Oregon group s |
&l ENT
employee enrollment/change form =4 KAISER PERMANENTE,
All plans offered and underwritten by Kaiser Foundation Health Plan

7 ko
o emploting this form, of the Northwest, 500 NE Multnomsh St, Ste, 100, Portiand, OR 97232

Company name* Effective date of coverage® e
Group no.* Medical subgroupno. —_ Billgroup — Date of hire* e
Dental subgroupne. . Billgroup . _
PART 11 PART II; Enrollment/:hange reason—complete if existing group* (Please check one.) Event date R
CiNew group [} New hire [ONewborn  [[ILoss of coverage  {] Part-time to full-time [} Change
[ Existing group Ll Open enrollment ] COBRA [ State continuation [} Cther

Name ({ast, first, M Formar/maiden name {if any)

Gender* M [ JF  Dateofbirth* —_/___/___  Social Security no. I

Home address* Apt.
City State ZIp E-malf

Horme phane* Work phone

Heglth recard no. {if any) Preferred language Ethnicity

Disabled []Yes [ ] No

Gender* [ IM{_|F  Dateofbirth* ___/___ /_ Secial Security no, [IMedical [Dental
Other health insurance [_]Yes [_JNo  Insurance co. Policy no.
Health record no. (if any) Medicare eligible ] ‘?es [Na Medicare iD no.
Child name (last, first, M1) [ eull-time student Disabled [Yes [ 1Mo
Gender* (1M [(JF  Dateofbirth* ___/__./___ Social Security no, [IMedical []Dental
Other heaith insurance [ 1Yes [INo  Insurance co. A Policy no.
Health record no. (if any} Medicare eligible [ 1Yes [ INo Medlcare ID na.
Child name (last, first, M) [ Fuli-time student Disabled [_]Yes [[No
Gender* [IM [1F  Dateofbirthx ____/ f/—  Social Security ne. s [ Medical [Joental
Other health Insurancs [1Yes [_fNo  Insurance co. Palicy no.
Health recard no. (if any) Medicare ellgible ] Yas [ {No Medicare 1D no.

{ ] Check here If “Additional Dependent” form Is attached.

gadt1pe back of ihigform belare si

Ission, Kalser 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 lagal action available 1o it
by law. Applicant must promptly inform KFHPNW in writing If anything happens befare coverage takes effect that makes the application incomnlete
or Incorract. Itis a crima to knowingly provide false, incomplete, or misleading Information to an Insurance company for the purpose of defrauding the
campany. Penalties include imprisonment, fines, and denial of insurance beneflts,

| 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 the back of this farm.

DY S

Employee slgnature* i Date

*Required
**4 person legally recognized as your domestlc partner in a valid Certificate of Registered Domestic Partnersh ip issuedt by the state of Oragon or who is
otherwise recognized as your domestic partner under criteria agreed upon, in wrlting, by Kaiser Foundation Health Plan of the Northwest ancl Your group.

@ 535CORE-10/9-10




