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Please Provide Your Medicare Insurance Information

Please take out your red, white and blue Medicare card to Name (as it appears on your Medicare card):
complete this section. DodALD D UCCK
e Fill out this information as it appears on your Medicare Number:

Medicare card. TAMARPUWARCK £RS
B ARD Is Entitled To: Effective Date:

SPITAL(Parth) ™/ oo/ Y ¥y
* Attach a copy of your Medicare card or your letter from

Social Security or the Railroad Retirement Board. MEDICAL(PartB)  mm/n D/ Y ¥4 Y

You must have Medicare Part B, however most employer groups
require both Parts A and B to join a Medicare Advantage plan.

Please Read and Answer These Important Questions

you or your spouse work? Yes No
you the retiree? Yes No
I7 yes, retirement date (mm/dd/yyyy): / /

If no, name of retiree:

you covering a spouse or dependents under thi¢ - nployer or union plan? Yes No

n yes, name of spouse:

Name(s) of dependent(s):

ne individuals may have other drug coverage, including other private insurance, Worker's Compensation, VA benefits, or
-..[e pharmaceutical assistance programs.

Will you have other " dn :overage in addition to Kaiser Permanente? Yes X No
If yes, please list your other coverage and your ideni  :ation (ID) number(s) for that coverage.
Name of other coverage: D # for other coverage:
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Kaiser Permanente serves a specific service area. If | move out of e area that Kaiser Permanente serves, | need to notify the
plan so | can disenroll and find a new plan in my new area. Once | am a member of Kaiser Permanente, | have the right to appeal
plan decisions about payment or services if | disagree. | will read the Senior Advantage Evidence of Coverage document from
Kaiser Permanente when | receive it in order to know which rules | must follow to get coverage with this Medicare Advantage
plan. l understand that people with Medicare aren't usually covered under Medicare while out of the country except for limited
coverage near the U.S. border.

| understand that beginning on the date Senior Advantage coverage begins, | must get all of my health care from
Kaiser Permanente, except for emergency or urgently needed services or out-of-area dialysis services.

Services authorized by Kaiser Permanente and other services contained in my Senior Advantage Evidence of Coverage
document (also known as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER
MEDICARE NOR KAISER PERMANENTE WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with
Kaiser Permanente, he/she may be paid based on my enrollment in Kaiser Permanente.

Release of Information

By joining this Medicare health plan, | acknowledge that the Medicare health plan will release my information to Medicare
and other plans  1ecessary for treatment, payment and health care operations. | also acknowledge that Kaiser Permanente
will release my information including my prescription drug event data to Medicare, who may release it for research and other
purposes which follow all applicable Federal statutes and regulations. The information on this enroliment form is correct to
the best of my knowledge. | understand that if | intentionally provide false information on this form, | will be disenrolled from

the plan.
I understand that my signature (or the signature of the person ai 1orized to act on my behalf under the laws of the State where
 ive) on this application means that | have read and understand the contents of this application. If signed by an authorized

individual (as described above), this signature certifies that: 1) this person is authorized under State law to complete this
enroliment and 2) documentation of this authority is available upon request from Medicare.
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