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Individual and Family Plans 

Account Change Form 
California 

Instructions 
•  If you are an existing Kaiser Permanente for Individuals and Families (KPIF) member enrolled directly into a KPIF account, you may use this form to 

make plan changes or account changes. Only the subscriber or parent/legal guardian of a child-only account can fill out this form.

•  If you are an existing KPIF member enrolled through Covered California, all account and plan changes to your existing coverage must be requested 
through CoveredCA.com. If you are not sure how you are enrolled or need additional support, please call 1-800-255-5169 (TTY 711). 

•  There are different types of plan changes and account changes you can make with this form. Please fill out your personal information in Section A. 
Then select what changes you’d like to make in Section B, and continue on to fill out any other sections related to those changes. 

•  If you are a subscriber ending coverage, your dependents’ coverage automatically ends. You may choose to keep your children under 21 years of
age on a child-only account. If you’re ending KPIF coverage because you are newly eligible for Group coverage or Medicare, your dependents have a 
Special Enrollment Period to enroll in new KPIF coverage. Go to kp.org/specialenrollment or contact Member Services to learn more.

•  If you’re adding a dependent to your plan, any other coverage they have won’t be automatically canceled unless stated in this form. To avoid paying 
for 2 plans or having a gap in coverage, please cancel any other coverage they have as of the day before their new coverage starts. 

•  Note: If you’re entitled to Medicare Part A or enrolled in Medicare Part B, you’re not eligible to change KPIF plans. If a family member is entitled to 
Medicare Part A or enrolled in Medicare Part B, they’re not eligible to change KPIF plans or be added to your KPIF plan as a new dependent.

• Please note the Health Insurance Counseling and Advocacy Program (HICAP) provides health insurance counseling to California residents free 
of charge. Call HICAP at 1-800-434-0222 to learn more. See page 8 to find your local HICAP program information.

A. Fill out your information

If you’re making a change, please update the boxes below with your new information. 

First name   MI 

Last name 

Date of birth (mm/dd/yyyy) 

Medical record number (if any) Gender: 
Male    Female    Undeclared 

Social Security number (if any) 

  - -
Home address (no P.O. boxes) 

City 

State  ZIP code   County Primary phone (mobile phone, if available) 

- -

Email address 

Mailing address Check if same as home address        

City 

State  ZIP code 

http://kp.org/specialenrollment
http://CoveredCA.com
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B. What change(s) do you want to make? 

Please check the boxes below for the changes you wish to make and list each family member affected. We won’t make any changes for any family  
members you don’t list. 

You can make the following changes during open enrollment or a special enrollment period. To make a change other than listed below, you can 
call Member Services at 1-800-464-4000 (TTY 711). 

      

   
      

Change plans. 

Add medical coverage for a family member. 

Change my child-only account to a family account with myself as the 
subscriber. 

Add optional adult dental coverage (for all members 19 and older on 
my plan). 

End optional adult dental coverage (for all members 19 and older on 
my plan). 

(Restrictions apply for special enrollment periods. See kp.org/specialenrollment for more information.) 

Combine KPIF Accounts 
Accounts can be combined during open enrollment or a special enrollment period. 

  I wish to add (a) family member(s) that is already on a KPIF plan to my account. Doing this will end their existing plan.  
(Please indicate which family member(s) will move to your account in Section C.) 

Account Ending 

First name    MI 
                                                                                           

Last name 
                               

Subscriber medical record number for account ending 

Subscriber or parent/legal guardian for account ending 

Date (mm/dd/yyyy) 
X  

You can make the following changes any time during the year. (Note: For these changes, you can skip Sections D and E.) 

      

   

   
   

End all coverage for myself and all family members. 

End all coverage for a family member. 

End my coverage and keep my child(ren) under 21 years  
of age on a child-only account. 

End my and my spouse’s/domestic partner’s coverage  
and keep my child(ren) under 21 years of age on a child-only  
account. 

Make the changes shown in Section A. (If you’re changing your 
name, please include legal documentation of the change.) 

Requested effective date (not guaranteed) 

                (mm/dd/yyyy)

http://kp.org/specialenrollment
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C. Which family members are affected by the change? (Please list below.) 

Spouse/Domestic partner   Name change   Add medical coverage 

  End medical coverage 
  Add optional adult dental coverage 

  End optional adult dental coverage 

First name    MI 

Last name 

Choose one: 
                                                                                           Spouse Domestic partner           

Date of birth (mm/dd/yyyy) Gender 
Male   Female   Undeclared 

Social Security number (if any) 

 - -

Medical record number (if any) Primary phone (mobile phone, if available) 

- -

Email address 
                              

If you have more than 2 parent(s)/stepparent(s) with a change, attach a copy of this page and complete the information for those parent(s)/stepparent(s). 

Parent/Stepparent 1   Name change   Add medical coverage 
End medical coverage 

  
  

Add optional adult dental coverage 
End optional adult dental coverage   

First name    MI 

Last name 

Date of birth (mm/dd/yyyy) 

                               

Medical record number (if any) Gender 
Male   Female   Undeclared 

Social Security number (if any) 

 - -

Primary phone (mobile phone, if available) 

- -

Email address 

Parent/Stepparent 2   Name change   Add medical coverage 
End medical coverage 

  Add optional adult dental coverage 
End optional adult dental coverage     

First name    MI 

Last name 

Date of birth (mm/dd/yyyy) 

                               

Medical record number (if any) Gender 
Male   Female   Undeclared 

Social Security number (if any) 

 - -

Primary phone (mobile phone, if available)  

- -

Email address 
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C. Which family members are affected by the change? (Please list below.) 

If you have more than 3 dependents with a change, attach a copy of this page and complete the information for those dependents. Provide phone 
and email for dependents aged 18 and over only.

  Dependent 1 Name change Add medical coverage 
End medical coverage 

Add optional adult dental coverage 
End optional adult dental coverage 

    
    

First name    MI 

Last name 

Date of birth (mm/dd/yyyy) 

                               

Medical record number (if any) Gender 
Male   Female   Undeclared 

Social Security number (if any) 

 - -

Primary phone (mobile phone, if available) 

- -
Email address 

Dependent 2

 
                            

  Name change   Add medical coverage 
End medical coverage 

  Add optional adult dental coverage 
End optional adult dental coverage     

First name    MI 

Last name 

Date of birth (mm/dd/yyyy) 

                               

Medical record number (if any) Gender 
Male   Female   Undeclared 

Social Security number (if any) 

 - -

Primary phone (mobile phone, if available) 

- -
Email address 

Dependent 3

                            

  Name change   Add medical coverage 
End medical coverage 

  Add optional adult dental coverage 
End optional adult dental coverage     

First name    MI 

Last name 

Date of birth (mm/dd/yyyy) 

                               

Medical record number (if any) Gender 
Male   Female   Undeclared 

Social Security number (if any) 

 - -

Primary phone (mobile phone, if available) 

- -
Email address 
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D. Choose your enrollment period 

Select one option:          Open enrollment (skip to Section E)            A special enrollment period (continue below) 

Choose your qualifying life event. If you had more than one, review your options because effective dates vary by event. Proof of eligibility is also 
required within 10 calendar days. Visit kp.org/specialenrollment or call 1-800-494-5314 (TTY 711) for more about qualifying life events or if you 
do not see your qualifying life event below. 
Change in health coverage 

Loss of minimum essential health coverage (write the last full day you  
had coverage) 
Eligibility to purchase an individual health plan through an individual coverage 
health reimbursement arrangement (ICHRA) or a qualified small employer 
health reimbursement arrangement (QSEHRA) 
Discontinuation of employer contribution or government subsidization  
of COBRA premiums 
Misinformation about your enrollment in minimum essential coverage 
Provider network changes 

 Eligibility for app-based transportation or delivery network company  
health care stipend 

Change in household 
Gaining or becoming a dependent through marriage or domestic partnership 
Gaining or becoming a dependent through the birth of a child, adoption, or 
placement for adoption or foster care 
Note: In this case, you also need to choose between 2 effective date options: 

 The date of birth, adoption, or placement for adoption or foster care 
 The first day of the month after we receive the form   

    

    

    
    

    

     

    

    
    

    

Child support order or other court order to cover a dependent 
    

    

    

    
    

 

Note: In this case, you also need to choose between 2 effective 
date options: 

The date of the child support order or other court order to 
cover a dependent 
The first day of the month after the court order date 

Domestic violence or spousal abandonment occurring within 
the household 
Losing a dependent through divorce, dissolution of domestic 
partnership, or legal separation 

  Death of the subscriber or a dependent 

Change in residence 

    
    

   
   

Permanent relocation with access to new plans 

Other qualifying life events 
Determination by Covered California of exceptional circumstances 
Demonstrating that a qualified plan substantially violated a 
material provision of its contract in relation to the enrollee 
Release from incarceration 

Please write the date when your qualifying life event occurred.     (mm/dd/yyyy) 

E. Choose your health plan 
If you indicated that you would like to 
change plans or add coverage for a family 
member, please select the plan you would 
like here. Each family member you listed 
in Section C will be moved to the plan you 
select. If you wish to enroll family members 
in different plans, please submit a separate 
form for each plan. 

    

    

    

    

    

    

    

Kaiser Permanente – Bronze 60 HDHP HMO 
Kaiser Permanente – Bronze 60 HMO 
Kaiser Permanente – Bronze 60 HMO 7500/0% PCP 
Kaiser Permanente – Silver 70 HMO  
Off Exchange 
Kaiser Permanente – Silver 70 HMO 2850/50 PCP 
Kaiser Permanente – Silver 70 HDHP HMO  
3600/25% PCP 
Kaiser Permanente – Gold 80 HMO Coinsurance 

    

    

    

    

    
 

Kaiser Permanente – Gold 80 HMO 

Kaiser Permanente – Gold 80 HMO 
0/30 PCP 
Kaiser Permanente – Gold 80 HMO 
750/35 PCP 
Kaiser Permanente – Gold 80 HDHP 
HMO 2250/15% PCP 
Kaiser Permanente – Platinum 90 HMO 

   Kaiser Permanente – Minimum  
Coverage HMO* 

*For applicants under 30 or with hardship exemptions 
Minimum coverage plans are available to applicants who will be younger than 30 on the effective date, or who provide a certificate of exemption that 
shows hardship or lack of affordable coverage. We won’t be able to process your application without the certificate of exemption if you are 30 
and older. To see if you qualify, please go to CoveredCA.com/exemptions and follow the instructions. 

Is the primary applicant purchasing this plan using a health reimbursement arrangement (HRA)?        Yes       
If Yes, what type:        ICHRA       QSEHRA  

Under an individual coverage health reimbursement arrangement (ICHRA) or a qualified small employer health reimbursement arrangement  
(QSEHRA), your employer will establish and fund an account to help you pay monthly individual plan premiums and out-of-pocket expenses as an 
alternative to traditional group health coverage.  

Using an employer’s HRA to help pay premiums and out-of-pocket expenses does not change your eligibility for a Kaiser Permanente Individual  
and Family plan.

http://CoveredCA.com/exemptions
http://kp.org/specialenrollment
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F. Choose your optional adult dental plan 

Dental coverage is included in your health plan for child members until the end of the month in which the member 
turns 19. Kaiser Permanente offers an optional dental insurance plan to adults, which includes those individuals whose 
eligibility for pediatric dental services has ended. This optional coverage is available for an additional charge. 
You can enroll in or end adult dental coverage in the optional dental insurance plan during open enrollment, annual 
member renewal, or a special enrollment period. Our optional adult dental coverage is underwritten by Kaiser 
Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), and administered 
by Delta Dental of California, one of the nation’s largest and most experienced dental benefits providers. 
Please refer to the Summary of Dental Benefits Coverage (SDBC) Disclosure Matrix for complete details of the KPIC 
dental plan by visiting kp.org/kpic-dental. 

    

    

Add optional adult  
dental coverage.†     
End optional adult  
dental coverage.†    

† Once enrolled, I understand I can’t cancel my dental coverage without also canceling my health plan coverage, except during open enrollment or a 
special enrollment period. 

G. Sign the form 
•  I understand that Kaiser Foundation Health Plan, Inc. will rely on the information I provide in this form, and that if any information is found to be 

fraudulent or intentionally misrepresented, Kaiser Foundation Health Plan, Inc. may choose to terminate my coverage back to the coverage  
effective date. 

•  I verify that no one listed on this form who is changing plans or being added as a dependent is entitled to Medicare Part A or enrolled in Medicare Part B. 

•  If I worked with a broker, I understand they may receive monetary payments or other compensation from Kaiser Permanente in connection with this 
coverage. Our standard compensation is $14 per member per month plus a potential bonus. To learn more, visit kp.org/brokercompensation. 

•  By providing my email address and phone number(s), I understand I may receive email and/or voice/text communications from Kaiser Permanente. For 
more information visit healthy.kaiserpermanente.org/termsconditions. 

Note: The subscriber must sign the form. All new dependents 18 and older including parent(s)/stepparent(s) must also sign the form. If there are more 
than 2 dependents 18 and older and 2 parent(s)/stepparent(s) signing,  please attach a copy of this page with the additional signatures. 

Subscriber/new subscriber (parent or legal guardian for subscribers under 18) 

Date (mm/dd/yyyy) 
X  

Spouse/domestic partner 

Date (mm/dd/yyyy) 
X  

Parent/stepparent 

Date (mm/dd/yyyy) 
X  

Parent/stepparent 

Date (mm/dd/yyyy) 
X  

Dependent (18 and older) 

Date (mm/dd/yyyy) 
X  

Dependent (18 and older) 

Date (mm/dd/yyyy) 
X  

All plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612. 

http://kp.org/brokercompensation
http://kp.org/kpic-dental
http://healthy.kaiserpermanente.org/termsconditions
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H. Sign the Kaiser Foundation Health Plan, Inc., arbitration agreement 

I 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. I agree to give up our right to a jury trial and accept 
the use of binding arbitration. I understand that the full arbitration provision is contained in the 
Combined Membership Agreement, Evidence of Coverage, and Disclosure Form. 

The subscriber must sign the form. All new dependents 18 and older including parent(s)/stepparent(s) must also sign the form. If there are more than 2 
dependents 18 and older and 2 parent(s)/stepparent(s) signing, please attach a copy of this page with the additional signatures. 

Primary applicant (parent or legal guardian for children under 18) 

Date (mm/dd/yyyy) 
X  

Spouse/domestic partner 

Date (mm/dd/yyyy) 
X  

Parent/stepparent 

Date (mm/dd/yyyy) 
X  

Parent/stepparent 

Date (mm/dd/yyyy) 
X  

Dependent (18 and older) 

Date (mm/dd/yyyy) 
X  

Dependent (18 and older) 

Date (mm/dd/yyyy) 
X  

The applicant or their authorized representative may request a copy of the completed form. For more information, please call 1-800-464-4000 (TTY 711). 

Contact information 
Mail to:   Kaiser Permanente 

P.O. Box 23127 
San Diego, CA 92193-9921 

Or fax toll free to:  
Membership Administration  
1-855-355-5334 

Questions? Call  
1-800-464-4000 (TTY 711)



Page 8 of 81618309194 California 2026

Local HICAP Offices by California County 

Alameda County 
333 Hegenberger Road, Suite 850 
Oakland, CA 94621 
510-839-0393 

Alpine, Amador, Calaveras, Mariposa,  
and Tuolumne Counties 
19074 Standard Road, Suite A 
Sonora, CA 95370 
209-532-6272 ext. 226 

Butte, Colusa, Glenn, Plumas,  
and Tehama Counties 
25 Main Street, Room 202 
Chico, CA 95929-0799 
530-898-6716 

Contra Costa County 
400 Ellinwood Way 
Pleasant Hill, CA 94523 
Inside Contra Costa from  
a landline phone: 
1-800-510-2020 
Out of state: 925-655-1393 

Del Norte County 
1765 Northcrest Drive 
Crescent City, CA 95531 
707-464-7876 

El Dorado, Nevada, Placer,  
Sacramento, San Joaquin, Sierra,  
Sutter, Yolo, and Yuba Counties 
505 12th Street 
Sacramento, CA 95814 
1-800-434-0222 
916-376-8915 

Fresno and Madera Counties 
5363 N. Fresno Street 
Fresno, CA 93710 
559-224-9117 

Humboldt County 
333 J Street 
Eureka, CA 95501 
707-444-3000 

Imperial and San Diego Counties 
5151 Murphy Canyon Road, Suite 110 
San Diego, CA 92123 
Imperial: 760-353-0223 
San Diego: 858-565-8772 

Inyo, Mono, Riverside,  
and San Bernardino Counties 
Council on Aging Southern California 
2280 Market Street, Suite 140 
Riverside, CA 92501 
909-256-8369 

Kern County 
5357 Truxtun Ave. 
Bakersfield, CA 93301 
661-868-1000 

Kings and Tulare Counties 
3350 W. Mineral King 
Visalia, CA 93291 
559-713-2875 
1-800-434-0222 

Lake, Marin, Mendocino, Napa, 
Solano, and Sonoma Counties 
1129 Industrial Ave., Suite 201 
Petaluma, CA 94954 
1-800-434-0222 
707-526-4108 

Lassen, Modoc, Shasta, Siskiyou, 
and Trinity Counties 
1647 Hartnell Ave., Suite 8 
Redding, CA 96002 
530-223-0999 

Los Angeles County 
4601 Wilshire Blvd., Suite 160 
Los Angeles, CA 90010 
213-383-4519 
Within L.A. County: 1-800-824-0780 

Merced County 
851 West 23rd Street 
Merced, CA 95340 
209-385-7550 

Monterey County 
247 Main Street 
Salinas, CA 93901 
831-655-1334 

Orange County 
2 Executive Circle, Suite 175 
Irvine, CA 92614 
714-560-0424 

San Benito and Santa Cruz Counties 
3333 Soquel Drive, Suite A 
Soquel, CA 95073 
831-462-5510 

San Francisco County 
601 Jackson Street, 2nd Floor 
San Francisco, CA 94133 
415-677-7520 

San Luis Obispo 
and Santa Barbara Counties 
528 South Broadway 
Santa Maria, CA 93454 
805-928-5663 

San Mateo County 
1710 S. Amphlett Blvd., Suite 100 
San Mateo, CA 94402 
650-627-9350 

Santa Clara County 
3100 De La Cruz Blvd., Suite 310 
San Jose, CA 95054 
408-350-3200, option 2 

Stanislaus County 
3500 Coffee Road, Suite 19 
Modesto, CA 95355 
209-558-4540 

Ventura County 
4651 Telephone Road 
Ventura, CA 93003 
805-477-7310



Nondiscrimination Notice 
 

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan, 
Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, Inc., and the Southern California 
Medical Group). This notice is available on our website at kp.org. 
 
Discrimination is against the law. We follow state and federal civil rights laws.  

We do not discriminate, exclude people, or treat them differently because of age, race, ethnic group 
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender 
identity, gender expression, sexual orientation, marital status, physical or mental disability, medical 
condition, source of payment, genetic information, citizenship, primary language, or immigration status. 

Kaiser Permanente provides the following services: 

• No-cost aids and services to people with disabilities to help them communicate better with 
us, such as: 

 Qualified sign language interpreters 

 Written information in other formats (braille, large print, audio, accessible electronic 
formats, and other formats) 

• 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 our Member Services department at the numbers below. The call is 
free. Member services is closed on major holidays. 

• Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week. 
• Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week. 
• All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week. 

 
Upon request, this document can be made available to you in braille, large print, audio, or electronic 
formats. To obtain a copy in one of these alternative formats, or another format, call our Member 
Services department and ask for the format you need. 

How to file a grievance with Kaiser Permanente 

You can file a discrimination grievance with us if you believe we have failed to provide these 
services or unlawfully discriminated in another way. You can file a grievance by phone, by mail, in 
person, or online. Please refer to your Evidence of Coverage or Certificate of Insurance for details. 
You can call Member Services for more information on the options that apply to you, or for help 
filing a grievance. You may file a discrimination grievance in the following ways: 

• By phone: Call our Member Services department. Phone numbers are listed above. 

• By mail: Download a form at kp.org or call Member Services and ask them to send you a 
form that you can send back. 

• In person: Fill out a Complaint or Benefit Claim/Request form at a member services office 
located at a Plan Facility (go to your provider directory at kp.org/facilities for addresses) 

http://kp.org
http://kp.org
http://kp.org/facilities


• Online: Use the online form on our website at kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below: 

Attn: Kaiser Permanente Civil Rights Coordinator 
Member Relations Grievance Operations 
P.O. Box 939001 
San Diego CA 92193 

How to file a grievance with the California Department of Health Care Services Office of 
Civil Rights (For Medi-Cal Beneficiaries Only) 

You can also file a civil rights complaint with the California Department of Health Care Services 
Office of Civil Rights in writing, by phone or by email: 

• By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

• By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights
Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms
are available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx

• Online: Send an email to CivilRights@dhcs.ca.gov

How to file a grievance with the U.S. Department of Health and Human Services Office of 
Civil Rights 

You can file a discrimination complaint with the U.S. Department of Health and Human Services 
Office of Civil Rights. You can file your complaint in writing, by phone, or online:  

• By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

• By mail: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C.  20201
U.S. Department of Health and Human Services Office of Civil Rights Complaint 
forms are available at: https://www.hhs.gov/ocr/office/file/index.html

• Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

http://kp.org
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
https://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
mailto:CivilRights@dhcs.ca.gov


Aviso de no discriminación 
 

En este documento “nosotros” o “nuestro” se refiere a Kaiser Permanente (Kaiser Foundation 
Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, Inc. y el Southern 
California Medical Group). Este aviso está disponible en nuestro sitio web en kp.org/espanol. 
 
La discriminación es ilegal. Nosotros cumplimos con las leyes de derechos civiles federales y estatales.  
 

Nosotros no discriminamos, excluimos ni tratamos a ninguna persona de forma distinta por motivos 
de edad, raza, identificación de grupo étnico, color, país de origen, antecedentes culturales, 
ascendencia, religión, sexo, género, identidad de género, expresión de género, orientación sexual, 
estado civil, discapacidad física o mental, condición médica, fuente de pago, información genética, 
ciudadanía, lengua materna o estado migratorio. 

Kaiser Permanente ofrece los siguientes servicios: 

• Ayuda y servicios sin costo a personas con discapacidades para que puedan comunicarse 
mejor con nosotros, tales como: 

• intérpretes calificados de lengua de señas, 

• información escrita en otros formatos (braille, impresión en letra grande, audio, formatos 
electrónicos accesibles y otros formatos). 

• Servicios de idiomas sin costo para las personas cuya lengua materna no sea el inglés, como: 

• intérpretes calificados, 

• información escrita en otros idiomas. 

Si necesita estos servicios, llame a nuestro Departamento de Servicio a los Miembros a los números 
que aparecen a continuación. La llamada es gratuita. Servicio a los Miembros está cerrado los días 
festivos principales. 

• Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), de 8 a. m. a 8 p. m., los 7 días de 
la semana. 

• Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del día, los 7 días de la semana. 

• Todos los miembros: 1-800-788-0616 (TTY 711), las 24 horas del día, los 7 días de la semana. 

Mediante una solicitud, este documento estará disponible en braille, letra grande, audio o en formatos 
electrónicos. Para obtener una copia en uno de estos formatos alternativos o en otro formato, llame a 
nuestro Departamento de Servicio a los Miembros y solicite el formato que necesita. 

Cómo presentar una queja ante Kaiser Permanente 
Usted puede presentar una queja por discriminación ante nosotros si siente que no le hemos 
proporcionado estos servicios o lo hemos discriminado ilícitamente de otra forma. Puede presentar 
una queja por teléfono, correo postal, en persona o en línea. Consulte su Evidencia de Cobertura 
(Evidence of Coverage) o Certificado de Seguro (Certificate of Insurance) para obtener más 
información. También puede llamar a Servicio a los Miembros para informarse sobre las opciones 
que se apliquen a su caso o si necesita ayuda para presentar una queja. Puede presentar una queja 
por discriminación de las siguientes maneras: 

• Por teléfono: llame a nuestro Departamento de Servicio a los Miembros. Los números 
telefónicos se indican arriba. 

http://kp.org/espanol


• Por correo postal: descargue un formulario en kp.org o llame a Servicio a los Miembros  
y pida que se le envíe un formulario para que lo devuelva. 

• En persona: llene un formulario de queja o reclamación/solicitud de beneficios (Complaint 
or Benefit Claim/Request form) en una oficina de Servicio a los Miembros ubicada en un 
centro del plan (consulte su directorio de proveedores en kp.org/facilities [cambie el idioma 
a español] para obtener las direcciones). 

• En línea: utilice el formulario en línea en nuestro sitio web en kp.org. 
También puede comunicarse directamente con el coordinador de derechos civiles de  
Kaiser Permanente a la siguiente dirección: 

Attn: Kaiser Permanente Civil Rights Coordinator 
Member Relations Grievance Operations 
P.O. Box 939001 
San Diego CA 92193 

Cómo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Servicios 
de Atención Médica de California (Solo para beneficiarios de Medi-Cal) 
También puede presentar una queja sobre derechos civiles ante la Oficina de Derechos Civiles  
del Departamento de Servicios de Atención Médica de California por escrito, por teléfono o por 
correo electrónico: 

• Por teléfono: llame a la Oficina de Derechos Civiles del Departamento de Servicios de 
Atención Médica (Department of Health Care Services, DHCS) al 916-440-7370 (TTY 711).  

• Por correo postal: llene un formulario de queja o envíe una carta a: 
Office of Civil Rights 
Department of Health Care Services 
P.O. Box 997413, MS 0009 
Sacramento, CA 95899-7413 
Los formularios de queja están disponibles en: 
http://www.dhcs.ca.gov/Pages/Language_Access.aspx. 

• En línea: envíe un correo electrónico a CivilRights@dhcs.ca.gov. 

Cómo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Salud y 
Servicios Humanos de los EE. UU. 
Puede presentar una queja por discriminación ante la Oficina de Derechos Civiles del Departamento 
de Salud y Servicios Humanos de EE. UU. (U.S. Department of Health and Human Services Office 
for Civil Rights). Usted puede presentar su queja por escrito, por teléfono o en línea:  

• Por teléfono: llame al 1-800-368-1019 (TTY 711 o al 1-800-537-7697).  
• Por correo postal: llene un formulario de queja o envíe una carta a: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201 
Los formularios de quejas están disponibles en: 
https://www.hhs.gov/ocr/office/file/index.html

• En línea: visite el Portal de quejas de la Oficina de Derechos Civiles (Civil Rights 
Complaint Portal) en: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
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反歧视声明反歧视声明 
  

在本文件中，“我们”或“我们的”是指 Kaiser Permanente（Kaiser Foundation Health 
Plan, Inc、Kaiser Foundation Hospitals、The Permanente Medical Group, Inc. 以及 Southern 
California Medical Group）。本通知可在我们的网站 kp.org 上查阅。  
  

歧视违反法律。我们遵守州和联邦的民权法律。  
 

我们不因年龄、人种、族群认同、肤色、国籍、文化背景、血统、宗教、性别、性别认同、

性别表现、性取向、婚姻状况、身体或精神残疾、医疗状况、付款来源、遗传信 息、公民身

份、主要语言或移民身份而非法歧视、排斥或区别对待任何人。  

Kaiser Permanente 提供以下服务：  

• 为残障人士提供免费援助和服务，帮助他们更好地与我们沟通，例如：  

•   合格的手语翻译员  

•  其他格式的书面信息，例如盲文、大字体版本、音频、通用电子格式和其它格式  

• 为主要语言非英语的人士提供免费语言服务，例如：  

•   合格的口译员  

•  其他语言的文字信息  
 

如何向 递交投诉

电话

邮寄：

：

亲自提交

在线提交：

：

 

如果您需要这些服务，请拨打下方的电话联系会员服务部。此电话不收取任何费用。重要节

假日期间会员 服务不开放。  

• Medicare，包括 D-SNP：1-800-443-0815(TTY 711)，每周 7天，上午 8点至晚上 8点。 

• Medi-Cal：1-855-839-7613 (TTY 711)，每周 7 天，每天 24 小时。 

• 所有其他会员：1-800-757-7585 (TTY 711)，每周 7 天，每天 24 小时。 

根据您的要求，我们可以为您提供本文件的盲文版、大字版、音频或电子格式。如需获取这

些替代格式或其他格式的版本，请打电话给我们的会员服务部，索取您需要的格式。  

如何向 Kaiser Permanente 递交投诉  

如果您认为我们未能提供这些服务或有其他形式的非法歧视，您可以向我们提出歧视投诉。

您可以通过电话、邮件、面谈或在线提出投诉。详情请见《承保范围说明书》或《保险证

明》。您可以打电话给会员服务部，进一步了解适用于您的选项，或寻求帮助提交投诉。

您可以通过以下方式提出歧视投诉：  

• 电话：打电话给我们的会员服务部，电话号码列于上方。  

• 邮寄：从 kp.org 下载表格，或打电话给会员服务部，请他们给您寄一份表格，以供

填写后寄回。 

• 亲自提交：在计划设施内的会员服务办公室填写投诉表或福利索赔表格（请在

kp.org/facilities 上的保健业者目录中查找设施地址）  

• 在线提交：在我们的网站 kp.org 上使用线上表格  

http://kp.org
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如何向加州医疗保健服务部民权办公室投诉

 

您也可以直接联系 Kaiser Permanente 民权事务协调员，地址为：  

Attn: Kaiser Permanente Civil Rights Coordinator 
Member Relations Grievance Operations 
P.O. Box 939001  
San Diego CA 92193 

线上：

邮寄：

电话

   

：

 
如何向加州医疗保健服务部民权办公室投诉（仅适用于 Medi-Cal受益人）  

您也可以通过书面、电话或电子邮件向加州医疗保健服务部民权办公室提出民权投诉：  

• 电话：拨打 916-440-7370 (TTY 711) 联系加州医疗保健服务部(Department of 
Health Care Services, DHCS)民权办公室   

• 邮寄：填写投诉表或寄信到以下地址：

Office of Civil Rights  
Department of Health Care Services 
P.O. Box 997413, MS 0009  
Sacramento, CA 95899-7413 

投诉表可在此网址下载：http://www.dhcs.ca.gov/Pages/Language_Access.aspx

• 线上：发送电子邮件至 CivilRights@dhcs.ca.gov

在线：

邮寄：

电话：

如何向美国卫生和民众服务部民权办公室提出申诉   
 
如何向美国卫生和民众服务部民权办公室提出申诉

您可以向美国卫生和民众服务部民权办公室提出歧视投诉。您可以通过书面、电话或在线

方式投诉：  

• 电话：拨打 1-800-368-1019 (TTY 711 或 1-800-537-7697) 
• 邮寄：填写投诉表或寄信到以下地址： 

U.S. Department of Health and Human Services  
200 Independence Avenue, SW 
Room 509F, HHH Building  
Washington, D.C. 20201 

投诉表可在此网址下载： 
https://www.hhs.gov/ocr/ office/file/index.html

• 在线：访问民权办公室投诉门户网站： 
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
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Thông Báo Không Phân Biệt Đối Xử 
 

Trong tài liệu này, “chúng tôi” hoặc “của chúng tôi” có nghĩa là Kaiser Permanente (Kaiser 
Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, Inc., và 
Southern California Medical Group). Thông báo này hiện có trên trang mạng của chúng tôi tại kp.org. 
 
Phân biệt đối xử là trái với pháp luật. Chúng tôi tuân thủ các luật dân quyền của tiểu bang và liên bang. 
 
Chúng tôi không phân biệt đối xử, loại trừ hay đối xử khác biệt với người nào đó vì lý do tuổi tác, 
chủng tộc, nhận dạng nhóm sắc tộc, màu da, nguồn gốc quốc gia, nền tảng văn hóa, tổ tiên, tôn 
giáo, giới tính, nhận dạng giới tính, cách thể hiện giới tính, khuynh hướng giới tính, tình trạng hôn 
nhân, tình trạng khuyết tật về thể chất hoặc tinh thần, bệnh trạng, nguồn thanh toán, thông tin di 
truyền, quyền công dân, ngôn ngữ mẹ đẻ hoặc tình trạng nhập cư. 

Kaiser Permanente cung cấp các dịch vụ sau: 

• Phương tiện hỗ trợ và dịch vụ miễn phí cho người khuyết tật để giúp họ giao tiếp hiệu quả 
hơn với chúng tôi, chẳng hạn như: 

• Thông dịch viên ngôn ngữ ký hiệu đủ trình độ 

• Thông tin bằng văn bản theo các định dạng khác (chữ nổi braille, bản in khổ chữ lớn, âm 
thanh, định dạng điện tử dễ truy cập và các định dạng khác) 

• Dịch vụ ngôn ngữ miễn phí cho những người có ngôn ngữ chính không phải là tiếng Anh, 
chẳng hạn như: 

• Thông dịch viên đủ trình độ 

• Thông tin được trình bày bằng các ngôn ngữ khác 

Nếu quý vị cần những dịch vụ này, xin gọi đến ban Dịch Vụ Hội Viên của chúng tôi theo các số 
điện thoại bên dưới. Cuộc gọi này được miễn cước. Ban dịch vụ hội viên không làm việc vào các 
ngày lễ lớn. 

• Medicare, bao gồm cả D-SNP: 1-800-443-0815 (TTY 711), 8 giờ sáng đến 8 giờ tối,  
7 ngày trong tuần. 

• Medi-Cal: 1-855-839-7613 (TTY 711), 24 giờ trong ngày, 7 ngày trong tuần. 
• Mọi chương trình khác: 1-800-464-4000 (TTY 711), 24 giờ trong ngày, 7 ngày trong tuần. 

Theo yêu cầu, tài liệu này có thể được cung cấp cho quý vị dưới dạng chữ nổi braille, bản in khổ 
chữ lớn, băng đĩa thu âm hay các định dạng điện tử. Để lấy một bản sao theo một trong những định 
dạng thay thế này hay định dạng khác, xin gọi đến ban Dịch Vụ Hội Viên của chúng tôi và yêu cầu 
định dạng mà quý vị cần. 

Cách đệ trình phàn nàn với Kaiser Permanente 
Quý vị có thể đệ trình phàn nàn về phân biệt đối xử với chúng tôi nếu quý vị tin rằng chúng tôi đã 
không cung cấp những dịch vụ này hay phân biệt đối xử trái pháp luật theo cách khác. Quý vị có thể 
đệ trình phàn nàn qua điện thoại, thư tín, trực tiếp hay trực tuyến. Vui lòng tham khảo Chứng Từ 
Bảo Hiểm (Evidence of Coverage) hay Chứng Nhận Bảo Hiểm (Certificate of Insurance) của quý vị 
để biết thêm chi tiết. Quý vị có thể gọi cho ban Dịch Vụ Hội Viên để biết thêm thông tin về những 
lựa chọn áp dụng cho quý vị, hay để được trợ giúp đệ trình phàn nàn. Quý vị có thể đệ trình phàn 
nàn về phân biệt đối xử bằng các cách sau đây: 

http://kp.org


• Qua điện thoại: Gọi đến ban Dịch Vụ Hội Viên của chúng tôi. Số điện thoại được cho ở trên 

• Qua thư tín: Tải xuống một mẫu đơn tại kp.org hay gọi ban Dịch Vụ Hội Viên và yêu cầu 
họ gửi cho quý vị một mẫu đơn mà quý vị có thể gửi lại. 

• Trực tiếp: Hoàn tất mẫu đơn Than Phiền hay Yêu Cầu Thanh Toán/Yêu Cầu Quyền Lợi tại 
văn phòng dịch vụ hội viên ở một Cơ Sở Thuộc Chương Trình (truy cập danh mục nhà cung 
cấp của quý vị tại kp.org/facilities để biết địa chỉ) 

• Trực tuyến: Sử dụng mẫu đơn trực tuyến trên trang mạng của chúng tôi tại kp.org 

Quý vị cũng có thể liên hệ trực tiếp với Điều Phối Viên Dân Quyền của Kaiser Permanente theo địa 
chỉ dưới đây: 

Attn: Kaiser Permanente Civil Rights Coordinator 
Member Relations Grievance Operations 
P.O. Box 939001 
San Diego CA 92193 

Cách đệ trình phàn nàn với Văn Phòng Dân Quyền Ban Dịch Vụ Y Tế California (Dành Riêng 
Cho Người Thụ Hưởng Medi-Cal) 
Quý vị cũng có thể đệ trình than phiền về dân quyền với Văn Phòng Dân Quyền Ban Dịch Vụ Y Tế 
California bằng văn bản, qua điện thoại hay qua email: 

• Qua điện thoại: Gọi đến Văn Phòng Dân Quyền Ban Dịch Vụ Y Tế (Department of Health 
Care Services, DHCS) theo số 916-440-7370 (TTY 711)  

• Qua thư tín: Điền mẫu đơn than phiền hay gửi thư đến: 
Office of Civil Rights 
Department of Health Care Services 
P.O. Box 997413, MS 0009 
Sacramento, CA 95899-7413 

Mẫu đơn than phiền hiện có tại: http://www.dhcs.ca.gov/Pages/Language_Access.aspx

• Trực tuyến: Gửi email đến CivilRights@dhcs.ca.gov

Cách đệ trình phàn nàn với Văn Phòng Dân Quyền của Bộ Y Tế và Dịch Vụ Nhân Sinh Hoa Kỳ. 
Quý vị cũng có quyền đệ trình than phiền về phân biệt đối xử với Văn Phòng Dân Quyền của Bộ Y 
Tế và Dịch Vụ Nhân Sinh Hoa Kỳ. Quý vị có thể đệ trình than phiền bằng văn bản, qua điện thoại 
hoặc trực tuyến:  

• Qua điện thoại: Gọi 1-800-368-1019 (TTY 711 hay 1-800-537-7697)  

• Qua thư tín: Điền mẫu đơn than phiền và hay gửi thư đến: 
U.S. Department of Health and Human Services 
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201 

Mẫu đơn than phiền hiện có tại  
https://www.hhs.gov/ocr/office/file/index.html

• Trực tuyến: Truy cập Cổng Thông Tin Than Phiền của Văn Phòng Dân Quyền tại: 
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
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Notice of Language Assistance 
English: ATTENTION. Language assistance is available 
at no cost to you. You can ask for interpreter services, 
including sign language interpreters. You can ask for 
materials translated into your language or alternative 
formats, such as braille, audio, or large print. You can 
also request auxiliary aids and devices at our facilities. 
Call our Member Services department for help. Member 
services is closed on major holidays. 
• Medicare, including D-SNP: 1-800-443-0815

(TTY 711), 8 a.m. to 8 p.m., 7 days a week
• Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a

day, 7 days a week
• All others: 1-800-464-4000 (TTY 711), 24 hours a

day, 7 days a week
Arabic:لغة الإشارة. مي مترجلك ا في ذ، بمك طلب خدمات الترجمةيمكنعليك. ون تكلفة بدية متوفرة لغوالمساعدة ال. نبيه ت

  يمكنكف كبيرة.بأحرلطباعة  ملف صوتي أو اأومكفوفين للايل قة برة مثل طرييلبدك أو بصيغ ترجمة بلغتيمكنك طلب وثائق م
لا تعمل ة. اعدى المسعلول صللحعضاء لدينا م خدمات الأ قساتصل مع ا.نقفارمي فة دعاسمة زهأجوة دعاسمل ئاسوب لطا ضيأ

 لعطلات الرئيسية.ء في امات الأعضاخد

• Medicare، لك  ذفيا مبD-SNP 0815-443-800-1 :ىعل (TTY 711)، 8 ي فام أي 7، ءاسم 8ى لإ ااحبص
  الأسبوع

• Medi-Cal: 7613-839- 855-1 على )TTY 711(، 24 م في الأسبوع أيا 7م، ليوساعة في ا 
 في الأسبوع يامأ 7م، ليوساعة في ا TTY 711(، 24( 4000-464-800-1  :اعيمن جيرلآخا •

Armenian: ՈՈՒՇԱԴՐՈՒԹՅՈՒՆ: Լեզվական աջակցությունը հասանելի է ձեզ անվճար: 
Դուք կարող եք խնդրել բանավոր թարգմանության ծառայություններ, այդ թվում՝ 
ժեստերի լեզվի թարգմանիչներ: Դուք կարող եք խնդրել ձեր լեզվով թարգմանված 
նյութեր կամ այլընտրանքային ձևաչափեր, ինչպիսիք են՝ բրայլը, ձայնագրությունը 
կամ խոշոր տառատեսակը: Դուք կարող եք նաև դիմել օժանդակ աջակցության և 
սարքերի համար, որոնք առկա են մեր հաստատություններում: Օգնության համար 
զանգահարեք մեր Անդամների սպասարկման բաժին: Անդամների սպասարկման 
բաժինը փակ է հիմնական տոն օրերին: 

ՒՇԱԴՐՈՒԹՅՈՒՆ: 



请注意，：：

ु
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• Medicare, ներառյալ D-SNP` 1-800-443-0815 (TTY 711), 8 a.m.-ից 8 p.m.-ը,  
շաբաթը 7 օր  

• Medi-Cal՝ 1-855-839-7613 (TTY 711), օրը 24 ժամ, շաբաթը 7 օր  
• Մյուս բոլորը՝ 1-800-464-4000 (TTY 711), օրը 24 ժամ, շաբաթը 7 օր  

Chinese：请注意，我们有免费语言协助。您可以要求我们提供口译服务，包括手语翻

译员。您可以要求将资料翻译成您所使用的语言或其他格式的版本，如盲文、音频或大

字版。您还可以要求使用我们设施中的语言辅助工具和设备。请联系会员服务部以获取帮

助。重要节假日期间会员服务不开放。 
• Medicare，包括 D-SNP：1-800-443-0815 (TTY 711)，每周 7 天，上午 8 点至晚上 8 点 
• Medi-Cal：1-855-839-7613 (TTY 711)，每周 7 天，每天 24 小时 

• 所有其他保险计划：1-800-757-7585 (TTY 711)，每周 7 天，每天 24 小时 

Farsi: .یرجمه شفاهت تماد خيدوانت می. رد دارايگان برای شما وجودطور  ی بهزبانت اعدی از مسندمامکان بهره  توجه 
ای هيا در قالبتان به زبان خوده شدب ترجمهطال ميدوانت میترجمان زبان اشاره. همچنين ، از جمله ميدت کناسرخو درا

کانات و  اميدوانت میت. همچنين رش دفاپ با حروفايل صوتی، يا چبريل، له خط ز جم، ايدت کناسرخو دجايگزين را
ء، اعضاخدمات . يدبگير تماس ی مااعضاکمک، با خدمات ت يافر د. برایيدت کناسرخو دماز مراکز ا ای ری کمکهاستگاهد
 ت رسمی بسته است.ر تعطيلاد

• Medicare ،مل شاD-SNP :0815-443-800-1 با شماره )TTY 711(   روز  7ر  دعصر، 8صبح تا  8از
  ريدماس بگيفته ته

• Medi-Cal:  7613-839-855-1شمارهبا ) TT Y 711(  ،ريدماس بگيفته تروز ه 7روز، بانهساعت ش 24ر د  
  ته تماسز هفور 7روز، بانهساعت ش 24ر د، )TTY 711( 4000-464-800- 1 : با شمارهريگهمه موارد د •

  يدبگير

Hindi: ध्यान दें। भाषा सहायता आपके लिए बिना ककसी शुल्क के उपिब्ध है। आप दभाबषया 
सवाओं के लिए अनुरोध कर सकत हैं, जिसम साइन िैंगुवि के दभाबषय भी शालमि हैं। आप 
सामलियों को अपनी भाषा या वैकजल्पक प्रारूप, िैस कक बे्रि, ऑकियो, या िड़े बप्रंट में अनुवाद 
करवान के लिए भी कह सकत हैं। आप हमार सुबवधा-कें द्रों पर सहायक साधनों और उपकरणों 
का भी अनुरोध कर सकते हैं। सहायता के लिए हमार सदस्य सेवा बवभाग को कॉि करें। सदस्य 
सेवा बवभाग मुख्य छजटटयों वाि कदन िंद रहता है। 

• Medicare, जिसमें D-SNP शालमि है: 1-800-443-0815 (TTY 711), सुिह 8 ििे से रात  
8 ििे तक, सप्ताह के 7 कदन  

• Medi-Cal: 1-855-839-7613 (TTY 711), कदन के चौिीस घंट, सप्ताह के 7 कदन  
• िाकी सभी: 1-800-464-4000 (TTY 711), कदन के चौिीस घंट, सप्ताह के 7 कदन  

Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom 
pab txhais lus, suav nrog kws txhais lus piav tes. Koj muaj peev xwm thov kom muab cov ntaub 
ntawv no txhais ua koj yam lus los sis ua lwm hom, xws li hom ntawv rau neeg dig muag xuas, 
tso ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab 
dawb thiab tej khoom siv txhawb tau rau ntawm peb cov chaw kuaj mob. Hu mus thov kev pab 
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rau ntawm peb Lub Chaw Pab Tswv Cuab.  Lub chaw pab tswv cuab kaw rau cov hnub so uas 
tseem ceeb. 

• Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev 
tsaus ntuj, 7 hnub hauv ib lub vij  

• Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij  
• Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib 

lub vij  

Japanese:  ご注意

안내 사항. 

。ご注意。言語サポートは無料でご利用いただけます。あなたは手話通訳を含

む通訳サービスを依頼できます。点字、大型活字、または録音音声など、あなたの言

語に翻訳された資料や別のフォーマットの資料を求めることができます。当社の施設

では補助器具や機器の要請も承っております。支援が必要な方は、加入者サービス部

門にお電話ください。加入者向けサービスは主要な休日では営業しておりません。 

• D-SNP を含む Medicare: 1-800-443-0815 (TTY 711）、午前 8 時から午後 8 時ま

で、年中無休  
• Medi-Cal: 1-855-839-7613 (TTY 711）、24 時間、年中無休  

• その他全て: 1-800-464-4000 (TTY 711）、24 時間、年中無休  

Khmer (Cambodian): យយកកចចតិ្ត្តទទុកកដាដាកក់។  ជំនយភាសាគឺមានដដាយមិនគិត្ថ្លសម្រមាប់អ្ក។ 
អ្កអាចដសសុំដសវាអ្កបកប្ម្រប រមទងអ្កបកប្ម្របភាសាសញ្ញផងប្ែរ។ អ្កអាចដសន ើសុឯំកសារ
ប្ែលម្រត្វូបានបកប្ម្របជាភាសារបសអ់្ក ឬទម្រមងដ់ផេងដទៀត្ែចជាអ្កេរសាប សំដេង ឬឣកេរ
ធំៗ។ អ្កកអាចដសើសុំជំនយបប្នម និងឧបករណ៍ជំនយដៅតាមកប្នងរបស់ដយើងផងប្ែរ។ 
សមទរសព្ដៅប្ផកដសវាសមាជិករបស់ដយើងសម្រមាប់ជំនយ។ ដសវាសមាជិកម្រត្វូបានបិទដៅថ្ល
ឈប់សម្រមាកសំខាន់ៗ។ 

• Medicare, រមួទងំ D-SNP: 1-800-443-0815 (TTY 711) ព្ីដមាង 8 ម្រព្ឹក ែល់ 8 យប់ 7 ថ្លៃ
កន ុងមួយសបាហ  

• Medi-Cal: 1-855-839-7613 (TTY 711) 24 ដមាងកងមយថ្ល 7 ថ្លៃកន ុងមួយសបាហ  
• ដផេងៗដទៀត្៖ 1-800-464-4000 (TTY 711) 24 ដមាងកងមយថ្ល 7 ថ្លៃកន ុងមួយសបាហ 

Korean:  안내 사항. 무료 언어 지원 제공. 수화 통역사를 포함한 통역 서비스를 요청할 

수 있습니다. 한국어로 번역된 자료 또는 점자, 오디오 또는 큰 글씨와 같은 대체 형식의 

자료를 요청할 수 있습니다. 저희 시설에서 보조 기구와 장치를 요청할 수도 있습니다. 

가입자 서비스 부서에 도움을 요청하시기 바랍니다. 주요 공휴일에는 가입자 서비스를 

운영하지 않습니다. 

• Medicare(D-SNP 포함), 주 7일 오전 8시~오후 8 시에 1-800-443-0815 (TTY 711) 
번으로 문의  

• Medi-Cal: 1-855-839-7613 (TTY 711), 주 7일, 하루 24시간  
• 기타: 1-800-464-4000 (TTY 711), 주 7일, 하루 24시간  
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Laotian:   ໂໂປດຊາບ. ມການຊວຍເຫອດານພາສາໃຫທານໂດຍບເສຍຄາ.  
ທານສ າມາດຂບລການນາຍພາສາ, ລວມທງນາຍພາສາມ. ທານ 
ສາມາດຂໃຫແປເອກະສານນເປນພາສາຂອງທານ ຫ ຮບູ ແບບອນ ເຊນ ອກສອນນນູ,  
ສຽງ, ຫ ການພມຂະໜາດໃ ຫຍ. ນອກຈາກນນທານຍງສາມາດຮອງຂເຄອງຊວຍຟງ ແລະ 
ອປຸະກອນການຊວຍເຫອໃນສະຖານທຂອງພວກ ເຮາ. ໂທຫາພະແນກບລການສະມາຊກຂອງພວກເຮາເ 
ພອຂຄວາມຊວຍເຫອ. ພະແນກບລການສະມາຊກແ ມນປດໃນວນພກທສາຄນຕາງໆ. 

• Medicare, ລວມທງ D-SNP: 1-800-443-0815 (TTY 711), 8 ໂມງເຊາ ຫາ 8 ໂມງແລງ,  
7 ວນຕອາທດ  

• Medi-Cal: 1-855-839-7613 (TTY 711), 24 ຊວໂມງຕມ, 7 ມຕອາທດ  

• ອນໆ: 1-800-464-4000 (TTY 711), 24 ຊວໂມງຕມ, 7 ມຕອາທດ  

Mien: CAU FIM JANGX LONGX OC.  Ninh mbuo duqv liepc ziangx tengx faan waac bun 
meih muangx mv zuqc heuc meih ndorqv nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo 
tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx. Meih aengx haih 
tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc 
da’nyeic diuc daan, fiev benx domh nzangc-pokc bun hluo, bungx waac-qiez bun uangx, a’fai 
aamx bieqc domh zeiv-linh. Meih corc haih tov longc benx wuotc ginc jaa-dorngx tengx aengx 
caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz taux yie 
mbuo dinc zangc domh gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo 
tengx nzie weih. Ziux goux baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei 
hnoi-nyieqc oc. 

• Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux  
8 dimv lungh muonx, yietc norm leiz baaix zoux gong 7 hnoi  

• Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc 
norm leiz baaix zoux gong 7 hnoi  

• Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 
24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi  

Navajo: GIHA. Tsééʼ naalkáah sidáʼígíí éí doo tłʼééʼ ííłʼįʼ dah sidáaʼígíí. Tłʼééʼgóó tłʼízíʼígíí éí 
tsééʼ naalkáah sidáʼígíí bikáaʼ dah sidaaígíí, tʼáʼii bikʼeh dah naʼałkaígíí. Tʼáʼii éí tłʼééʼgóó 
tłʼízíʼígíí bikʼeh dah deidiyós, tʼáʼii éí biʼééʼ bikʼeh dah naʼałkaígíí bikʼeh dah deidiyós. Tʼáʼii 
bikʼeh dah naʼałkaígíí bikáaʼ dah naʼałkaígíí tʼáá ałtso bikʼeh dah deidiyós. Biʼééʼ naalkáah 
sidáʼígíí bikʼeh haʼaʼaah. Tʼáʼii bikʼeh dah naʼałkaígíí éí bikʼeh dah naazhjaaʼígíí bikʼeh dah 
naʼałkaígíí. 

• Medicare, bikáaʼ dah deidiyós D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. góó 8 p.m.,  
7 jį tʼááłáʼí damóo  

• Medi-Cal: 1-855-839-7613 (TTY 711), 24 tłʼohchʼoolí tʼááłáʼí jį, 7 jį tʼááłáʼí damóo  
• Tʼáá ałʼąą: 1-800-464-4000 (TTY 711), 24 tłʼohchʼoolí tʼááłáʼí jį, 7 jį tʼááłáʼí damóo  

  

ປດຊາບ.
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Punjabi: ਧਿਆਨ ਧਿਓ। ਭਾਸ਼ਾ ਸਹਾਇਤਾ ਤਹਾਡ ਲਈ ਬਿਨਾ ਬਿਸ ੇਲਾਗਤ ਦ ੇਉਪਲਿਧ ਹੈ। ਤੁਸ  ਦਭਾਬਸ਼ਏ 
ਦ ਆ ਸੇਵਾਵਾਾਂ ਬਦਿੱਤੇ ਜਾਣ ਲਈ ਿਬਹ ਸਿਦ ਹੋ, ਬਜਸ ਬਵਿੱਚ ਸਾਈਨ ਲਗਵੇਜ਼ ਦੇ ਦਭਾਬਸ਼ਏ ਵ  ਸ਼ਾਮਲ ਹਨ। ਤੁਸ  
ਸਮਿੱਗਰ ਆ ਨ ੂੰ  ਆਪਣ  ਭਾਸ਼ਾ ਬਵਿੱਚ, ਜਾਾਂ ਬਿਸੇ ਵੈਿਲਬਪਿ ਫਾਰਮੈਟ ਬਵਿੱਚ ਅਨਵਾਬਦਤ ਿਰਨ ਲਈ ਵ  ਿਬਹ ਸਿਦ 
ਹੋ। ਤੁਸ  ਸਾਡ ਆ ਸਹਲਤਾ 'ਤੇ ਸਹਾਇਿ ਏਡਜ਼ ਅਤ ੇਉਪਿਰਨਾ ਲਈ ਵ  ਿੇਨਤ  ਿਰ ਸਿਦ ਹੋ। ਮਦਦ ਲਈ 
ਸਾਡ ਮੈਂਿਰਾ ਦ ਆਾਂ ਸੇਵਾਵਾਾਂ ਦ ੇਬਵਭਾਗ ਨ ੂੰ  ਿਾਿੱਲ ਿਰ।ੋ ਮੈਂਿਰਾ ਦ ਆ ਸੇਵਾਵਾ ਦਾ ਬਵਭਾਗ ਮੁਿੱਖ ਛਟ ਆ ਵਾਲ ਬਦਨ 
ਿੂੰਦ ਰਬਹੂੰਦਾ ਹ।ੈ 

• Medicare, ਬਜਸ ਬਵਿੱਚ D-SNP ਵ  ਸ਼ਾਮਲ ਹੈ: 1-800-443-0815 (TTY 711), ਸਵੇਰੇ 8 ਵਜੇ ਤੋਂ ਸ਼ਾਮ 
8 ਵਜੇ ਤਿੱਿ, ਹਫ਼ਤੇ ਦੇ 7 ਬਦਨ  

• Medi-Cal: 1-855-839-7613 (TTY 711), ਬਦਨ ਦੇ 24 ਘੂੰਟੇ, ਹਫ਼ਤੇ ਦੇ 7 ਬਦਨ  
• ਿਾਿ  ਸਾਰੇ: 1-800-464-4000 (TTY 711), ਬਦਨ ਦ ੇ24 ਘੂੰਟੇ, ਹਫ਼ਤੇ ਦੇ 7 ਬਦਨ  

Russian: ВНИМАНИЕ! Для Вас доступны бесплатные услуги перевода. Вы можете 
запросить услуги устного перевода, в том числе услуги переводчика языка жестов. Вы 
также можете запросить материалы, переведенные на ваш язык или в альтернативных 
форматах, например шрифтом Брайля, крупным шрифтом или в аудиоформате. Вы также 
можете запросить дополнительные приспособления и вспомогательные устройства в наших 
учреждениях. Если Вам нужна помощь, позвоните в отдел обслуживания участников. Отдел 
обслуживания участников не работает в дни государственных праздников. 

• Medicare, включая D-SNP: 1-800-443-0815 (TTY 711), без выходных с 8:00 до 20:00.  
• Medi-Cal: 1-855-839-7613 (TTY 711), круглосуточно без выходных.  
• Любые другие поставщики услуг: 1-800-464-4000 (TTY 711), круглосуточно без 

выходных.  

Spanish: ATENCIÓN. Se ofrece ayuda en otros idiomas sin ningún costo para usted. Puede 
solicitar servicios de interpretación, incluyendo intérpretes de lengua de señas. Puede solicitar 
materiales traducidos a su idioma o en formatos alternativos, como braille, audio o letra grande. 
También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de 
atención. Llame al Departamento de Servicio a los Miembros para pedir ayuda. Servicio a los 
Miembros está cerrado los días festivos principales. 

•  Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), los 7 días de la semana,  
de 8 a. m. a 8 p. m., los 7 días de la semana  

• Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del día, los 7 días de la semana.  
• Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del día, los 7 días de  

la semana.  

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari 
kang humiling ng mga serbisyo ng interpreter, kasama ang mga interpreter sa sign language. 
Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong wika o sa mga 
alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng 
mga karagdagang tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng 
Mga Serbisyo sa Miyembro para sa tulong. Ang mga serbisyo sa miyembro ay sarado sa mga 
pangunahing holiday. 



• Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m.,  
7 araw sa isang linggo  

• Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo  
• Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang 

linggo  

Thai: สงถงึ มบรการใหความชวยเหลอดานภาษา แกท่า่นโดยไมม่คีา่ใชจา่ย 
ทานสามารถขอรับบรการลาม รวมถงลามภาษามอได ทานสามารถขอใหแปลเอกสาร 
เปนภาษาของทาน หรอในรปแบบอนๆ เชนอกัษรเบรลล ์ไฟลเ์สยง หรือตัวอักษรขนาดใหญ่ 
ท่านสามารถขอรับอุปกรณ์ ชวยเหลอและอปกรณ์เสรมได ณ สถานทใหบรการของเรา 
โทรตดตอฝายบรการสมาชกของเราเพอขอความชวยเหลอได 
ฝายบรการสมาชกจะปดทาการในวันหยดราชการตางๆ 

่ ี ิ ้ ่ ื ้ ้
่ ิ ่ ึ ่ ื ้ ่ ้
็ ่ ื ู ื่ ่ ี

่ ื ุ ิ ้ ี่ ้ ิ
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่ ิ ิ ิ  ุ ่

• Medicare รวมถง D-SNP: 1-800-443-0815 (TTY 711) 8.00 น. ถงึ 20.00 น. 
หรอื 7 วันตอสปดาห  

• Medi-Cal: 1-855-839-7613 (TTY 711) ตลอด 24 ชวโมง หรอื 7 วันตอสปดาห  
• อนๆ ทงัหมด: 1-800-464-4000 (TTY 711) ตลอด 24 ชวโมง หรอื 7 วันตอสปดาห  

ึ
่ ั ์

ั่ ่ ั ์
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Ukrainian: УВАГА! Послуги перекладача надаються безкоштовно. Ви можете залишити 
запит на послуги усного перекладу, зокрема мовою жестів. Ви можете зробити запит на 
отримання матеріалів, перекладених вашою мовою, або в альтернативних форматах, як-от 
надрукованим шрифтом Брайля чи великим шрифтом, а також у звуковому форматі. Крім 
того, ви можете зробити запит на отримання допоміжних засобів і пристроїв у закладах 
нашої мережі компаній. Якщо вам потрібна допомога, зателефонуйте у відділ обслуговування 
клієнтів. Відділ обслуговування клієнтів зачинений у державні свята. 

• Medicare, зокрема D-SNP: 1-800-443-0815 (TTY 711), з 8:00 до 20:00, без вихідних.  
• Medi-Cal: 1-855-839-7613 (TTY 711), цілодобово, без вихідних.  
• Усі інші надавачі послуг: 1-800-464-4000 (TTY 711), цілодобово, без вихідних.  

Vietnamese: LƯU Ý. Chúng tôi cung cấp dịch vụ hỗ trợ ngôn ngữ miễn phí cho quý vị. Quý vị 
có thể yêu cầu dịch vụ thông dịch, bao gồm cả thông dịch viên ngôn ngữ ký hiệu. Quý vị có thể 
yêu cầu tài liệu được dịch sang ngôn ngữ của quý vị hay định dạng thay thế, chẳng hạn như chữ 
nổi braille, băng đĩa thu âm hay bản in khổ chữ lớn. Quý vị cũng có thể yêu cầu các phương tiện 
và thiết bị phụ trợ tại các cơ sở của chúng tôi. Gọi cho ban Dịch Vụ Hội Viên của chúng tôi để 
được trợ giúp. Ban dịch vụ hội viên không làm việc vào những ngày lễ lớn. 

• Medicare, bao gồm cả D-SNP: 1-800-443-0815 (TTY 711), 8 giờ sáng đến 8 giờ tối,  
7 ngày trong tuần  

• Medi-Cal: 1-855-839-7613 (TTY 711), 24 giờ trong ngày, 7 ngày trong tuần  
• Mọi chương trình khác: 1-800-464-4000 (TTY 711), 24 giờ trong ngày, 7 ngày trong tuần.  
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Nondiscrimination Notice 
Kaiser Permanente Insurance Company (KPIC) does not discriminate based on race, color, national origin, ancestry, 
religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability. 

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week 
(except closed holidays). We can provide no cost aids and services to people with disabilities to communicate effectively 
with us, such as: qualified sign language interpreters and written information in other formats; large print, audio, and 
accessible electronic formats. We also provide no cost language services to people whose primary language is not  
English, such as: qualified interpreters and information written in other languages. To request these services, please  
call 1-800-788-0710 (TTY users call 711). 

If you believe that KPIC failed to provide these services or there is a concern of discrimination based on race, color, 
national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability you can 
file a complaint by phone or mail with the KPIC Civil Rights Coordinator. If you need help filing a grievance, the KPIC 
Civil Rights Coordinator is able to help you. 

KPIC Civil Rights Coordinator 
P.O. Box 1809 

Pleasanton, CA 94566 
Phone: 1-800-788-0710 

 
You may also contact the California Department of Insurance regarding your complaint. 
 

By Phone: 
California Department of Insurance 

1-800-927-HELP 
(1-800-927-4357)  

TDD: 1-800-482-4 
TDD (1-800-482-4833) 

 
By Mail: 

California Department of Insurance 
Consumer Communications Bureau 

300 S. Spring Street 
Los Angeles, CA 90013 

 
Electronically: 

www.insurance.ca.gov
 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights 
if there is a concern of discrimination based on race, color, national origin, age, disability, or sex. You can file the 
complaint 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 

Phone:1-800-368-1019, 1-800-537-7697 (TDD). 

Complaint forms are available at: 

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

http://www.insurance.ca.gov
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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言語サービス（無料）。

무료언어서비스

免費語言服務。

 
Kaiser Permanente Insurance Company  

Notice of Language Assistance 

English  

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your  
language. For help, call us at the number listed on your ID card or 1-800-788-0710 For more help call the CA Dept. of Insurance  
at 1-800-927-4357. TTY users call 711. 

Spanish 

Servicios en otros idiomas sin ningún costo. Puede conseguir un intérprete. Puede conseguir que le lean los documentos y que 
algunos se le envíen en su idioma. Para obtener ayuda, llámenos al número que aparece en su tarjeta de identificación o al 
1-800-788-0710. Para obtener más ayuda, llame al Departamento de Seguro de CA al 1-800-927-4357. Los usuarios de la línea TTY 
deben llamar al 711. 

Chinese 

免費語言服務。您可使用口譯員。您可請人將文件唸給您聽，並且您可請我們將您的語言版本文件寄給您。如需協助， 
請致電列於您會員卡上的電話號碼或致電1-800-788-0710與我們聯絡。如需進一步協助，請致電1-800-927-4357與加州保險局
聯絡。聽障及語障電話專線使用者請致電711。

********** 

English 

No Cost Language Services. You can get an interpreter and get documents read to you in your language. For help, call us  
at the number listed on your ID card or 1-800-788-0710. For more help call the CA Dept. of Insurance at 1-800-927-4357.  
TTY users call 711. 

Navajo 

Doo bąąhílínįgóó há ata’ hane. Ata’ halne’í há shónáot’eeh dóó naaltsoos táá hazaad bee bik’i’ aschį́įgo hach’į’ yídóoltah biniiyé 
hach’į’ ánál’įįh łeh. Shíká i’doolwoł nínízingo nihich’į’ hodíílnih kojį’ 1-800-788-0710 éí bee nééhózin biniiyé neiyítánígíí bikáá’. 
Áká e’élyeed jinízingo CA Dept. of Insurance bich’į’ hojilnih kwe’é 1-800-927-4357. TTY chojooł‘į́įgo éí íáá bił azhdilchi’. 

Vietnamese 

Dịch Vụ Ngôn Ngữ Miễn Phí. Quý vị có thể được cấp thông dịch viên và được người đọc tài liệu cho quý vị bằng ngôn ngữ của quý 
vị. Để được giúp đỡ, xin gọi cho chúng tôi theo số điện thoại ghi trên thẻ ID của quý vị hoặc số 1-800-788-0710. Để được giúp đỡ 
thêm, xin gọi Bộ Bảo Hiểm CA theo số 1-800-927-4357. Người sử dụng TTY gọi số 711. 

Korean 

무료 언어 서비스. 한국어 통역 서비스 및 한국어로 서류를 낭독해 드리는 서비스를 제공하고 있습니다. 도움이 필요하신 
분은 귀하의 ID 카드에 나와 있는 전화번호 또는 1-800-788-0710번으로 문의하십시오. 보다 자세한 사항은 캘리포니아 주 
보험국, 전화번호 1-800-927-4357번으로 문의하십시오. TTY 사용자 번호 711. 

Tagalog 

Mga Libreng Serbisyo kaugnay sa Wika. Maaari kayong kumuha ng tagasalin-wika at hingin na basahin sa inyo ang mga 
dokumento sa sarili ninyong wika. Para humingi ng tulong, tawagan kami sa numerong nakasulat sa inyong ID card o sa 
1-800-788-0710. Para sa karagdagang tulong tawagan ang CA Dept. of Insurance sa 1-800-927-4357. Dapat tumawag ang mga 
gumagamit ng TTY sa 711. 

Armenian 

Անվճար լեզվական ծառայություններ․ Դուք կարող եք օգտվել բանավոր թարգմանչի ծառայություններից և խնդրել, որ 
փաստաթղթերը Ձեր լեզվով կարդան Ձեզ համար։ Օգնության համար զանգահարեք մեզ՝ Ձեր ID քարտի վրա նշված կամ 
1-800-788-0710 հեռախոսահամարով։ Լրացուցիչ օգնության համար զանգահարեք Կալիֆոռնիայի ապահովագրության 
դեպարտամենտ՝ 1-800-927-4357 հեռախոսահամարով։ TTY-ից օգտվողները պետք է զանգահարեն 711։ 

Russian 

Бесплатные переводческие услуги. Вы можете воспользоваться услугами устного переводчика. Вам могут зачитать 
документы, а некоторые могут выть отправлены вам на вашем языке. Если вам нужна помощь, позвоните нам по номеру, 
указанному на вашей идентификационной карточке или 1-800-788-0710. За дополнительной помощью обращайтесь в 
Департамент страхования штата Калифорния (CA Dept. of Insurance) по телефону 1-800-927-4357. Пользователи TTY, 
звоните по номеру 711. 

Japanese 

言語サービス（無料）。通訳に日本語で書類を読んでもらうことができます。通訳サービスが必要な際は、IDカードに
記載の番号、または1-800-788-0710にお電話ください。さらにヘルプが必要な場合は、カリフォルニア州保険庁 
（1-800-927-4357）にお電話ください。TTYユーザーの方は、711までお電話にてご連絡ください。

Farsi

 .دوش لاسرا امش ھب ناتدوخ نابز ھب اھنآ زا یضعب و هدناوخ ناتیارب دانسا ھک دینک تساوخرد دیناوتیم .دیریگب یھافش مجرتم دیناوتیم امش. ناگیار ینابز تلایھست تامدخ
 ھمیب هرادا اب ،رتشیب ییامنھار بسک یارب .دیریگب سامت  0710-788-800-1ای ناتییاسانش تراک یور هرامش ای ریز رد جردنم هرامش ھب ام اب ،ییامنھار تفایرد یارب
  .دنریگب سامت  711اب دنناوتیم  TTYناربراک .دیریگب سامت  4357-927-800-1هرامش ھب اینرفیلاک

Punjabi 

ਿਿਬਬਨਨਾਾ ਲਲਾਾਗਗਤਤ ਦਦੀੀ ਭਭਾਾ++ਾਾ ਸਸੇਵਵਾਾਵਵ//। ਤੁਸ1 ਇੱਕ ਦੁਭਾ+ੀਆ ਲੈ ਸਕਦੇ ਹੋ ਅਤੇ ਦਸਤਾਵੇਜ਼/ ੂਨੰ ਿਕਸੇ ਤ= ਆਪਣੀ ਭਾ+ਾ ਿਵੱਚ ਪੜਾ ਸਕਦੇ ਹੋ। ਮਦਦ ਲਈ, ਸਾ ੂਨੰ ਤੁਹਾਡੇ 

ਆਈਡੀ ਕਾਰਡ ‘ਤੇ ਸੂਚੀਬੱਧ ਨੰਬਰ ‘ਤੇ ਜ/ 1-800-788-0710 ‘ਤੇ ਕਾਲ ਕਰੋ। ਹੋਰ ਮਦਦ ਲਈ CA ਬੀਮਾ ਿਵਭਾਗ ੂਨੰ 1-800-927-4357 ‘ਤੇ ਕਾਲ ਕਰੋ।  

TTY ਵਰਤ=ਕਾਰ 711 ‘ਤੇ ਕਾਲ ਕਰਨ। 
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Khmer 

េសវាភាសាឥតគិតៃថល។ អនកអាចទទួលបានអនកបករបប និងឲយេគអានឯកសារជូនអនក ជាភាសាែបម រ។ សំរាប់ជំនយ 
សមទរស័ពមកគេយើង តាមគលមេលខែដលមានេគៅគេលើប័ណ ID របស់អនក ឬ 1-800-788-0710។ សំរាប់ជំនួយែថមគេទៀត 
ទរស័ពេគៅរកសងធានារាប់រង ែរឋកាលីហ័រនីញា តាមគលម 1-800-927-4357។ អនកគរេបើ TTY េគៅគលខ 711។ 

 

ួ
ូ ូ ទ ណ
ូ ទ ួ ់ វ ៉

Arabic 

 ةیولھا ةقاطب في جردملا مقرلا ىلع انب لصتا ،ةداعسملا ىلع لوصحلل .كتغلب لك تادنتسملا ةءارق مةدخو ويفش مجرتم ىلع لوصحلا نككمی .ةفلكت نودب ةغللا تامدخ
 لاصتالا منھكمی  TTYومدتخسم . 4357-927-800-1مقرلا ىلع اینروفیلاك ةیلاوب نیمتألا مسقب لصتا ،ةداعسملا نم دیزمل .0710-788-800-1 مقرب وأ كب ةصاخلا
.711 مقرب

Hmong 

Cov Kev Pab Cuam Txhais Lus Dawb. Koj tuaj yeem tau txais ib tus neeg txhais lus thiab txais tau cov ntaub ntawv uas nyeem tag 
ntawd xa tuaj rau koj muab sau ua koj hom lus xa tuaj Yog xav tau kev pab, hu rau peb ntawm tus xov tooj teev muaj nyob rau ntawm 
koj daim yuaj ID los yog 1-800-788-0710 Yog xav tau kev pab ntxiv hu rau CA Chaw Ua Hauj Lwm Tswj Kev Tuav Pov Hwm 
ntawm 1 800-927-4357. Cov neeg siv TTY hu rau 711. 

Hindi 

!नःश&क भाषा सवाए। आप एक दभा)षया को ल सकत ह और दःतावज़8 को अपनी भाषा म पढ़वा सकत ह। सहायता क िलए, हम= 
अपने आईडC काडD पर दज D नंबर या 1-800-788-0710 पर कॉल कर=। अिधक सहायता के िलए सीए बीमा )वभाग को 1-800-927-4357 
पर कॉल कर=। टCटCवाई उपयोगकता D 711 पर कॉल कर=। 

ु े ं ु े े 2 े = े 2 े

Thai 

บรการดานภาษาโดยไมมคาใชจาย คณสามารถรบลามและรบการอานเอกสารใหคณฟงในภาษาของคณได หากตองการความชวยเหลอ 
โปรดโทรหาเราตามหมายเลขทรGี ะบใุนบัตรประจําตวัประชาชน หรอ ื 1-800-788-0710 หากตองการความชวยเหลอเพมเตม 
โปรดตดติ อฝ่ ่ ายประกนภั ยัของ CA ทหมาGี ยเลข 1-800-927-4357 ผใช TTY โทร 711 ภาษาองักฤษ 

ิ ้ ่ ี ่ ้ ่ ุ ั ่ ั ่ ้ ุ ั ุ ้ ้ ่ ื
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