SDCERA
Health Insurance Plans Enroliment form

Please complete all sections of this form. You may submit your form online by selecting “Enrollment” on the Health page of www.sdcera.org or
by mailing your form to the SDCERA Health Plans Service Center.

SECTION 1: Member Information

First Name: Ml:

Last Name:
Permanent Residence Address:
City: State: ZIP:
Daytime Telephone: Email Address:
Date of Birth: S.S.#

Desired Effective Date of Coverage:

SECTION 2: Plan Selection(s)

Medical Plans

Kaiser Permanente D HMO Non-Medicare D Senior Advantage

UnitedHealthcare D Signature Value HMO D Group Medicare Advantage D Senior Supplement

Health Net EI HMO Non-Medicare ,:I HMO Medicare EI Seniority Plus
Dental Plans

CIGNA Dental [ ]pHmo

Delta Dental [ ] Preferred PPO

SECTION 3: Choose the coverage for yourself and eligible dependents

Persons to be enrolled El Member El Member and Spouse /Partner El Member and Child D Family

SECTION 4: Choose the coverage for yourself and eligible dependents

Please Note: If you or your dependents are Medicare-eligible, you must provide the SDCERA Health Plans Service Center with a copy of both sides
of each of your signed Medicare cards showing Part A and B coverage. To enroll your eligible spouse or domestic partner, you must provide a copy
of the marriage certificate or Certificate of Registration of Domestic Partnership from the California Secretary of State. To enroll eligible dependent
children, you must provide a copy of the birth certificate or proof of adoption for each child. If you have additional enrollees, please list their
information on a separate sheet and attach to your completed enrollment form.

Name Relationship Birth date S.S.# Medicare # (if applicable)

SECTION 5: Signature & Authorization

| elect the coverage as indicated above and certify that the information | have provided is true and accurate to the best of my knowledge. | also certify that | have read and
understand the provisions of the medical plans, as detailed in the SDCERA Health Insurance Plans booklet and | agree to the terms and conditions stated therein. | agree to
have my monthly retirement payment from SDCERA reduced by the required amount to pay my share (including covered dependent premiums) of the cost for the medical
and/or dental plans(s) | have selected. | understand that | cannot change my coverage options until the next Open Enroliment period, but | can cancel my coverage at any

time in writing or by calling the SDCERA Health Plans Service Center. Lastly, | also understand the SDCERA Board of Retirement reserves the right to modify or terminate the
health insurance plans for my insurance coverage at any time.

SDCERA Health Plans Service Center
1.866.751.0256

PO Box 14464

Des Moines, IA 50306-3464 (Date)

(Member Signature)
Rev. 10/2018



8% KAISER PERMANENTE. Group Plan

Kaiser Permanente Senior Advantage (HMO)

Election form

Northern California or Southern California Region Group Plan

Filling out and returning the enrollment form is your first step to becoming a Kaiser Permanente
Senior Advantage member. If you and your spouse are both applying, you'll each need to fill out a
separate form. For help completing the enrollment form, call our Member Services Contact Center
at 1-800-443-0815 (TTY 711), seven days a week, 8 a.m. to 8 p.m.

How to fill out this form

1. Answer all questions and print your answers using black or blue ink. Fill in check boxes
with an X.

2. Sign the form on page 5 and date it. Make sure you've read all the pages before you sign.

3. Mail the original, signed form to:
Kaiser Permanente — Medicare Unit
P.O. Box 232400
San Diego, CA 92193-2400

4. Make a copy for your records. If required, submit a copy to your employer group, union
or trust fund.

Next steps

e We'll review your form to make sure it's complete. Then we'll let you know by mail that
we've received it.

o We'll let Medicare know that you've applied for Senior Advantage.

e Within 10 calendar days after Medicare confirms your enrollment, we'll first let you know the start
date for your coverage. Next, we will send you a Kaiser Permanente ID card and your new
member package within 10 days of your start date.

Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in Kaiser Permanente
depends on contract renewal.

60888609 10/2018



NCAL or SCAL - Senior Advantage - Group Page 1 of 5

Employer Group Use Only
Please, provide receipt date of form in this section when submitting on behalf of employee/retiree.

Employer Group #: Employer Receipt Date: / /

Authorized Rep:

Please contact Kaiser Permanente if you need information in another language or accessible format (Braille).

To Enroll in Kaiser Permanente Senior Advantage, Please Provide the Following Information

Employer or Union Name: Group #:

LAST Name:
Mr. Mrs. Ms.

FIRST Name: Middle Initial: ~ Sex:
Male Female

Are you a current or former member of any Kaiser Permanente Kaiser Permanente Medical/Health Record Number:
health plan? ' Yes No  Ifyes: "' Current ' Former

Permanent Residence Street Address (P.O. Box is not allowed):

City:

County: State:  ZIP Code:

Home Phone Number: Alternate Phone Number: Birth Date: (mm/dd/yyyy)
- - - - /]

Mailing Address (only if different from your Permanent Residence Address)

Street Address:

City: State:  ZIP Code:

E-mail Address:

6 0 88 8 60 9
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Last Name First Name

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.

e Fill out this information as it appears on your Medicare Number:
Medicare card.
-OR- Is Entitled To: Effective Date:
HOSPITAL (Part A) / /

e Attach a copy of your Medicare card or your letter from
Social Security or the Railroad Retirement Board. MEDICAL (Part B) / /

You must have Medicare Part B, however some employer groups
require both Parts Aand B to join a Medicare Advantage plan.

Please Read and Answer These Important Questions

1. Do you or your spouse work? Yes No
2. If your employer provides retiree coverage, are you the retiree? Yes No N/A
If yes, retirement date (mm/dd/yyyy): / /
If no, name of retiree: Retirement date (mm/dd/yyyy):
/ /
3. Are you covering a spouse or dependents under this employer or union plan? Yes No

If yes, name of spouse:

Name(s) of dependent(s):

4. Do you have End-Stage Renal Disease (ESRD)? Yes No

If you have had a successful kidney transplant and/or you don't need reqular dialysis anymore, please attach a note or
records from your doctor showing you have had a successful kidney transplant or you don't need dialysis, otherwise we may
need to contact you to obtain additional information.

5. Some individuals may have other drug coverage, including other private insurance, Worker's Compensation, VA benefits, or
State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Kaiser Permanente? Yes No
If yes, please list your other coverage and your identification (ID) number(s) for that coverage.
Name of other coverage: D # for other coverage:

60888609 10/2018
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Last Name First Name

6. Are you a resident in a long-term care facility, such as a nursing home? Yes No
If yes, please provide the following information:

Name of institution:

Address of institution (number and street): Phone Number:

7. Requested effective date (subject to CMS approval): / /

Please check one of the boxes below if you would prefer that we send you information in a language other than English
or in an accessible format:

Spanish Large Print Braille CD

Please contact Kaiser Permanente at 1-800-443-0815 if you need information in an accessible format or language other than what
is listed above. Our office hours are seven days a week, 8 a.m. to 8 p.m.TTY users should call 711.

Please complete the information below

If you currently have Kaiser Permanente coverage through more than one employer or union/trust fund, you must choose ONE
employer or union/trust fund from which to receive your Senior Advantage coverage. Complete the information for that employer
or union/trust fund below.

Employer Group/Union/Trust Fund Name:

Employer Group/Union/Trust Fund ID #: Subgroup: Requested effective date (subject to CMS approval):
/ /

Please Read and Sign Below

By completing this enrollment application, | agree to the following:

Kaiser Permanente is a Medicare Advantage plan and has a contract with the Federal government. | will need to keep my
Medicare Part B, however some employer groups require both Parts Aand B. I can only be in one Medicare Advantage plan ata
time and | understand that my enrollment in this plan will automatically end my enrollment in another Medicare health plan. It
is my responsibility to inform you of any prescription drug coverage that | have or may get in the future. | understand that if |
don't have Medicare prescription drug coverage, or creditable prescription drug coverage (as good as Medicare’s), | may have to
pay a late enrollment penalty if | enroll in Medicare prescription drug coverage in the future. | may leave this plan at any time by
sending a request to Kaiser Permanente or by calling 1-800-MEDICARE (1-800-633-4227 or TTY 1-877-486-2048), 24 hours a
day, 7 days a week. However, before | request disenroliment, I will check with my group or union/trust fund to determine if | am
able to continue my group membership.

| understand that if | currently have Kaiser Permanente coverage through more than one employer or union/trust fund, I must
choose one of these coverage options for my Senior Advantage plan because | can be enrolled in only one Senior Advantage plan
atatime. My other employer or union/trust fund may allow me to enroll in one of their non-Medicare plans as well. | will contact
the benefit administrators at each of my employers or union/trust funds to understand the coverage that I am entitled to before |
make a decision about which employer's or union/trust fund's plan to select for my Senior Advantage plan.

60888609 10/2018
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Last Name First Name

Kaiser Permanente serves a specific service area. If | move out of the 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. 1 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, 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 as necessary 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 enrollment form is correct to
the best of my knowledge. I understand that if I intentionally provide false information on this form, | will be disenrolled from
the plan.

| understand that my signature (or the signature of the person authorized to act on my behalf under the laws of the State where
| live) 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
enrollment and 2) documentation of this authority is available upon request from Medicare.

60888609 10/2018
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Last Name First Name

KAISER FOUNDATION HEALTH PLAN ARBITRATION AGREEMENT

| understand that, if | select a health insurance plan (“health plan”) that uses mandatory binding arbitration to resolve
disputes, | am agreeing to arbitrate claims that relate to my or a dependent’s membership in the health plan (except for
Small Claims Court cases, claims governed by the ERISA claims procedure regulation, and other claims that cannot be
subject to binding arbitration under governing law). | understand that any dispute between myself, my heirs, relatives,
or other associated parties on the one hand and the health plan, any contracted health care benefit providers,
administrators, or other associated parties on the other hand for alleged violation of any duty arising out of or related to
membership in the health plan, including any claim for medical or hospital malpractice (a claim that medical services
were unnecessary or unauthorized or were improperly, negligently, orincompetently 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. | agree to give up our right to a jury trial and accept the use of binding
arbitration. | understand that the full arbitration provision is in the health plan's coverage document, which is available
for my review.

Signature:

Today's Date: / /

If you are the authorized representative, you must sign above and provide the following information:
Name:
Address:

Phone Number: - - Relationship to Enrollee:

Office Use Only:
Name of staff member/agent/broker (if assisted in enrollment):

Plan ID #: Effective Date of Coverage: / /
|CEP/IEP: AEP; SEP (type): Not Eligible:

2019 NCAL or SCAL Group Plan Election Form
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Notice of nondiscrimination

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

e 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.

e 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 Member Services at 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m.,
seven days a week.

If you believe that Kaiser Permanente 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 with our Civil Rights Coordinator by writing to One Kaiser Plaza, 12th Floor, Suite 1223,
Oakland, CA 94612 or calling Member Services at the number listed above. You can file a
grievance by mail or phone. If you need help filing a grievance, our Civil Rights Coordinator is
available to help you. 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, 800-537-7697 (TDD). Complaint forms
are available at http://lwww.hhs.gov/ocr/office/file/lindex.html.

&% KAISER PERMANENTE.

60899008


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/ocr/office/file/index.html

Multi-language Interpreter Services

English
ATTENTION: If you speak a language other than English, language assistance services, free of
charge, are available to you. Call 1-800-443-0815 (TTY: 711).

Spanish
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-800-443-0815 (TTY: 711).

Chinese
FE OREEAEE S e EESE S REIARE - 52E 1-800-443-0815
(TTY:7T11) -

Viet,na’mes’e ] ) .
CHU Y Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngdn nglr mién phi danh cho ban.
Goi s0 1-800-443-0815 (TTY: 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
sa wika nang walang bayad. Tumawag sa 1-800-443-0815 (TTY: 711).

Korean
FOl: St 0{E AFESHA|= B%, 80 X| &l AH|A

1-800-443-0815 (TTY: 711)H O 2 H3Isl TAHA| L.

ﬂJ|lll

FRE 0| 8ot = ASLICHL

Armenian

NRCUNLNRESNPL Gph ununtd bp huybpkl, wuyyw dkq wi]dwp Jupnn i wpudungpgby
LEquljut wewlgmpjub Sunuympnibitp: Quiquhwptp 1-800-443-0815 (TTY (hknwinhuy)
711):

Russian
BHUMAHWE: Ecnu Bbl roBopuTE Ha PyCCKOM A3biKe, TO BaM AOCTYNHbI 6ecnnaTtHble ycnyrm
nepesoga. 3BoHuTe 1-800-443-0815 (Tenetann: 711).

Japanese
AEEIE BHREZEINDIEES. BHOEEXXEZX HAWZ+ET, 1-800-443-0815
(TTY:711) E£T. BBEEICTTERCEZ LY,

Punjabi
fimrs 6. A 3AT Urrsl S I, 37 37 &g AofesT AT 393 38 Hes Quseg Il

1-800-443-0815 (TTY: 711) '3 IS F|

60897108 CA &% KAISER PERMANENTE.



Cambodian

Uths: 10 SMymSIUNW MaNIS] INSSWIRAM AN IS SSS WU
AMGEISINUUITESY G1 gitd) 1-800-443-0815 (TTY: 711)

Hmong

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj.
Hu rau 1-800-443-0815 (TTY: 711).

Hindi

e & Ifg 39 B el § o 3k fav Hod # ST HETIdr dard 39T g
1-800-443-0815 (TTY: 711) W &Il |

Thai

Se; ﬁmmwu@mmvlmﬂﬂmmmmwﬁmimﬂmﬁamammvl,@i”ﬁ' Iny 1-800-443-0815
(TTY: 711).

Farsi
o a8 Lad (s n OBG1 5 gy (L) g i€ e SER L 40 S) da g
S (sl 1-800-443-0815 (TTY: 711) L 250
Arabic
S deail el @l i) g A galll saclosall ciledd (8 Aalll Y Guaati i€ 1)) ;Ada sala
(71 2S5 anall Caila o3 ) 1-800-443-0815
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