Small Business

§% kalSER PERMANENTE. EMPLOYEE ENROLLMENT

IMPORTANT INFORMATION

Use this form to enroll you and your dependents in Kaiser Permanente. Please print neatly.

Be sure to fill in the form completely. Missing or inaccurate information will delay enroliment processing.

Employer
1. Complete section 1.

If enrollment reason is loss of coverage or other, the event must be one of the special enrollment triggering events listed below:

« Increase in an employee’s hours so that he or she meets your requirement for medical plan eligibility
« Return from a leave of absence
« Involuntary termination or loss of other group coverage
« A dependent loses coverage elsewhere
« Marriage or addition of a domestic partner
« Birth
« Adoption of a child or placement for adoption
« Court order
« Death of a spouse, domestic partner, or dependent

2. Give each employee a form to complete.

3. Confirm that the information provided on the form is complete and accurate.

4. Return the completed enrollment forms to your broker or Kaiser Permanente.

Employee
1. Complete sections 2 through 4.
2. Sign and date the form.

3. Make a copy of the form for your records.

This form serves as your temporary Kaiser Permanente member ID.
Please make a copy and keep it until you receive your official member ID.
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Small Business

[ ] ..
% KAISER PERMANENTE. EMPLOYEE ENROLLMENT
See instructions on page 1 before completing this form. Make a copy for your records.
1 TO BE COMPLETED BY EMPLOYER O New group account O Existing account
Company name* Customer ID (if assigned) Effective date* (can only start the first of the month)
/ /
Plan selection™ Employee classification (if applicable)
Employee last name Employee first name M
Enrollment reason (Please check 1) 1 New group account 1 Open enrollment [ Other:

If you have an existing account, please fax this form to 858-614-3345 (SCAL), 858-614-3344 (NCAL), or email csc-sd-sha@kp.org.

2 TO BE COMPLETED BY EMPLOYEE

Have you ever been a member of, or received care from, Kaiser Permanente in California? [1 Yes 1 No
If s0, under what medical record number (if known) | Social Security number* Former/Maiden name
Last name* First name* Mi Preferred language (optional)
Home address* Apt. #
City* State* ZIP* County
Date of birth (mm/dd/yyyy)* Gender* Day phone Evening phone
/ / oM OF ( ) - ( ) -
Mailing address (if different from home) Apt. #
City State ZIP County

If you decline coverage for yourself or an eligible dependent, you can only enroll or change your coverage during an annual open enroliment period established
by your employer, or during a special enrollment period if you have experienced a triggering event. You must request coverage within 60 days of a triggering
event. Special enrollment triggering events include:

« Loss of health care (minimal essential) coverage, resulting from any of the following: loss of employer-sponsored coverage because you and/or your
dependent no longer meet the eligibility requirements, or your employer no longer offers coverage or stops contributing premium payments; loss of
eligibility for COBRA coverage (for a reason other than termination for cause or nonpayment of premium); your and/or your dependent’s individual,

Medi-Cal, Medicare, or other governmental coverage ends; or for any reason other than failure to pay premiums on a timely basis or situations allowing
for a rescission (fraud or intentional misrepresentation of material fact); or loss of health care coverage including, but not limited to, loss of that coverage
due to the circumstances described in Section 54.9801-6(a)(3)(i) to (iii), inclusive, of Title 26 of the Code of Federal Regulations and the circumstances
described in Section 1163 of Title 29 of the United States Code;

Gaining or becoming a dependent due to marriage, domestic partnership, birth, adoption, placement for adoption, or assumption of a parent-child relationship;
A valid state or federal court orders that you or your dependent be covered;

Permanent relocation, such as moving to a new location and having a different choice of health plans, or being released from incarceration;

The prior health coverage issuer substantially violated a material provision of the health coverage contract;

A network provider’s participation in your and/or your dependent’s health plan ended when you and/or your dependent(s) were under active care for one of
the following conditions: an acute condition (an acute condition is a medical condition that involves a sudden onset of symptoms due to an illness, injury,
or other medical problem that requires prompt medical attention and that has a limited duration); a serious chronic condition (a serious chronic condition
is a medical condition due to a disease, illness, or other medical problem or medical disorder that is serious in nature and that persists without full cure

or worsens over an extended period of time or requires ongoing treatment to maintain remission or prevent deterioration); pregnancy; terminal illness

(a terminal illness is an incurable or irreversible condition that has a high probability of causing death within one year or less); care of a newborn child
between birth and age 36 months; or performance of a surgery or other procedure that has been recommended and documented by the provider to occur
within 180 days of the contract’s termination date or within 180 days of the effective date of coverage for a newly covered insured;

A member of the reserve forces of the United States military returning from active duty or a member of the California National Guard returning from active
duty service under Title 32 of the United States Code;

An individual demonstrates to the Department of Managed Health Care or Department of Insurance, as applicable, with respect to health benefit plans
offered outside the Exchange that the individual did not enroll in a health benefit plan during the immediately preceding enroliment period available because
the individual was misinformed that he or she was covered under minimum essential coverage.

*Required field for enrollments.
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KAISER PERMANENTE. EMPLOYEE ENROLLMENT

\

3 FAMILY INFORMATION (Please list only those family members to be enrolled.)

Date of birth (mm/dd/yyyy)* Gender* Social Security number
[ Spouse [] Domestic partner th ( ) OmM OF l urty nd
Name (Last, First, MI)* Medical record number (if known)

Date of birth (mm/dd/yyyy)* Gender* Social Security number
[ Dependent* Oom OF
Name (Last, First, Ml) Medical record number (if known)
[ Dependent Date of birth (mm/dd/yyyy) Gender Ouv O Social Security number
Name (Last, First, Ml) Medical record number (if known)

Date of birth (mm/dd/yyyy) Gender Social Security number
[ Dependent Ovm OF
Name (Last, First, Ml) Medical record number (if known)
[ Dependent Date of birth (mm/dd/yyyy) Gender Ov OF Social Security number
Name (Last, First, Ml) Medical record number (if known)
[] Dependent Date of birth (mm/dd/yyyy) Gender A Social Security number
Name (Last, First, MI) Medical record number (if known)

Do any of your dependents listed above live at another address? [ Yes [ No If Yes, complete the following:

Name (Last, First, Ml) Address

Name (Last, First, M) Address

4 SIGNATURE
L]

KAISER FOUNDATION HEALTH PLAN, INC., ARBITRATION AGREEMENT?*

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA claims procedure regulation, and any other
claims that cannot be subject to binding arbitration under governing law) any dispute between myself, my heirs, relatives, or other associated parties on the one
hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other associated parties on the other hand, for
alleged violation of any duty arising out of or related to membership in KFHP, including any claim for medical or hospital malpractice (a claim that medical services
were unnecessary or unauthorized or were improperly, negligently, or incompetently 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 contained in the Evidence of Coverage.

Employee name (please print)* Title (please print)
Employee signature* Date
X

*Required field for enrollments.
"Disputes arising from fully insured Kaiser Permanente Insurance Company (KPIC) coverage are not subject to binding arbitration: 1) Preferred Provider Organization (PPO) plans and

2) KPIC Dental plans.
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Language Assistance
Services

English: Language assistance
is available at no cost to you,
24 hours a day, 7 days a week.
You can request interpreter
services, materials translated
into your language, or in
alternative formats. Just call us
at 1-800-464-4000, 24 hours a
day, 7 days a week (closed
holidays). TTY users call 711.

A< icldl e e Blas &l 38 5ia 4y ) o8l daa il el Arabic
b liall 53 5 dan i 5l A ) o8 A il Ao il S g oY) Gl
1-800-464-4000 1 e Ly Juai¥) (5 5o e L (5 a0 gual
ek el (Claall o4l (3lie) ¢ sl o &S ALl e e
(T11) &0 e Jusil a ol il

Armenian: Qtiq Jupnn L wijéwp oqlinieynih
wnpudwnpyby (iqyh hwpgnid® opp 24 dwd, ywipwpep
7 op: “knip Jupnn tip yuwhwbety pubunp
pPupgiuish dSwpuynipyniLbitkp, Qbp [Eqyny
pPupgiubiud Jud wypbnpubpuyht aiwswthng
wunpuunywd niptip: Mupquubu qubquhwpbp
utq’ 1-800-464-4000 htinwhunuwhuniwpny' opp

24 dwd” pwpwpen 7 op (nnb optiphtt thwy £): TTY-hg
oqunnitipp wtnp £ qubquhwptb 711:

Chinese: L8 7K - K 24 /NEHY AEG 0 EGE

%T%%HJJ T LUHAES LIRS ~ SRR B RHRIEERL
ﬁﬁﬁﬁ:’ééﬁiﬁﬁ%ﬁfm%ﬁ BB TR

l:iE 24 /NEFFECIAF T B ST 1-800-757-7585 Eii 2k

& (ERfRH RED - PEIE KBRS (TTY) (A

A% 711

Osh 4B Hey 7 5 skl Gelw 24 L) Gleas (Farsi
R sleisa a5 lad (a4 S dan i Alid

A3 H5) 7 5 sl el 24 50 QS aS Gl & 53
1-800-464-4000 o jled 43 Lo L (Judans (sla ) 5y (sliind 4)
280 Gl 71T )i U TTY oS a8 ool

Hindi: faAT Bt RT3 g ard, 39 % 24 =52,
THTE & A1 (37 IUerser g1 AT U gATT ¥ Faredr
F foro, famT et e 3 | v et o |
FATE FXATT & o0, AT qhfodsh STETT & (o0 STrer
FT THA 2| T4 A g4 1-800-464-4000 I, o7 F 24
=, TATE % ATq1 fod (Gt arer fam 92 w2ar 8) #ia
F| TTY ITTRTFRAT 711 T2 Tt <l

Hmong: Muajkwc pab txhais lus pub dawb rau koj,
24 teev ib hnub twg, 7 hnub ib lim tiam twg..Koj thov
tau cov kev pab txhais lus, muab cov ntaub ntawv
txhais ua koj hom lus, los yog ua lwm hom.Tsuas hu
rau 1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib
lim tiam twg (cov hnub caiv kaw). Cov neeg siv

TTY hu 711.

Japanese: Y[i ClL, SEE3CHEZ MR C, FHIER,
B ZRIHNZIET £, R —E X, HAGE
WCHEREN-EE HHWVITERER0EXTY
KA CE £9, BRIELIC 1-800-464-4000 F CTRES
<7"“éb\ (B H ZPREFPER) |, TTY 2—%—
IETIICBERRELS 230,

Khmer: SSWMaN FnSaaHaigEEmg] 24 i
YuiE 7 Gy G R GIATINERUM Ami:
tumsuAimeihmanigs ymémiguig)ad sin
GIRTUMITN MUIUS 1-800-464-4000 TS 24 MY
i3 7 Gyt (5eigunng)1 Hmd TTY wrling
7114

Korean: 8¢ 9 A]7ko]] 7 glo
AMB|AE F R )

63/\1,] X]—EE O?Qtﬂ— N]\‘ij:ql:]_ _‘c}_%l_ 1;% }\] L]_oﬂ
FAIG10] 1-800-464-4000 ¥ 0.2 81514 Al &
(7Y F5). TTY AHEA HE 711,

Navajo: Saad bee aka’a’ayeed ndholo t’aa jiik’¢é,
naadiin doo bibaa’ dii’ ahé¢’iikeed tsosts’id yiskaaji
damoo na'adleehji. Atah halne’¢ aka’adoolwotigii joki,
t’dadoo le’¢ t’44 hohazaadj{ hadilyaa’go, éi doodaii’
naana la al’aa adaat’ehigii bee hadadilyaa’go. Koji
hodiilnih 1-800-464-4000, naadiin doo bibaa’ dii’
ahéé’iikeed tsosts’id yiskdaji damoo nad’adleehji
{Dahodiyin biniiyé ¢’e’aahgo éi da’deelkaalO. TTY
chodeeyoolinigii koj{ hodiilnih 711



Punjabi: f5&' farft I3 €, fos € 24 w2, ge3 € 7 fes,
I Reret 3973 Bt Qusgy 31 3Ht ffq gemie <t
e, 7t fan 24 g fE9 Y3 995 &t 863t 99 Aae
31 57 9= A5 1-800-464-4000 3, fos & 24 uf2, 783
T 7 fes (8t @3 fos ge afder J) 85 a3 TTY &
Sutiar I9s @& 711 3 €5 FIa|

Russian: Mb1 6ecrutatHo obecnieurBaeM Bac ycimyramu
nepeBoa 24 yaca B CyTKH, 7 1Hel B Hezento. Bel Moxere
BOCTIONB30BATHCS TOMOIIBIO YCTHOTO MEPEBOTUHMKA,
3aIPOCHTh TIEPEBO]] MATEPUAIOB HA CBOW SI3BIK MITH
3aIPOCHTh MX B OJJHOM U3 JIbTEPHATHBHBIX ()OPMATOB.
Ipocro no3BonuTe Ham 1o Tenedony 1-800-464-4000,
KOTOPBIN JOCTyIeH 24 yaca B CyTKH, 7 JHEH B HEJIEMIO
(kpome mpa3aHUYHbIX JaHel ). [Tomp3oBarenu uanu TTY
MOT'YT 3BOHUTH 110 HOMepY 711.

Spanish: Contamos con asistencia de idiomas sin costo
alguno para usted 24 horas al dia, 7 dias a la semana.
Puede solicitar los servicios de un intérprete, que los
materiales se traduzcan a su idioma o en formatos
alternativos. Solo llame al 1-800-788-0616, 24 horas al
dia, 7 dias a la semana (cerrado los dias festivos). Los
usuarios de TTY, deben llamar al 711.

Tagalog: May magagamit na tulong sa wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat
linggo. Maaari kang humingi ng mga serbisyo ng
tagasalin sa wika, mga babasahin na isinalin sa iyong
wika o sa mga alternatibong format. Tawagan lamang
kami sa 1-800-464-4000, 24 na oras bawat araw, 7 araw
bawat linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: 5fivsnsauwsdmsunaeaan 24 41
nnfunaanthTuevinnszasnaaansazalviaiy
hEnaUAININADIAMTALAIALANMNANATAINTAUR
guawaasinuazaafvsuisaualvinisula
aasiumuninaldlaing lifinnsdaausans

W TNSMIAIvaNELRY 1-800-464-4000 Aaan 24
fhTuanniu (dalvusnsluiungasiunis) 6§l TTY
TusaInslli 711

Vietnamese: Dich vu thong dich dugc cung cép mién
phi cho quy vi 24 gio mdi ngay, 7 ngay trong tuan. Quy
vi ¢6 thé yéu cau dich vu thong dich, tai liéu phién dich
ra ngdn ngit cia quy vi hodc tai lidu bang nhiéu hinh
thirc khac. Quy vi chi cAn goi cho chung t6i tai sb
1-800-464-4000, 24 gid mdi ngay, 7 ngiy trong tudn
(trir cac ngay 18). Nguoi dung TTY xin goi 711.


tel:1-800-788-0616

Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural
background, ancestry, religion, sex, gender identity, gender expression, sexual orientation, marital status,
physical or mental disability, source of payment, genetic information, citizenship, primary language, or
immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven
days a week (except closed holidays). Interpreter services, including sign language, are available at no cost to
you during all hours of operation. We can also provide you, your family, and friends with any special assistance
needed to access our facilities and services. In addition, you may request health plan materials translated in
your language, and may also request these materials in large text or in other formats to accommodate your
needs. For more information, call 1-800-464-4000 (TTY users call 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the
grievance process. A grievance includes a complaint or an appeal. For example, if you believe that we have
discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of
Insurance, or speak with a Member Services representative for the dispute-resolution options that apply to you.
This is especially important if you are a Medicare, Medi-Cal, MRMIP, Medi-Cal Access, FEHBP, or CalPERS
member because you have different dispute-resolution options available.

You may submit a grievance in the following ways:

¢ By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan
Facility (please refer to Your Guidebook for addresses)

¢ By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your
Guidebook for addresses)

e By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)

e By completing the grievance form on our website at kp.org
Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the
basis of race, color, national origin, sex, age, or disability. You may also contact the Kaiser Permanente Civil
Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

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, D.C. 20201,
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at

http://www.hhs.qov/ocr/office/file/index.html.



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

Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen,
antecedentes culturales, ascendencia, religion, sexo, identidad de género, expresion de género, orientacion
sexual, estado civil, discapacidad fisica o0 mental, fuente de pago, informacién genética, ciudadania, lengua
materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros (Member Service Contact Center) brinda servicios de
asistencia con el idioma las 24 horas del dia, los siete dias de la semana (excepto los dias festivos). Se ofrecen
servicios de interpretacion sin costo alguno para usted durante el horario de atencién, incluido el lenguaje de
sefias. También podemos ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten
para acceder a nuestros centros de atencioén y servicios. Ademas, puede solicitar los materiales del plan de
salud traducidos a su idioma, y también los puede solicitar con letra grande o en otros formatos que se adapten
a sus necesidades. Para obtener mas informacion, llame al 1-800-788-0616 (los usuarios de la linea TTY
deben llamar al 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a través del
proceso de quejas. Una queja incluye una queja formal o una apelacién. Por ejemplo, si usted cree que ha
sufrido discriminacion de nuestra parte, puede presentar una queja. Consulte su Evidencia de Cobertura
(Evidence of Coverage) o Certificado de Seguro (Certificate of Insurance), o comuniquese con un representante
de Servicio a los Miembros (Member Services) para conocer las opciones de resolucion de disputas que le
corresponden. Esto tiene especial importancia si es miembro de Medicare, Medi-Cal, MRMIP (Major Risk

Medical Insurance Program, Programa de Seguro Médico para Riesgos Mayores), Medi-Cal Access, FEHBP
(Federal Employees Health Benefits Program, Programa de Beneficios Médicos para los Empleados Federales)

o CalPERS ya que dispone de otras opciones para resolver disputas.

Puede presentar una queja de las siguientes maneras:

e completando un formulario de queja o de reclamacion/solicitud de beneficios en una oficina de Servicio a los
Miembros ubicada en un centro del plan (consulte las direcciones en Su Guia)

¢ enviando por correo su queja por escrito a una oficina de Servicio a los Miembros en un centro del plan
(consulte las direcciones en Su Guia)

¢ llamando a la linea telefénica gratuita de la Central de Llamadas de Servicio a los Miembros al
1-800-788-0616 (los usuarios de la linea TTY deben llamar al 711)

e completando el formulario de queja en nuestro sitio web en kp.org
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informara al coordinador de derechos civiles (Civil Rights Coordinator) de Kaiser Permanente de todas las
quejas relacionadas con la discriminacién por motivos de raza, color, pais de origen, género, edad o
discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles de Kaiser
Permanente en One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

También puede presentar una queja formal de derechos civiles de forma electrénica ante la Oficina de
Derechos Civiles (Office for Civil Rights) en el Departamento de Salud y Servicios Humanos de los Estados
Unidos (U. S. Department of Health and Human Services) mediante el portal de quejas formales de la Oficina
de Derechos Civiles, en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo postal o por teléfono a: U.S.
Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building,
Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (linea TDD). Los formularios de queja formal estan
disponibles en http://www.hhs.qov/ocr/office/file/index.html.



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

Kaiser PermanenteXt (- DU e ~ TR ~ i ~ B~ JREGES ~ SUBR &~ st ~ 5580 il
PERIREE ~ MERIZRETTZ ~ PEEUR ~ IR0 ~ EE B0 - SR ~ EEERH - AR
Sty ~ EEFES SRS Uy Rl I N ETEA -

sTER BRSSP R EEE S R EIIRES - A TR NGERIRS CRESBRERIN) - K
PR =TI AR N 0 Bt RS - HrpERET5E - JMTE R B GRS BT
RERBHMEML AR AEED - DUEGE AR E B AS ~ A - g A5k USRS
TRt IRIRE T B R ZFA > A H KR RS A B A ARAAS e B B R AR A
FELURREHYRR K - B R HAIERN - 55EEE1-800-757-7585 (TTYSHE&EHEFRETIL) -

TN HEMATE BRI FE R B B B R ME T AT 20 R T o FER i B b
FF o B ARG R H A2 FIAERERIE AR - AR R IB ST o 35 TRl o (i s 20 7H
PSR ZE > B2 (R SR MGIEEREE) 8 (REEHE) - g dEstERE
AR BACTEARSER o ¥ Medicare, Medi-Cal, MRMIP, Medi-Cal Access, FEHBP=Z{CalPERSE1EK
B BLHEHETE . RRER > BBk SR Ry ZEEARTAE -

BB LN A PR B T
o MEAEAGTEIRBEIEH I ER TSN B R —r (BGhadRbmA = E/EE) (552
R CGEAGLHLIRRE M) - DUEE AL

o FHERYGAE HEFE RS R EAGT E IR AR T = BEIRSE (S52RIARY GaaHt
hEfaEE Y o DAEEHAHRIHNE )

o FEAMEIENIFIER SRS T » EEETEE 1-800-757-7585 (TTY B4R (& HE
711)

o FEAVSIRAVENL FE 2 — (D EIFHETE - HHLE kp.org
MR R R IFHRIFENERE P REERY - SFREAEHET E R RBERE L -

AR ~ FEE ~ JREIFE ~ MR~ SRR T S Re R R Y — V) B s FR TR EL i i 545 Kaiser
Permanentel!y) FRFE S5 ihai B o Gt 0] BlKaiser Permanentel!y FCREAR 75 Tnnae & BELIEEIRSS + TRasit
Il /2 One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612 -

BT IR E T 7 =UE 8 A M A BRI A L 485 [m] 55 (B 1 A8 B N LIRS 0 IR RE R AN PR 2
HEREREST - 4gHE Z https://ocrportal hhs.gov/ocr/portal/lobby.jsf ; B EFZHEUN T 4% & s ER FH E6
ek EEEE 7 EUER4% ¢ U.S. Department of Health and Human Services, 200 Independence Avenue
SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 ( TDD
B4R o m {4t N EESETRE - 490k B http://www.hhs.gov/ocr/office/file/index.html -



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

	Group1: Off
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8a: 
	Text8b: 
	Text8c: 
	Group2: Off
	Other222: 
	Group3: Off
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text22a: 
	Text22b: 
	Group4: Off
	Text23: 
	Text23a: 
	Text23b: 
	Text24: 
	Text24a: 
	Text24b: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text42: 
	Group6: Off
	Text45: 
	Text46: 
	Text47: 
	Check Box1: Off
	Text48: 
	Group7: Off
	Text51: 
	Text52: 
	Text53: 
	Check Box2: Off
	Text54: 
	Text57: 
	Text58: 
	Text59: 
	Check Box3: Off
	Text60: 
	Text63: 
	Text64: 
	Text65: 
	Check Box3a: Off
	Text60a: 
	Text63a: 
	Text64a: 
	Text65a: 
	Check Box3b: Off
	Text60b: 
	Text63b: 
	Text64b: 
	Text65b: 
	Group9: Off
	Text66: 
	Text67: 
	Group5: Off
	Group8: Off
	Group8a: Off
	Group8b: Off
	Group8c: Off
	Text68: 
	Text69: 
	Text71: 
	Text70: 
	Text72: 


