
Subscriber
Name
  
Current
Address
   
  
City, State

Zip Code

DEPENDENT ADDITION EXCEPTION REQUEST
DUE TO LOSS OF COVERAGE WITH ANOTHER CARRIER

LOSS OF COVERAGE WITH OTHER CARRIER

Group Number Family Account No.

Home Phone Social Security No.

Subscriber's Employer Employee No.

Date of Action

Add
Name

Last First M.I. Husb/
Wife

Daugh Son Date of Birth

1.

2.

3.

Mo. Day Yr.

Has any family member being added above
been a previous Kaiser Member in Southern
Calif.?

Through which Group

Medical Record #

Last Year of
Membership

If Enrolled Under
Different Name, Enter
Prior Name

YES NO

Date previous coverage lost

Reason for loss of Coverage

Name of other Carrier

Subscriber's Signature Date Signed

1.
2.
3.

This request is subject to review by the Kaiser Foundation Health Plan.
Please include with group monthly report.
This request must be submitted to group within 30 days of loss of other coverage.

______ / ______ / 19______

X

If you are adding or deleting
show date of marriage or divorce

Date of Action
19


