vụ thông dịch, tài liệu phiên dịch 
ra ngôn ngữ của quý vị hoặc tài liệu bằng nhiều hình 
thức khác. Quý vị chỉ cần gọi cho chúng tôi tại số 
1-800-464-4000, 24 giờ mỗi ngày, 7 ngày trong tuần 
(trừ các ngày lễ). Người dùng TTY xin gọi 711. 
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The right choice for a healthier you 
Having a good health plan is important. So is getting quality care. 
With the Kaiser Permanente PPO Plan, you get both. 

Want to learn more? 
Visit kp.org/kpic/ppo or call KPIC Member Services at 1-800-788-0710, Monday through 
Friday from 7 a.m. to 7 p.m. For TTY, call 711. 

The Kaiser Permanente PPO Plan is underwritten by  
Kaiser Permanente Insurance Company (KPIC), a subsidiary  
of Kaiser Foundation Health Plan, Inc. 

Kaiser Permanente Insurance Company 
393 E. Walnut Street 
Pasadena, CA 91188 

enPlease recycle. 386468524 January 2020 

©2017 Kaiser Foundation Health Plan, Inc. 

https://kp.org/kpic/ppo


 

  

 
 

 

  

  

   

   

  

 

   

   

   

  

 

   

 
 
 

Small Business 
EMPLOYEE ENROLLMENT 

IMPORTANT INFORMATION 

Use this form to enroll in Kaiser Permanente. If you’re already an existing member, please use the Employee Dependent Change form. 
Please print neatly. 

Be sure to fill in the form completely. Missing or inaccurate information will delay enrollment processing. 

Existing groups:  For questions, please call 800-790-4661, option 1. Email completed form to csc-sd-sba@kp.org as a PDF attachment or fax 
to 855-355-5334. 

Employer 
1.   Complete section 1.   

If enrollment reason is loss of coverage or other, the event must be one of the special enrollment qualifying events listed below: 

• New hire 
• Increase in an employee’s hours so that he or she meets your requirement for medical plan eligibility. 

• Return from a leave of absence 

• Involuntary termination or loss of other group coverage 

• A dependent loses coverage elsewhere (if the employee is already enrolled, please use the Employee Dependent Change Form to 
add your dependents) 

• Marriage or addition of a domestic partner 

• Birth, adoption of a child or placement for adoption 

• Court order 

• Death of a spouse, domestic partner, or dependent 

2.  Give each employee a form to complete. 

3.  Confirm that the information provided on the form is complete and accurate. 

4. Return the completed enrollment forms to your broker or Kaiser Permanente. 

Employee 
1.  Complete sections 2 through 4. 

2.  Sign and date the form. 

3.  Make a copy of the form for your records. 

If you’re a new member, this form serves as your temporary Kaiser Permanente member ID. 
Please make a copy and keep it until you receive your official member ID. If you’re a member 
transferring from another Kaiser Permanente Health Plan (within the same region) keep your 
existing membership card, as your medical record number remains unchanged. 

Small Business 
488010504 July 2020 Page 1 of 3 

mailto:csc-sd-sba@kp.org


 

  

                 

         

 

        

 

      

 
  

 
   

  
  

  
  

 

  

  

  

  

   
  
  

  
  
 
 

   

    
 

 

Small Business 
EMPLOYEE ENROLLMENT 

See instructions on page 1 before completing this form. Make a copy for your records. 

1 TO BE COMPLETED BY EMPLOYER 

Company name* Group ID (if assigned) Effective date* (can only start the first of the month)

 / 01  / 

Plan selection/Subgroup ID (if assigned)* Employee classification (if applicable) 

Enrollment reason (Please check one)  New group account Open enrollment Other: 

If you have an existing account, please email completed form to csc-sd-sba@kp.org as a PDF attachment or fax to 855-355-5334. 

2 TO BE COMPLETED BY EMPLOYEE (All fields with * are required.) 

Have you ever been a member of, or received care from, Kaiser Permanente in California? Yes  No 

Social Security number* Former/Maiden name 

Last name* First name* MI Preferred language (optional) 

Home address* Apt. # 

City* State* ZIP* County 

Mailing address (if different from home) Apt. # 

City State ZIP County 

Date of birth (mm/dd/yyyy)*

 / / 

Gender* 

M F Undeclared 

Day phone 

( ) – 

Evening phone 

( ) – 

If you decline coverage for yourself or an eligible dependent, you can only enroll during an annual open enrollment period established by your employer, or 
during a special enrollment period if you’ve experienced a qualifying event. You must request coverage within 60 days of a qualifying event. Special enrollment 
qualifying events include: 
• Loss of health care (minimal essential) coverage, resulting from any of the following: loss of employer-sponsored coverage because you and/or your

dependent no longer meet the eligibility requirements, or your employer no longer offers coverage or stops contributing premium payments; loss of
eligibility for COBRA coverage (for a reason other than termination for cause or nonpayment of premium); your and/or your dependent’s individual,
Medi-Cal, Medicare, or other governmental coverage ends; or for any reason other than failure to pay premiums on a timely basis or situations allowing
for a rescission (fraud or intentional misrepresentation of material fact); or loss of health care coverage including, but not limited to, loss of that coverage
due to the circumstances described in Section 54.9801-6(a)(3)(i) to (iii), inclusive, of Title 26 of the Code of Federal Regulations and the circumstances
described in Section 1163 of Title 29 of the United States Code;

• Gaining or becoming a dependent due to marriage, domestic partnership, birth, adoption, placement for adoption, or assumption of a parent-child relationship;
• A valid state or federal court order that you or your dependent be covered;
• Permanent relocation, such as moving to a new location and having a different choice of health plans, or being released from incarceration;
• The prior health coverage issuer substantially violated a material provision of the health coverage contract;
• A network provider’s participation in your and/or your dependent’s health plan ended when you and/or your dependent(s) were under active care for one of

the following conditions: an acute condition (an acute condition is a medical condition that involves a sudden onset of symptoms due to an illness, injury,
or other medical problem that requires prompt medical attention and that has a limited duration); a serious chronic condition (a serious chronic condition
is a medical condition due to a disease, illness, or other medical problem or medical disorder that’s serious in nature and that persists without full cure
or worsens over an extended period of time or requires ongoing treatment to maintain remission or prevent deterioration); pregnancy; terminal illness
(a terminal illness is an incurable or irreversible condition that has a high probability of causing death within one year or less); care of a newborn child
between birth and age 36 months; or performance of a surgery or other procedure that’s been recommended and documented by the provider to occur
within 180 days of the contract’s termination date or within 180 days of the effective date of coverage for a newly covered insured;

• A member of the reserve forces of the United States military returning from active duty or a member of the California National Guard returning from active
duty service under Title 32 of the United States Code;

• An individual demonstrates to the Department of Managed Health Care or Department of Insurance, as applicable, with respect to health benefit plans
offered outside the Exchange that the individual didn’t enroll in a health benefit plan during the immediately preceding enrollment period available because
the individual was misinformed that he or she was covered under minimum essential coverage.

(All fields with * are required.) 

Small Business 
488010504 July 2020 Page 2 of 3 

mailto:csc-sd-sba@kp.org


 

 
 
 
 
 
 
 
 

  

      
       

   

 

   
       

   

 

   
       

   

   
      

   

   
       

   

   
       

   

Small Business 
EMPLOYEE ENROLLMENT 

3 FAMILY INFORMATION (Please list only those family members to be enrolled.) 

Check one 
Spouse Domestic partner 

Date of birth (mm/dd/yyyy)* Gender*  M F 
Undeclared 

Social Security number 

Name (Last, First, MI)* 

Former name (Last, First, MI) 

Dependent* 
Date of birth (mm/dd/yyyy)* Gender*  M F 

Undeclared 
Social Security number 

Name (Last, First, MI) 

Dependent* 
Date of birth (mm/dd/yyyy)* Gender*  M F 

Undeclared 
Social Security number 

Name (Last, First, MI) 

Dependent* 
Date of birth (mm/dd/yyyy)* Gender*  M F  

Undeclared 
Social Security number 

Name (Last, First, MI) 

Dependent* 
Date of birth (mm/dd/yyyy)* Gender*  M F 

Undeclared 
Social Security number 

Name (Last, First, MI) 

Dependent* 
Date of birth (mm/dd/yyyy)* Gender*  M F 

Undeclared 
Social Security number 

Name (Last, First, MI) 

If any dependent listed above lives at another address, complete the following: 

Name (Last, First, MI) Address 

Name (Last, First, MI) Address 

4 READ AND SIGN 

KAISER FOUNDATION HEALTH PLAN, INC., ARBITRATION AGREEMENT† 

I understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA claims procedure regulation, and any other 
claims that can’t be subject to binding arbitration under governing law) any dispute between myself, my heirs, relatives, or other associated parties on the one 
hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other associated parties on the other hand, for 
alleged violation of any duty arising out of or related to membership in KFHP, including any claim for medical or hospital malpractice (a claim that medical services 
were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered), for premises liability, or relating to the coverage for, or delivery of, 
services or items, irrespective of legal theory, must be decided by binding arbitration under California law and not by lawsuit or resort to court process, except as 
applicable law provides for judicial review of arbitration proceedings. I agree to give up our right to a jury trial and accept the use of binding arbitration. I understand 
that the full arbitration provision is contained in the Evidence of Coverage. 

Employee name (please print)* 

Employee signature* Date 

 (All fields with * are required.) 
†Disputes arising from fully insured Kaiser Permanente Insurance Company (KPIC) coverage aren’t subject to binding arbitration: 1) Preferred Provider Organization (PPO) plans and 2) 
KPIC Dental plans.

 Email completed form to csc-sd-sba@kp.org or fax to 855-355-5334. 
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Small Business 
EMPLOYEE/DEPENDENT CHANGE 

IMPORTANT INFORMATION 

1. The employer must complete Section 1. 

2. The employer is responsible for confirming all information prior to submitting. Please make sure effective dates are correct as these affect 
health plan premiums. 

3. The employee must complete Sections 2 through 5, if applicable. 

4. The employee must sign and date the bottom of the form. 

5. The employee must complete all applicable sections and keep a copy for his or her records and give the completed form to the employer. 

6. The employer should give the completed form to his or her broker or the Small Business Services California Service Center (CSC) by 
email: csc-sd-sba@kp.org* as a PDF attachment or by fax: 855-355-5334. 

7. If the employer would like to terminate an employee’s coverage, please use the Subscriber Termination/Transfer form available in 
the “Terminating employee coverage” section at kp.org/smallbusinessforms/ca. 

All changes to accounts, including effective dates and dependent status, will be made in accordance with the contractual agreement between  
the employer/customer and Kaiser Permanente. 

*This email address is for form submissions only, not inquiries. 

1 COMPANY INFORMATION (to be completed by employer) 

Company name Group ID 

Phone 

( ) – 

Ext. Fax 

( ) – 

Email 

2 REQUESTED CHANGES 

Reasons to add dependent (list one only): adoption, loss of coverage, new spouse (marriage/domestic partner), moved into service area, newborn 
addition, open enrollment, or reinstatement. Plan changes are effective on the first of the month. 

Is employee enrolled in Medicare (noncovered subscriber)? Yes   No 
A noncovered subscriber is an employee who isn’t enrolled on the group plan, but allows for dependent(s) coverage. 

  Add dependents (complete Sections 3, 4, and 5) 

Reason: Effective date: / / 
  Change plan.  New plan name: Effective date: / 01  / 
Delete dependents (complete Sections 3, 4, and 5) / /  Effective date: 

  Employee name change (complete Sections 3 and 5) 

From: To: Effective date: / / 

(Complete Sections 3 and 5 if any of the following are selected) 

Employee address Employee phone Employee Social Security number Employee or dependent date of birth 

3 EMPLOYEE INFORMATION (to be completed by employee) 

Name (first, MI, last) Social Security number 

Address  Home Mailing City State ZIP County 

Day phone 

( ) – 

Evening phone 

( ) – 

Date of birth (mm/dd/yyyy) 

/ / 

Small Business 
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Small Business 
EMPLOYEE/DEPENDENT CHANGE 

Company name (please print): 

Employee name (please print): 
4 DEPENDENTS AFFECTED 

Spouse Domestic partner 
Date of birth (mm/dd/yyyy) 

/ / 
Gender  M F

 Undeclared 
Social Security number 

Name (first, MI, last) 

Former name 

Dependent 
Date of birth (mm/dd/yyyy) 

/ / 
Gender  M F

 Undeclared 
Social Security number 

Name (first, MI, last) 

Dependent 
Date of birth (mm/dd/yyyy) 

/ / 
Gender  M F

 Undeclared 
Social Security number 

Name (first, MI, last) 

Dependent 
Date of birth (mm/dd/yyyy) 

/ / 
Gender  M F

 Undeclared 
Social Security number 

Name (first, MI, last) 

If any dependent listed above lives at another address, complete the following: 

Name (first, MI, last) Address 

Name (first, MI, last) Address 

5 READ AND SIGN 

KAISER FOUNDATION HEALTH PLAN, INC., ARBITRATION AGREEMENT 

I understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure, or the ERISA claims procedure regulation, 
and any other claims that can’t be subject to binding arbitration under governing law) any dispute between myself, my heirs, relatives, or other 
associated parties on the one hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other 
associated parties on the other hand, for alleged violation of any duty arising out of or related to membership in KFHP, including any claim for 
medical or hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improperly, negligently, or incompetently 
rendered), for premises liability, or relating to the coverage for, or delivery of, services or items, irrespective of legal theory, must be decided 
by binding arbitration under California law and not by lawsuit or resort to court process, except as applicable law provides for judicial review of 
arbitration proceedings. I agree to give up our right to a jury trial and accept the use of binding arbitration. I understand that the full arbitration 
provision is contained in the Evidence of Coverage. 

Employee name (please print) 

Employee signature (required) Date 

Note: Disputes arising from any of the following KPIC products aren’t subject to binding arbitration: 1) Preferred Provider Organization (PPO) plans 
and 2) KPIC Dental plans. 

6 CONTACT INFORMATION 

Email completed form to csc-sd-sba@kp.org as a PDF attachment or fax to 855-355-5334. 
For more information, please contact our Small Business Services California Service Center at 800-790-4661, option 1. 
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Small Business 
DECLINATION OF COVERAGE 

(Employee) 

IMPORTANT INFORMATION 

Employees and owners: Please use this form only to decline group health coverage. 

Employers: Keep a copy of this form for your records. Ensure name of carrier field is completed to avoid processing delays. If you’d like to 
terminate a subscriber, please use the Subscriber Termination/Transfer Form. 

1 COMPANY INFORMATION 
Company name Group ID (if assigned) 

2 REASON FOR DECLINING 

I’ve been offered Kaiser Permanente group health coverage by my employer. I voluntarily choose not to enroll myself in a Kaiser Permanente plan 
at this time. I understand that the next opportunity to enroll will be during the annual open enrollment period or after a qualifying event. 

Declination reason and carrier name impact the participation requirement.  Only group coverage counts toward the participation requirement. 

Reason for declining (check one): 

I’m covered by another employer’s health plan through my spouse/domestic partner/parent. 

I’m covered by another health plan offered by this employer. 

I’m covered by another employer I work for. 

I’m covered by group coverage through COBRA or Cal-COBRA. 

I’m covered by Medicare, Medi-Cal, or Tricare (military or VA benefits). 

I’m covered by an individual health plan. 

Not interested in enrolling at this time. 

3 READ AND SIGN 

If you decline coverage for yourself, you’re also declining coverage for your eligible dependent(s). You can only enroll or change your coverage 
during annual open enrollment period established by your employer or during a special enrollment period if you’ve experienced a qualifying event. 
You must request coverage within 60 days of a qualifying event. Special enrollment qualifying events include: 
• Increase in your hours so that you meet your employer’s requirement for medical plan eligibility 
• Return from a leave of absence 
• Involuntary termination or loss of other group coverage 
• A dependent loses coverage elsewhere 
• Marriage or addition of a domestic partner 
• Birth, adoption of a child, or placement for adoption 
• Court order 
• Death of a spouse, domestic partner, or dependent 

Employee name (please print) 

Signature Date 

X 
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