CARPENTERS PENSION TRUST FUND

FOR NORTHERN CALIFORNIA

265 Hegenberger Road, Suite 100, Oakland, CA 94621

PO Box 2280, Oakland, CA 94614

Tel. (510) 633-0333 <> (888) 547-2054 <~ Fax (510) 633-0215
www.carpenterfunds.com <~ benefitservices@carpenterfunds.com

ELECTION TO TERMINATE/DELAY RETIREE HEALTH COVERAGE
(KAISER PLAN INCLUDING KAISER SENIOR ADVANTAGE)

Complete only if you want to cancel health coverage for you and/or your dependent(s).

If you are Medicare eligible you must ALSO complete the enclosed Kaiser Disenrollment Form.
If you cancel coverage for yourself you must cancel coverage for all other dependents.

Once you cancel a dependent child they are no longer eligible for re-enroliment.

YV V VY

Effective , | elect to Cancel Retiree Health Coverage for:

[ ] Myself and my dependents, if any.

[] My Dependent(s) only.
List below name(s) of dependents(s) whose coverage should be canceled.

1° Dependent’s Name

2" Dependent’s Name

PLEASE READ: | understand that | (and/or my dependents) will NOT be allowed to re-enroll in the
Carpenters Retiree Health Plan at any further date after | cancel this coverage, unless
» | am canceling this coverage because | am covered under another health plan.
» | am not yet Medicare eligible and have provided proof of Medicare enrollment within 60 days.
» | have acquired a new dependent through marriage, birth, adoption or legal guardianship and | will
enroll them and provide required documentation within 60 days of the date that | acquired the new
dependent.

Please indicate the reason you are terminating/delaying retiree health coverage:

] | (or my dependent) am covered by another health plan. | understand that | will have 31 days to re-enroll in the
Carpenters Retiree Health Plan after this other coverage ends. Provide plan information below.

Employer Name Employee Name
Insurance Carrier or Health Plan Name Plan Number
] | (or my dependent) am covered by Medicaid, a state Children’s Health Insurance Program (CHIP), or other public

program other than Medicare. | understand that | will have 60 days to enroll in the Carpenters Retiree Health Plan after
that coverage ends. | understand that if | (or my dependent) become eligible to participate in a premium assistance
program under Medicaid or CHIP, | have 60 days to re-enroll in the Carpenters Retiree Health Plan.

Retiree Signature Date

Retiree’s Name (Print) UBCH#, ID, or Social Security Number
11/2018



Kaiser Permanente Senior Advantage (HMO) or
Kaiser Permanente Senior Advantage Medicare Medi-Cal (HMO SNP) Plan

e DISENROLLMENT FORM
N% KAISER PERMANENTE. Northern California or Southern California Region

Each individual disenrolling will need to complete his/her own form. If you have any questions, please
call Kaiser Permanente at 1-800-443-0815 (TTY 711 for the hearing/speech impaired), seven days
a week, 8 a.m. to 8 p.m.

If you request disenrollment, you must continue to get all medical care from Kaiser Permanente,
until the effective date of disenrollment. Please refer to your Evidence of Coverage for more
details. Contact us to verify your disenrollment before you seek medical services outside of Kaiser
Permanente’s network. We will notify you of your effective date of disenrollment in writing after
we get this form from you.

PLEASE TYPE OR PRINT USING BLACK OR BLUE INK

KAISER PERMANENTE MEDICAL/ LAST NAME FIRST NAME Ml
HEALTH RECORD #

MAILING ADDRESS

MEDICARE # CITY STATE ZIP

BIRTH DATE SEX: HOME PHONE NUMBER
LOIm UF

Typically, you may disenroll from a Medicare Advantage plan only during the annual enrollment
period from October 15 through December 7 of each year or during the Medicare Advantage
Disenrollment Period from January 1 through February 14 of each year. There are exceptions that
may allow you to disenroll from a Medicare Advantage plan outside of this period. If you have questions
about the times you may disenroll from our Plan, please call us at the number listed above.

PLEASE SELECT A DISENROLLMENT REASON BELOW
By checking any of the following boxes you are certifying that, to the best of your knowledge, you are
eligible for an Election Period.

L] I have both Medicare and Medicaid or my state helps pay for my Medicare premiums.
[] I get extra help paying for Medicare prescription drug coverage.

L] I'no longer qualify for extra help paying for my Medicare prescription drugs. | stopped receiving extra help
on (insert date)

L] I'am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home
or long-term care facility). | moved/will move into/out of the facility on (insert date)

L] I'am joining a PACE program on (insert date)

L] I'am joining employer or union coverage on (insert date) | am requesting a disenrollment
date of (insert date) with the understanding that this must be approved by CMS.

L] | have moved out of the Kaiser Permanente service area on (insert date) | am requesting
a disenrollment date of with the understanding that this must be approved by CMS.
[ I have joined another plan with creditable prescription drug coverage (coverage as good as Medicare's) on
(insert date)
L] My employer group coverage has ended or will transfer to a new health care plan on (insert date)
| am requesting a disenrollment date of with the understanding that this
must be approved by CMS.

[] Other - Please explain
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Please carefully read and complete the following information before signing and
dating this disenroliment form.

If | have enrolled in another Medicare Health Plan or Medicare Prescription Drug Plan, | understand
Medicare will cancel my current membership in Kaiser Permanente Senior Advantage Plan on the effective
date of that new enrollment. | understand that | might not be able to enroll in another plan at this time. |
also understand that if | am disenrolling from my Medicare prescription drug coverage and want Medicare
prescription drug coverage in the future, | may have to pay a higher premium for this coverage.

If you have selected to have Medicare prescription drug coverage from Kaiser Permanente, by disenrolling
from Kaiser Permanente Senior Advantage you are also disenrolling from Medicare prescription drug
coverage. You generally may only change to a new Medicare drug plan during certain times of the year.
If you do not have Medicare drug coverage, or other coverage that is at least as good as Medicare drug
coverage, you may have to pay a penalty in addition to your plan premium for Medicare drug coverage
in the future. For information about drug plans available in your area you can call 1-800-MEDICARE
(1-800-633-4227) 24 hours a day, seven days a week. TTY users should call 1-877-486-2048.

For Employer Group/Trust Fund members only: | understand that my disenrollment from Kaiser
Permanente Senior Advantage may affect my employer group or trust fund coverage, and | must also
contact my Group Benefits Office to complete the termination process.

For Federal Employees Health Benefit (FEHB) Program members only: The choice you make will not
impact the benefits you receive through the FEHB Program. Coverage for the FEHB Program is described
in your FEHB brochure. Your choice will affect the additional benefits you receive as a member of Kaiser
Permanente Senior Advantage for Federal employees.

Your signature* Date

*Or the signature of the person authorized to act on your behalf under the laws of the State where
you live. If signed by an authorized individual (as described above), this signature certifies that: (1) this
person is authorized under State law to complete this disenroliment; and (2) documentation of this
authority is available upon request by Kaiser Permanente or by Medicare.

If you are the authorized representative, you must provide the following information:

Name
Address

Phone

Relationship to enrollee

Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in Kaiser Permanente depends
on contract renewal.

This information is available in a different format by calling the number listed in the first paragraph.

Return the top, signed white copy to:
Kaiser Permanente — Medicare Unit
P.O. Box 232400
San Diego, CA 92193

If required, send the middle copy to your employer group or union/trust fund. Keep the bottom copy for
your records.



CARPENTER FUNDS ADMINISTRATIVE OFFICE

OF NORTHERN CALIFORNIA, INC.

265 Hegenberger Road, Suite 100 <- P.O. Box 2280
Oakland, California 94621-0180

Tel. (510) 633-0333 <~ (888) 547-2054 <~ Fax (510) 633-0215

GENERAL STATEMENT OF NONDISCRIMINATION: (DISCRIMINATION IS AGAINST THE LAW)

The Carpenters Health and Welfare Trust Fund for California (“Fund” or “Plan”) complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. The Plan does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex. The Plan:

a) Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

¢ Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)

b) Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
¢ Information written in other languages

If you need these services, contact Pauline Hann, Civil Rights Coordinator.

If you believe that the Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Pauline Hann, Civil Rights Coordinator

Carpenter Funds Administrative Office of Northern California, Inc.
265 Hegenberger Rd., Suite 100

Oakland, CA 94621

Telephone number: (888) 547-2054, Fax: (510) 633-0215

Email: benefitservices@carpenterfunds.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Pauline Hann, Civil Rights Coordinator is available to help you.

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
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

1-800-868-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

ATTENTION: FREE LANGUAGE ASSISTANCE

This chart displays, in various languages, the phone number to call for free language assistance services

for individuals with limited English proficiency.

Language Message About Language Assistance

Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame
al 1(888) 547-2054. (TTY: 888-547-2064).

i AR MRBERERPN - BULISERSESEIRT - 55EE 1-888-547-2054 (

inese

TTY : 1-888-547-2054).

French ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-888-547-2054 (ATS : 1-888-547-2054),

italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-888-547-2054 (TTY: 1-888-547-2054).

o ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung, Rufnummer: 1-888-547-2054 (TTY: 1-888-547-2054).

Hitoi LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-

g 888-547-2054 (TTY: 1-888-547-2054).
Visiraimiosa CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hé trgr ngdn ngir mién phi danh cho ban. Goi sé 1-888-

547-2054 (TTY: 1-888-547-2054).

Persian (Farsi)

L 61 Bl ) gy (il g S (pa S u J 0l 40 ST i4a 50
4 80 (s 1-888-547-2054 (TTY: 1-888-547-2054) L .23l o« pb) 58

o ¢ afe 31 <t Siard 8 oY Simadhs fRTe g & 1o et et Judisy g 1-888-547-

Hindi - .
2054 (TTY; 1-888-547-2054) TR Hid P |
Taqalo PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
92109 nang walang bayad. Tumawag sa 1-888-547-2054 (TTY: 1-888-547-2054).
Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee
Navajo aka’anida’awo’dé¢’, t'a4 jiik’eh, & na holo, koji’ hodiilnih 1-888-547-2054 (TTY: 1-888-
547-2054).
o ain doail laally Sl il 455 & alll sae Lsall iladd 8 alll K3 aaats i€ 13) cdls sala
B0k (888-547-2054-1 :pSill 5 puall ila i) 888-547-2054-1
‘ FO|: ot=0{ & At8StA| = B2, 210 X|@ MH|AE 252 0|85 4= JUSFLICH -
orean
888-547-2054 (TTY: 1-888-547-2054) H O 2 T3t FAIA| L,
‘ Fou: Maswans InsasaunTn ldusmsthomiananm [aws Tng 1-888-547-2054 (TTY: 1-
Thai 888-547-2054).
Lao U0 g90: T 02 VMW (59 W9 F9 990, MW O 3 P qow cdie 09 wr 99, loed cdy a9,

ccud wanlur v, T s 1-888-547-2054 (TTY: 1-888-547-2054).
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