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2023 Medical Plan Enrollment Form 
(for Kaiser Permanente ONLY) 

 
1. SUBSCRIBER INFORMATION 
Last Name First Name,  

Middle Initial 
Birth 
Date 

Daytime Phone 
Number 

    
Street Address City State Zip Code 
    

Email Address: Retirement Effective Date: 

Status Gender Social Security 
Number 

Medicare Beneficiary 
Identifier 

 Single  Domestic Partnership 
 Married  Divorced  Widow(er) 

 Male 
 Female   

 

2. MEDICAL PLAN NAME   * Available only within authorized zip code service areas. 
Kaiser Permanente 
(California only*)  
 HMO  
 Senior Advantage 

Kaiser Permanente 
Purchaser ID number 
with Enrollment Unit : 
605559-0 (NoCal) 
225576-0 (SoCal) 

Enrollment reason:  
 Retirement 
 Open Enrollment  
 Loss of Coverage 
 Other _________     

Event Date   
 
 
 
___________________ 

 
 
3. LIST SELF AND ANY ELIGIBLE DEPENDENTS TO BE ENROLLED IN THE MEDICAL PLAN 

Last Name, First Name,  
Middle Initial 

Social 
Security 
Number 

Medicare 
Beneficiary 
Identifier  

Gender Relationship Birth Date 
(mm/dd/yy) 

     M 
  F SELF  

     M 
  F   

     M 
  F   

     M 
  F   

OVER 
See Page 2 for Member signatures 
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Kaiser Foundation Health Plan 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 Evidence of Coverage. 
 
 ______   
Signature Required for Kaiser Permanente HMO or Senior Advantage Plan  Date 

 
4. MEMBER AUTHORIZATION 
I understand this election will remain in effect as long as I remain eligible, or until I make another 
election during the Open Enrollment period.  I hereby authorize:  1) LACERS to deduct from my 
retirement allowance my share of the monthly premiums as may be established from time to time in 
the service agreement; and 2) any insurance company, organization, employer, hospital, physician, 
surgeon, or pharmacist to release any information requested to pay claims under the plan selected.  I 
want to enroll myself and those dependents listed above in the plan elected.  I understand that it is my 
responsibility to report any change in the eligibility of my dependents and that the benefits or services 
of the elected plan are coordinated with those provided by any other group hospital or medical benefit 
or service plan.  I also understand that I must abide by the provisions of the plan in which I enroll and 
that any controversy between any HMO plan member and such HMO (including its agents, staff 
physicians, employees and providers) may be subject to binding arbitration. I understand that LACERS 
will select the earliest coverage date possible for me unless I notify them otherwise. 
 
  
MEMBER’S SIGNATURE DATE SIGNED 

 
 

 
SEND TO PREFERRED - EMAIL:   lacers.health@lacers.org 

MAIL: LACERS, Attn:  Health Benefits Administration  
PO Box 512218  
Los Angeles, CA 90051-0218 

    FAX:  (213) 473-7284 
 

 


