& KAISER PERMANENTE. TR ——

Enrollment Application/Change Form e e e e

Purchaser Nurnbies Esrollment Unit Number (EL)

Please print or type in black or dark blue ink. Please see instructions
on reverse before completing this form.

Retain last copy for your records and use as a temporary ID, Effective Dafe _...._...L——L-—— ”
A. ENROLLMENT REASON (check one) B. CHANGE REASON (check all that apply) ]
0 New Hire Enrollment 3 New Purchaser 0 Add/Delete Dependent(s) - . _

" {Enter reason trom back of form)
O Open Enroifment 0 New Enrollment Unit 0 Address Change {d Name Change {ses below)
O Other - | W Other _
{Enter reason from back of form) (Enter reason from back of form)
Event Date: / / . Event Date: i / X
€. ABOUT YOU (Subscriber) - - T 1
Last Name First Name Ml 1 Are you now or have you
| . ever been a Kaiser Permanente
EEEEENENENEEREERNE N ANEEEEEEEEEE member? G Yes T No
If you have ever been a Kaiser Permanente member, what Gender | Social Security Number Date of Birth
is/was your Medical Record Number (from your 1D card)? Yy
aF —_ — / /
U A N S T I O
Street Address 1 Check heﬁriiﬂnew address ard complete City State | Jip Code | Home Phone UDay deve | Work Phone QDay QEve
Sectic .
gotion 210w, [ } { }
"D. IF THIS 1S AN ENROLLMENT, WE'D LIKE TO KNOW A LITTLE BIT MORE ABOUT YOU _ | T
Marital Status Maiden Name (if applicable) Language Spoken Language Written
d Married 3 Singlo
Have you aver received care from Kaizar Pormanente within the state of Calitornia? Bl Yes @ No
E. ABOUT YOUR EMPLOYMENT
Company Name City Employee D Ernployment Status N
| | | B Working £ Ralred

" F. NAME CHANGE ) R

Crom 0
Lanl Bdre barest Mame Last Mame Firs: Wame
G. ADDRESS CHANGE {(What was your previous address?) _
Street Address I City State Zip Code
" H. ABOUT YOUR FAMILY Previous Kaiser Foundation Health Plan members should list their Medical Record Numbers {if known)
Date of Birth | Sex Add/ Medical Record
Last Name First Name M Rale Social Security Number| mm/dd/yy M/F | Delete Number if Known
Spouse H
O Spouse aM{ I Add
Maidear: Name ff appiicable; - - / / L E 4 Delete
N Dependont il = :’ L
A Siuld{:nt - - / / -I M 3 Add
3 Other d F ) Delete
{ Dependent A Child M 1 Add
- d| |
3 Other - /7 1aF | Gbelotwe
Dependent 1 Child iam | add
d Student — — } { - -
A (her A F | dDelete
Dependﬂr‘ll 1 Childd ; .
-l St::da:ﬂt — - / / 'J M !_l Add
- Other vl F  Delete
Dependent’s Address (if different from subsenber): O Check here i all depandents are at the address below.
Name(s) Address City State Zip Code

i urdersland that, except for smadl caims court cases and clatms subjec to ne Medicare Appea's Frocodure, any caim that 1, my he'rs, or other claimants associated with me
asserl lor sliegad viclation of any duty angirig out of or reiat ng to mexbearstio i Hesith Plon, including ary claiy ior medical or hospital maipraciice, for premises Habiny, or
relating Lo Whe coversge for or delivery of, services or items, inespective of legal theory, must ba decided by hingirg arbitration under California 'aw and not by a lawsuit of
cesort 1o courl nrocess excent as Califoraia faw provides for 'udicial review of arbitration proveedings. | agres to give wp iy r'ght to o jury trial and aceept the use of &inding
arbitration. | understard that the complete arkitratian provision is cantained in the Evidence of Coverage.

Sutrscriber’s Signature; [Cate; / /

TOP COPY-Ta CSC {Californ'a Service Centert MIDDLE COPY-Ta be ratained by purchaser  BOTTOM COPY-To be retained by subscriber and used as temperary ID



