


Please list below eligible dependents you wish to have enrolled under COBRAcoverage. You may include only your spouse
and any unmarried dependent children. Please remember to include the birth date of each of your dependents.

Your Application for COBRA Enrollment

Top copy–To Membership Accounting    Middle copy–To be retained by the group    Bottom copy–To be retained by the subscriber

Your Signatur e D a t e

Spouse    (Last Name) First Name M.I. Sex

❏ Male
❏ Female

Relationship
to Subscriber
❏ H u s b a n d
❏ Wi f e

Other (Specify) Birth Date

Mo.       Day        Y r.  

Process Month or Receipt Date

RSN COBRAElig.

Medical Record Number

Med.    Dep.RSN Med. Rec.

❏ S o n
❏ D a u g h t e r

Child

Child

Child

Child

Child

Child

Office

Use

Only

Check One:
❏ Male
❏ Female

Your Social Security Number Family Account NumberBirth Date Medical Record Number

Your Employee Payroll Number Employer Address/City/State/Zip Code

❏ Loss of Dependent
❏ Status Due to
(Up to 36 Months Coverage)

COBRACoverage Start DateInitial Current Group NumberFirst NameLast Name

About You (Subscriber)

Mo                    Day                     Yr  

Mo               Day                Yr  

Last Date Employed
Mo                         Day                        Yr  Reason for

COBRA

Coverage

Request

Apt. NumberYour Address                                 Number/Street City/State/Zip Code

Mo                  Day                     Y r

Qualifying Employer (Company Name)

❏ Termination of
❏ Employment
(Up to 18 Months Coverage)

Daytime Phone Number

(         )
Were you or any family members listed on this
form previous Kaiser Permanente members in
Southern California?                                    ❏ Yes     ❏ No

IF YES,
through which
Group/Company?

Last month and
year of previous
member s h i p

Divorced or Left School on

❏ Male
❏ Female

❏ S o n
❏ D a u g h t e r

❏ Male
❏ Female

❏ S o n
❏ D a u g h t e r

❏ Male
❏ Female

❏ S o n
❏ D a u g h t e r

❏ Male
❏ Female

❏ S o n
❏ D a u g h t e r

❏ Male
❏ Female

❏ S o n
❏ D a u g h t e r

❏ Male
❏ Female

❏ Marriage         ❏ Divorce
❏ Death of subscriber 
❏ Reached maximum age limit

❏ Other:
❏ (Describe)

Previous Medical Record Number(s), if knownIn Whose Name:Mo           Yr  

Marital Status
❏ Single
❏ Separated

❏ Married
❏ Widowed

❏ Divorced

❏ Disabled for Social Security purposes

(Up to 29 Months

Mo                         Day                        Yr  
Group Coverage Ends on

Kaiser Foundation Health Plan, Inc.
California Service Center
California Division

I understand, except for small claims court cases, any claim that I, my heirs, or other claimants associated with me, assert for alleged violation of any duty arising out of or relating to 
membership in Health Plan (which provides HMO and In-Network Point-of-Service benefits), including any claim for medical or hospital malpractice, 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 a lawsuit or resort to court process except 
as California law provides for judicial review of arbitration proceedings. I agree to give up my right to a jury trial and accept the use of binding arbitration. I understand that the arbitration 
provision does not apply to disputes with Kaiser Permanente Insurance Company or disputes arising from Out-of-Network services. Note: A different arbitration provision applies for 
Federal Employees Health Benefits Program and CalPERS groups. Please contact Member Services for the applicable arbitration provision.

Please print firmly. Please complete all items requested.

About Your Family


