
section 3 – reason for change

please check one of the following if you are
adding dependents: (Complete sections 5,6,7,8,11) 

Page 1 of 5

*Additional documentation may be required.    

Please print or type in black ink only.

section 2 – reason for application

please check one:

	 New Group or Annual Open Enrollment Period	 Loss of coverage

	 New Hire	 Waiver of coverage

	 Retiree	 Other _____________________________________________ 	

Ohio Region Employee 
Enrollment /Change Form

section 5 – type of plan

please check one:	� HMO Traditional Plan	H MO Deductible Plan	H MO High Deductible Health Plan

	A dded Choice (POS)	A dded Choice (POS) Deductible Plan	PPO	O  ut-of-Area (PPO) 

section 4 – other changes (please check all that apply)

	N ame Change (Complete sections 6, 7, 10)_____________________________ 	A ddress (Complete sections 6, 10) 

	P revious Name _ ____________________________________________________ 	 Telephone (Complete sections 6, 10) 

please check one of the following if you are
deleting dependents: (Complete sections 5,6,7,8,11)

	 MM/DD/YYYY		  MM/DD/YYYY

	 Birth	O ver age limit	

	 Adoption*	D ivorce

	 Marriage*	D eceased*

	C ommon law	O ther___________________

	 Loss of other coverage	

	 Other___________________

FOR employer / group use ONLY

employer name

Group no.	S ubgroup no.	b illgroup	D ate of hire (mm/dd/yyyy)	E ffective date (MM/DD/YYYY)

Last name	 first name	m i	SUFFI X

social security number	

section 1 – employeE Name

Kaiser Foundation Health Plan of Ohio 
Kaiser Permanente Insurance Company
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last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

address

apartment number	 city	STATE	  ZIP CODE

home phone	 work phone

primary care physician (PCP) NAME if selecting hmo or added choice	PCP  ID

add	 delete	 spouse	 domestic partner	 dependent	 child	 other	 ___________ 	

last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

primary care physician (PCP) NAME if selecting hmo or added choice		PCP  ID 

add	 delete	 dependent	 child	 other	 _______________________________________________ 	

last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

primary care physician (PCP) NAME if selecting hmo or added choice	PCP  ID 

add	 delete	 dependent	 child	 other	 _______________________________________________ 	

last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

primary care physician (PCP) NAME if selecting hmo or added choice	PCP  ID 

section 7 – family / dependent information *

section 6 – employee information

* To add additional dependents, ask your HR representative for an additional dependent form.
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If you, your spouse, or dependents are enrolled in Medicare or are eligible for Medicare, please complete a separate 
Medicare Plus application which may be obtained from your employer or Kaiser Permanente.

Are any of your listed dependents over the maximum age?  	 If yes, please complete the following:

Name(s) (Last, First, MI)	D isabled*	F ull-time student	N ame of college, university, or trade school

	 YES	NO	YES	NO  

	YES	NO	YES    	NO

Do any of your dependents above live at another address?  	 YES	NO 	 If yes, please complete the following:

Name(s) (Last, First, MI)	A ddress

employee last name	 social security number

SECTION 8 – OTHER COVERAGE INFORMATION

You must complete this section. Not completing the information in this section may result in a delay in payment of claims. 
Your acceptance of coverage through Kaiser Permanente allows us to coordinate benefits of your health coverage with 
other group health policies that may cover you or other members of your family (such as health coverage through your 
spouse’s employer). This does not reduce your or your dependents’ health benefits coverage from Kaiser Foundation 
Health Plan of Ohio and / or Kaiser Permanente Insurance Company, as applicable.

In order to coordinate benefits, we need the following information:

Spouse’s Name (Last, First, MI):	___________________________________________________________________________________

Is your spouse employed?	Y es	N o	N ot married	S pouse’s birth date:______________________________

If yes, spouse’s employer:____________________________ 	S pouse’s business phone number:_____________________________

Are you, your spouse or dependents covered under any other health insurance policy? 	Y es	N o

LIST BELOW, YOURSELF, SPOUSE OR DEPENDENTS WHO ARE COVERED BY ANOTHER INSURER

	N ame (Last, First, MI)	N ame of Insurer	T ype*	P olicy Number	P hone Number of Insurer	

OTHER Insurance INFORMATION: (except medicare)

LIST BELOW, YOURSELF and any other DEPENDENTS to be covered who are eligible for part A and/or  part b of medicare

	N ame (Last, First, MI)	 Medicare #	E ntitled Due To

	A ge	D isability	R enal Disease

	A ge	D isability	R enal Disease

effective date
	P art A	P art B
	 MM/DD/YYYY	 MM/DD/YYYY

OTHER Insurance INFORMATION – Medicare

* M= Medical  D = Dental  V = Vision  Rx = Prescription Drug
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section 9 – terms, conditions and authorizations

Ohio Fraud Warning: A ny person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

I understand and agree that any material misstatement or incomplete statement of fact provided on this application  
or the failure to notify Kaiser Foundation Health Plan of Ohio (Health Plan) and /or Kaiser Permanente Insurance Corp (KPIC), 
as applicable, of any material change in health status or impairment or disease that occurs between the date of application 
and the effective date of coverage will be deemed to be a material misrepresentation and may result in the rescission of 
my coverage as well as the coverage of my spouse, and covered dependents (if any), without liability to Health Plan and /or 
KPIC, as applicable, and /or the Ohio Permanente Medical Group, Inc.

I understand and agree that if the application is accepted by Health Plan and /or KPIC, as applicable, the benefits for which I, 
my spouse, and dependents (if any) will be determined in accordance with the agreement between my 
employer, Health Plan, and /or KPIC, as applicable. I further understand and agree that I, my spouse and dependents  
(if any) will be bound by the terms and conditions of such agreements. I authorize the deduction from my wages 
amounts necessary to pay the employee portion of the premiums for my, my spouse’s, and covered dependents’ (if any) 
Health Plan and /or KPIC, as applicable, coverage. I understand that to be eligible for coverage and remain eligible, I 
must satisfy the eligibility requirements in my employer’s agreement with Health Plan and /or those set forth under the KPIC 
Group Policy /Certificate of Insurance as applicable, and that the information provided in this application may be relied on 
and used to determine my, my spouse’s, and my dependents’ (if any) eligibility for coverage.

I agree to provide any documentation, including tax returns, payroll records, etc., necessary to establish that I, my 
spouse, and my dependents (if any) initially met and continue to meet this or any other requirement for coverage.

I, my spouse, and my dependents (if any) listed in Section 7 of this application understand that we are entitled to 
receive a copy of this application.

I hereby apply for coverage from Health Plan and /or KPIC for myself, my spouse,  and for any eligible dependents listed and 
authorize my employer to make deductions, if any, required as my contribution. The information provided above is true and 
correct to the best of my knowledge and meets the eligibility guidelines listed in the application instructions. I understand 
that my coverage and benefits may be affected by my failure to provide complete and accurate information.

I hereby assign Kaiser Permanente authorization to bill any other group health policy that may cover me, my spouse, or my 
dependents for all covered services provided or arranged by Plan physicians as long as I am a member of this Plan.  
I understand that this arrangement does not limit my rights to receive reimbursement for services I receive from non–Plan 
providers. I also hereby authorize the release of medical records to Kaiser Permanente for services payable under this contract.

Health Plan and KPIC each have a network of participating physicians and other providers. My choice of physician or provider 
may determine the level of benefits I receive. Participating physicians and providers are subject to change. Physicians and 
providers are paid in a number of ways, including salary, capitation, case rates, fee for service, and incentive payments. I can 
get more information about how participating physicians and providers are paid, request a Provider Directory, or obtain a list 
of current participating physicians and other providers by calling Customer Relations at 1-800-686-7100.

Any person obligated for any part of a premium may cancel such an agreement within 72 hours after having signed the 
agreement or offer to enroll. Cancellation occurs when written notice of cancellation is given to KFHPO or its agents or other 
representatives. Notice of cancellation is considered given when the prospective subscriber mails the notice to Health Plan.

IMPORTANT: Your application cannot be processed without your signature. Please read this form before signing. 

I acknowledge by my signature that the information I have supplied on this form is true and correct, and that I have 
read and agree to the requirements, terms, conditions, limitations, and provisions described above. (IMPORTANT: All 
applications MUST be signed.)

Applicant Signature	D ate

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	 _ ______ /_ ______ /_ ______

SECTION 10 – signature

employee last name	 social security number
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Section 11 – ELIGIBILITY:
Individuals will be accepted for enrollment only if they: (1) Meet all eligibility requirements established by the group and 
agreed upon by KFHPO and KPIC; (2) Meet all applicable requirements set forth in the Group Agreement and/or the KPIC 
Group Policy/Certificate of Insurance, as applicable; and (3) Reside permanently in the service area (Cuyahoga, Geauga, 
Lake, Lorain, Medina, Portage, Stark, Summit, and Wayne counties), or you reside in a contiguous county and work in the 
service area, and the group has chosen an expanded enrollment provision.

Guidelines for Eligibility:
1.	Subscriber must be either

a)	 an employee of group; or
b)	entitled to coverage based on KFHPO approved group contract; or
c)	 eligible for continuation of coverage (i.e. COBRA).

2.	Family Dependent must be either
a)	 the subscriber’s spouse; or
b)	unmarried dependent child of the subscriber or subscriber’s spouse under the group’s specified age limit that meets 

dependency requirements; or
c)	 any other unmarried dependent person under the group’s specified age limit entirely supported by the subscriber 

or the subscriber’s spouse permanently residing in the subscriber’s household* and for whom the subscriber or 
subscriber’s spouse is the legal guardian or court-appointed custodian. Copy of proof of guardianship or custodianship 
needs to be provided; or unmarried dependent child under a Qualified Medical Child Support Order (QMCSO).

3.	Medicare-eligible applicants please contact your employer for additional information about the plan options available to you.

These requirements of eligibility are meant to be used only as guidelines. Please refer to your group’s specific “Group 
Agreement” and/or KPIC Group Policy/Certificate of Insurance, as applicable, for more detailed eligibility requirements. 
HMO and the Kaiser Permanente Tier 1 HMO benefit level of the Added Choice POS plans are provided by KFHPO. The 
non-Participating Provider benefit levels of the Added Choice POS plans and PPO plans are underwritten by KPIC. KPIC is a 
subsidiary of KFHP, Inc.

In order to review your application, information may be collected from persons other than you and your covered family 
members. Information which is collected may be disclosed to others without authorization only as allowed by law. Each 
covered person has a right to review and correct all personal information which is collected about him/her. A more complete 
notice of our information privacy practices is available upon request.

*Except for dependent children as otherwise required by law

Reason for refusal:  (Please check all appropriate boxes)

	O ther group coverage sponsored by my employer 

	�O ther group coverage sponsored by my spouse’s employer		

Other reasons (please explain)_________________________

Please provide name of carrier:___________________________

By completing this section, I acknowledge that I was 
given the opportunity to enroll in this plan of group 
health benefits offered by my employer.

I refuse the following:

	A ll coverage 

	C overage for my spouse 

	C overage for my dependents

SECTION 12 – WAIVER OF COVERAGE

Applicant Signature if Waiving Coverage	D ate

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	 _ ______ /_ ______ /_ ______

I understand that if I or my dependents later wish to enroll for any of the coverage(s) refused, I / they will be required to 
submit a Group Employee Enrollment and Change Form, and enrollment can occur only at open enrollment unless the late 
enrollee provisions apply.

employee last name	 social security number

ODI #MCD 9113175
60101  75M
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add	 delete	 spouse	 domestic partner	 dependent	 child	 other	 ___________ 	

last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

primary care physician (PCP) NAME if selecting hmo or added choice	PCP  ID 

add	 delete	 dependent	 child	 other	 _______________________________________________ 	

last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

primary care physician (PCP) NAME if selecting hmo or added choice	PCP  ID 

add	 delete	 dependent	 child	 other	 _______________________________________________ 	

last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

primary care physician (PCP) NAME if selecting hmo or added choice	PCP  ID 

add	 delete	 dependent	 child	 other	 _______________________________________________ 	

last name	 first name	m i	SUFFI X

social security number	m edical record number (if any)	 date of birth (mm/dd/yyyy)	m ale	 female

primary care physician (PCP) NAME if selecting hmo or added choice	PCP  ID 

section 7 – ADDITIONAL family / dependent information *

* Please be sure to keep this form attached to your completed application.

employee last name	 social security number

Please print or type in black ink only.

Ohio Region Employee
Additional Dependent 

Enrollment / Change Form

Kaiser Foundation Health Plan of Ohio 
Kaiser Permanente Insurance Company

ODI #MCD 9113175
60101  75M
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