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Application for health coverage

Who can use  
this application?

You may use this application to apply for a Kaiser Permanente for Individuals and Families  
(KPIF) plan.

•  If you want coverage for your family on the same KPIF plan, please fill out one application 
for the family. If a family member wants a different health plan, he or she must complete a 
separate application.

•  To be eligible for KPIF coverage, you must live in our California service area.

•  To be eligible for KPIF coverage, you and any dependent you’re applying for can’t be entitled 
to Medicare Part A or enrolled in Medicare Part B.

•  If you qualify for and want to take advantage of federal financial assistance to help pay for 
copays, coinsurance, deductibles, or premiums, don’t complete this application. You must 
apply for coverage through Covered California at CoveredCA.com.

•  If you’re already a KPIF member, don’t use this form. To make changes to your account,  
call 1-800-464-4000.

Things to 
remember

•  You can apply faster online at buykp.org/apply. The date we receive your application may 
change your effective date. Please send this application back as quickly as you can.

•  Please answer all questions, and type or print using ink only. Leave an empty box in between 
words, and put a hyphen in the box for hyphenated names.

•  If you’re applying during a special enrollment period, you can find instructions at  
kp.org/specialenrollment or call 1-800-494-5314.

•  Remember, this new enrollment will not end other coverage through Covered California or 
Kaiser Permanente. Don’t want 2 plans? Be sure to end your other plan the day before your 
new plan starts to avoid paying 2 premiums or having a gap in your coverage. 

•  Please send back all pages of this application. If your application is incomplete, not 
signed, doesn’t include your first month’s payment, or doesn’t include required proof 
of your qualifying life event (if applicable), it may be canceled. Send these by mail to:

Kaiser Permanente for Individuals and Families 
P.O. Box 23219 
San Diego, CA 92193-9921

Or send it by secure fax to: 1-866-816-5139 

Note: Checks must be mailed and can’t be faxed.

Need help? •  For help with completing this application, please call 1-800-670-5420. For TTY, call 711.

•  We’ll provide language assistance at no cost to you.

•  If you’re working with a broker, please call him or her for assistance.

Individual and Family Plans

In California, all plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612. 
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STEP 3: Choose your health plan
Choose 1 health plan. If any family members are applying for different health plans, please submit a separate application for each plan.

Bronze

    Kaiser Permanente -  
Bronze 60 HDHP HMO

    Kaiser Permanente -  
Bronze 60 HMO

    Kaiser Permanente -  
Bronze 60 HDHP HMO 
5500/40%

Silver

    Kaiser Permanente -  
Silver 70 HMO Off Exchange

    Kaiser Permanente -  
Silver 70 HMO 2150/45

    Kaiser Permanente -  
Silver 70 HDHP HMO 
3000/15%

Gold

    Kaiser Permanente -  
Gold 80 HMO Coinsurance

    Kaiser Permanente -  
Gold 80 HMO

Platinum

    Kaiser Permanente -  
Platinum 90 HMO

Minimum coverage plan
To purchase a minimum coverage plan, applicants must be younger than 30 on the effective date, or provide a certificate of exemption from Covered 
California 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 marketplace.cms.gov/applications-and-forms/hardship-exemption.pdf and follow the instructions.

   Kaiser Permanente - Minimum Coverage HMO

For information about health and dental benefits and limitations, cost-sharing amounts, and premiums, please review the details in your enrollment materials. To 
request a copy of the Evidence of Coverage for a particular plan, please go to kp.org/plandocuments, call 1-800-464-4000, or contact your broker.

STEP 2: Tell us when you’re applying

Select one option:    A.     Open enrollment      B.     A special enrollment period 

If A. Skip to Step 3.

If B. Choose the life event that made you eligible for a special enrollment period:

    Loss of health care coverage (write the last full day you had coverage)*

    Gaining or becoming a dependent through marriage or domestic  
partnership registration

    Gaining or becoming a dependent through the birth of a child, adoption, foster 
care, or placement for adoption or foster care (Please choose your effective date.)

    The date of birth, adoption, foster care, or placement for adoption or  
foster care

    The first day of the month after we receive the application

    Losing a dependent through divorce, dissolution of domestic partnership,  
or legal separation 

     Death of the subscriber or a dependent 

    Child support order or other court order to cover a dependent

    Permanent relocation

    Release from incarceration

    Change in eligibility for federal financial assistance through  
Covered California†

    Change in eligibility for employer health coverage

    Determination by Covered California

    Misinformation about coverage

    Provider network changes

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

Proof of eligibility is required. Please visit kp.org/specialenrollment or call 1-800-494-5314 for more information.
*If your qualifying life event is loss of Kaiser Permanente coverage, we may review your prior membership records to verify loss of minimum essential coverage.
†If you’ll be getting federal financial assistance, don’t use this form. We can help you apply at CoveredCA.com.

STEP 1: Check your eligibility

Are you or any dependent you’re applying for either entitled to Medicare Part A or enrolled in Medicare Part B?        Yes        No
If you selected “Yes,” those of you who are entitled to Medicare Part A or enrolled in Medicare Part B can’t enroll in a KPIF plan. 
Please visit kp.org/medicare to learn more about your Medicare plan options or to apply for Medicare coverage.
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STEP 5: Enter your information

Primary applicant
In an individual plan, the primary applicant is the person who will be covered by the health plan. In a family 
plan, the primary applicant is the family member on the health plan who is authorized to make changes to the 
account. If this application is only for a child under 18, the child is the primary applicant.

First name    
                                                                                                                               

Social Security number (if any) 

- -
Last name 

                                               
Date of birth (mm/dd/yyyy) 

MI Former medical record number (if any)                                      State (if any) 

—
Gender:  

   Male    Female
Phone 

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

City 

State            ZIP code                          County 
          

Mailing address (if different than home address) 

City 

State            ZIP code   
     

Preferred language spoken (if not English) Preferred language read (if not English) 

Email address (optional) I understand that Kaiser Permanente may contact me via email.

 (continues)

STEP 4: 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. 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 choose one option below.

    Yes. I am requesting enrollment in the KPIC dental insurance plan that is available to me as a supplemental option to my health plan coverage. 
Kaiser Permanente Insurance Company, a subsidiary of Kaiser Foundation Health Plan, Inc., underwrites the KPIC dental insurance plan. 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.

   No. I’m not interested in optional dental coverage.
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Parent or legal guardian (if the primary applicant is a child under 18)

First name    
                                                                                           

MI 

Last name 
                               

Social Security number (if any) 

- -
Gender:  

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

Preferred language spoken (if not English) Preferred language read (if not English) 

Spouse/domestic partner to be covered A domestic partner is a person registered and legally recognized as your 
domestic partner by California.

First name    
                                                                                           

MI 

Last name 
                               

Social Security number (if any) 

- -
Former medical record number (if any)                                      State (if any) 

—  
Gender:  

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

Choose one:

  Spouse        Domestic 
partner

1 First name    
                                                                                           

MI 

Last name 
                               

Social Security number (if any) 

- -
Former medical record number (if any)                                      State (if any) 

—  
Gender:  

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

Relationship to primary applicant 

2 First name    
                                                                                           

MI 

Last name 
                               

Social Security number (if any) 

- -
Former medical record number (if any)                                      State (if any) 

—  
Gender:  

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

Relationship to primary applicant 

Dependents to be covered If you have more than 2 dependents to be covered, please fill out an extra copy of this page  
and submit it with your application.

STEP 5: Enter your information (continued)
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You can give a trusted friend or relative permission to talk about this application with us, see your information, or act for you on matters related 
to this application only. This person is called an authorized representative.

STEP 6: Choose an authorized representative (if you have one)

First name    
                                                                      

MI 

Last name 
                               

Phone 

- -

By signing, you’ve appointed this person as your legally authorized representative to get official information about this application,  
and to act for you on matters related to this application.

 
X  

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

Date (mm/dd/yyyy) 

STEP 7: Sign the application agreement

Important: All applicants and dependents 18 and older must read, sign, and date below. If the primary applicant is a child under 18, then his or her 
parent or legal guardian must sign. By signing, the parent or legal guardian agrees to be responsible for paying all premiums, copays, coinsurance, 
and deductibles for all the applicants listed on this application. A copy of your agreement with your signature is as valid as the original. If signatures 
are missing, we will cancel the application. If there are more than 2 dependents 18 and older signing, please attach a copy of this page with the 
additional signatures.

•   I understand that Kaiser Foundation Health Plan, Inc., will rely on the information provided in this application. If any information is found to be 
fraudulent or intentionally misrepresented, then Kaiser Foundation Health Plan, Inc., may choose to terminate coverage back to the coverage 
effective date.

X  

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

Date (mm/dd/yyyy) 

X  

Spouse/domestic partner

Date (mm/dd/yyyy) 

X  

Dependent (18 and older)

Date (mm/dd/yyyy) 

X  

Dependent (18 and older)

Date (mm/dd/yyyy) 
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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 Membership Agreement, Disclosure Form, and Evidence of Coverage. 

STEP 8: Sign the Kaiser Foundation Health Plan, Inc., arbitration agreement

X  

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

Date (mm/dd/yyyy) 

X  

Spouse/domestic partner

Date (mm/dd/yyyy) 

X  

Dependent (18 and older)

Date (mm/dd/yyyy) 

X  

Dependent (18 and older)

Date (mm/dd/yyyy) 

A copy of your agreement with your signature is as valid as the original. If signatures are missing, we will cancel the application. If there are more 
than 2 dependents 18 and older signing, please attach a copy of this page with the additional signatures.
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STEP 9: Enter first month’s payment details

Payment information
First name of person responsible for payment 

                                                             
MI 

Last name of person responsible for payment  
                  

Address 

City 

State            ZIP code 
      

Payment options

  Credit card      Debit card                  Visa     MasterCard     Discover     American Express

Cardholder’s first name as it appears on card 
                                                             

MI  
                  

Cardholder’s last name as it appears on card 
                                                             

Card number 
                                  

Expiration date (mm/yyyy) 

X  

Cardholder’s signature

Date (mm/dd/yyyy) 

  Electronic payment      Checking account      Savings account 

I authorize Kaiser Foundation Health Plan, Inc. (KFHP), and the designated financial institution to accept this transfer of the first month’s premium amount 
from my checking or savings account when my application is processed by KFHP. 

Bank name 
                                                           

Routing number Account number 

Account holder’s first name 
                          

MI 

Account holder’s last name  
                          

X  

Account holder’s signature

Date (mm/dd/yyyy) 

  Check      Money order      

Write the name of the primary applicant on the check. Mail payment with your application to the address listed on page 1.
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Automatic monthly payments
This optional service allows you to automatically pay your monthly premiums electronically on the 1st of the month (unless it falls on a weekend or 
holiday). If you’d like to sign up, please fill out your information below. To cancel or update automatic payments, go to kp.org/payonline or call the 
Member Service Contact Center at 1-888-236-4490.

Billing information
Is this information the same as your first month’s payment details?      Yes        No       If no, please fill out this section.

First name of person responsible for payment 
                     

MI 
 

Last name of person responsible for payment 
                     

Billing address 

City 

State         ZIP code 

     

Payment options        Debit cards can’t be used for automatic monthly payments.

  Credit card                  Visa     MasterCard     Discover     American Express

Cardholder’s first name as it appears on card 
                                                             

MI  

Cardholder’s last name as it appears on card 
                                                             

Card number 
                                  

Expiration date (mm/yyyy) 

X  

Cardholder’s signature

Date (mm/dd/yyyy) 

  Electronic payment      Checking account      Savings account 

I authorize Kaiser Foundation Health Plan, Inc. (KFHP), and the designated financial institution to accept this transfer from my checking or savings account.
Bank name 

                                                           

Routing number Account number 

Account holder’s first name 
                          

MI 

Account holder’s last name  
                          

X  

Account holder’s signature

Date (mm/dd/yyyy) 
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For applicants using an agent/broker/KPIF representative
If you used an agent/broker/KPIF representative, please make sure he or she completes this page. A Kaiser Permanente representative includes any 
agent/broker/KPIF representative who has helped you decide which plan to enroll in or helped you fill out the application. 

Agent/broker/KPIF representative first name 
                                                                   

MI 

Last name 
                   

The broker of record may receive monetary and/or nonmonetary payments from KPIF in connection with the purchase of this coverage.
Note: Premiums are the same whether or not you use an agent/broker/KPIF representative. 
To be completed by your Kaiser Permanente–appointed agent/broker/KPIF representative after completion of this application:
Notice to agent, broker, KPIF representative: If you have assisted the applicant in submitting the application, the law requires that you attest to this 
assistance. If, in making this attestation, you state as true any material fact you know to be false, you will be subject to a civil penalty of up to ten 
thousand dollars ($10,000), as authorized under California Health and Safety Code section 1389.8(c) or Insurance Code section 10119.3, in addition 
to any other applicable penalties or remedies available under current law. 
You must answer the following question by selecting Yes or No: 
I assisted the applicant in submitting this application. To the best of my knowledge, the information on this application is complete and accurate. 
I explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information, and the applicant  
understood the explanation. 

       Yes        No      

X  

Agent/broker/KPIF representative 

Date (mm/dd/yyyy) 

Agent/broker/KPIF representative (first, middle, last) (please print) 
                                            

Address 

City 

State            ZIP code 
      

KPIF—appointed broker ID number 

Agency name Agency number 

Phone                                                                 Fax 

- -      - -
Email address 



Nondiscrimination Notice 
 
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. 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) 
 By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711) 
 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 
ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human 
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,  
1–800–368–1019, 800–537–7697 (TDD). Complaint forms are available at 
hhs.gov/ocr/office/file/index.html. 



Aviso de no discriminación 
 
Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, país de origen, 
antecedentes culturales, ascendencia, religión, sexo, identidad de género, expresión de género, orientación 
sexual, estado civil, discapacidad física o mental, fuente de pago, información genética, ciudadanía, lengua 
materna o estado migratorio. 
 
La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el idioma las 24 
horas del día, los siete días de la semana (excepto los días festivos). Se ofrecen servicios de interpretación 
sin costo alguno para usted durante el horario de atención, incluido el lenguaje de señas. También podemos 
ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten para acceder a nuestros 
centros de atención y servicios. Además, 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 más información, llame al 1-800-788-0616 (los usuarios de la línea TTY deben llamar al 711). 
 
Una queja es una expresión de inconformidad que manifiesta usted o su representante autorizado a través del 
proceso de quejas. Por ejemplo, si usted cree que ha sufrido discriminación de nuestra parte, puede presentar 
una queja. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro (Certificate 
of Insurance), o comuníquese con un representante de Servicio a los Miembros para conocer las opciones de 
resolución de disputas que le corresponden. Esto tiene especial importancia si es miembro de Medicare, 
Medi-Cal, el Programa de Seguro Médico para Riesgos Mayores (Major Risk Medical Insurance Program 
MRMIP), Medi-Cal Access, el Programa de Beneficios Médicos para los Empleados Federales (Federal 
Employees Health Benefits Program, FEHBP) o CalPERS, ya que dispone de otras opciones para resolver 
disputas.  
 
Puede presentar una queja de las siguientes maneras: 

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

• 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 Guía) 

• llamando a la línea telefónica gratuita de la Central de Llamadas de Servicio a los Miembros al  
1-800-788-0616 (los usuarios de la línea TTY deben llamar al 711) 

• 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 informará al coordinador de derechos civiles de Kaiser Permanente (Civil Rights Coordinator) de  
todas las quejas relacionadas con la discriminación por motivos de raza, color, país 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 electrónica 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 Civil
es (Office for Civil Rights Complaint Portal), en ocrportal.hhs.gov/ocr/portal/lobby.jfs (en inglés) 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 (línea TDD). Los formularios 
de queja formal están disponibles en hhs.gov/ocr/office/file/index.html (en inglés). 



Kaiser Permanente

24

1-800-757-7585
TTY 711

Evidence of Coverage Certificate of Insurance
Medicare Medi-Cal MRMIP Major Risk Medical Insurance Program

Medi-Cal Access FEHBP Federal Employees Health Benefits Program
CalPERS

(Your Guidebook)

(Your Guidebook)

1-800-757-7585 TTY
711

kp.org

Kaiser Permanente
Civil Rights Coordinator Kaiser Permanente
One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612

U.S. Department of Health and Human Services, Office for Civil Rights
ocrportal.hhs.gov/ocr/portal/lobby.jsf 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

hhs.gov/ocr/office/file/index.html



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. 

:Arabic

1-800-464-4000

711

Armenian:      
  `  24 ,  

7 :      
 ,   

    
 :   

` 1-800-464-4000 `  
24 `  7  (    ): TTY-  

    711: 

Chinese: 7 24

7  
24 1-800-757-7585 

  (TTY) 
711  

:Farsi

24 
1-800-464-4000

TTY711

Hindi: 

- - -

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: 

 1-800-464-4000 
 TTY

711  

Khmer: 24 

7

1-800-464-4000 24

7 TTY

711

Korean:       
    .  

 ,       
    .    

 1-800-464-4000   
(  ). TTY   711.  

Laotian:

  24 7  

 

 1-800-464-4000   24 

 7   

TTY  711



Navajo: Saad bee áká’a’ayeed náhól  t’áá jiik’é, 
’ d ’ ahéé’iikeed tsosts’id yisk  

damoo ná'ádleehj .  Atah halne’é áká’
t’áadoo le’é t’áá hóhazaadj  ’go, éí doodaii’ 

go.  Koj  
hodiilnih 1-800-464-4000 ’ d ’ 
ahéé’iikeed tsosts’id yisk  damoo ná’ádleehj  

 
TTY chodeeyoolínígíí koj  hodiilnih 711. 

Punjabi: , 24 , 7 , 

, 
, 

1-800-464-4000 , 24 , 
7 TTY 

711 ‘  

Russian: 

1-800-464-4000, 

TTY 
711.

Spanish: Contamos con asistencia de idiomas sin costo 
alguno para usted 24 horas al día, 7 días 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 
día, 7 días a la semana (cerrado los días 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:  24

1-800-464-4000 24
  

Vietnamese: D ch v  thông d c cung c p mi n 
phí cho quý v  24 gi  m i ngày, 7 ngày trong tu n. Quý 
v  có th  yêu c u d ch v  thông d ch, tài li u phiên d ch 
ra ngôn ng  c a quý v  ho c tài li u b ng nhi u hình 
th c khác. Quý v  ch  c n g i cho chúng tôi t i s   
1-800-464-4000, 24 gi  m i ngày, 7 ngày trong tu n  
(tr  các ngày l i dùng TTY xin g i 711. 
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