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June 12, 2026
Dear GEARY J. JOHNSON,

Thank you for contacting us on April 24, 2026 regarding issues of accessibility at the Venice Medical
Offices on April 24, 2026. We are writing in response to your grievance.

It is my understanding you have concerns about the accessibility of the medical offices. You feel they
are not listening to your concerns.

Geary, we regret that you felt discriminated against. At Kaiser Permanente, we believe in equity and
inclusion for all. We strive to deliver care, coverage, and services that respect and respond to the
diverse preferences, needs, and values of our members, patients, and communities.

| shared your concerns with the Assistant Department Administrator of Internal Medicine and the
Southern California Civil Rights Coordinator for review and action, as appropriate.

The Assistant Department Administrator apologized for any inconvenience you have experienced. She
shared that employees receive annual training related to these issues.

The Civil Rights Coordinator reviewed your concerns. He found there was insufficient information to
confirm any intentional discrimination or unequal treatment by Kaiser Permanente at this time.

| hope you are doing well. If you have questions about your care, or to make an appointment, please
call the Appointment Center at 1-833-574-2273, 7 days a week, 24 hours a day.

We appreciate the opportunity to respond to your concerns.

Get materials related to your case
To get copies of materials related to your case, you can call me at the number listed below. You can get
copies of any documents, records, or other information we used. There’s no cost to you.

Have Questions?
As of June 12, 2026, we’ve completed our review of your concerns within the grievance process. If you
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have any questions about this letter or the review process, you can call me at 909-367-7574, Monday
through Friday, 8:30 AM - 5 PM.

For general questions about your benefits or coverage, call Member Services toll-free at 800-464-4000
(TTY 711), 7 days a week, 24 hours a day (excluding major holidays).

Important information about your rights

Please see the enclosed copy of Your Rights to learn about other options you may have regarding your
case.

Thank you for contacting us.

Sincerely,

Brett G
Incident Management Specialist IV, Grievances and Appeals
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Department of Managed
Health Care Complaint
Process

The California Department of Managed Health
Care is responsible for regulating health care
service plans. If you have a grievance against
your health plan, you should first telephone
Kaiser Foundation Health Plan at
1-800-464-4000 and use your health plan’s
grievance process before contacting the
department. Utilizing this grievance procedure
does not prohibit any potential legal rights or
remedies that may be available to you. If you
need help with a grievance involving an
emergency, a grievance that has not been
satisfactorily resolved by your health plan, or a
grievance that has remained unresolved for
more than 30 days, you may call the
department for assistance. You may also be
eligible for an Independent Medical Review
(IMR). If you are eligible for IMR, the IMR
process will provide an impartial review of
medical decisions made by a health plan
related to the medical necessity of a proposed
service or treatment, coverage decisions for
treatments that are experimental or
investigational in nature and payment disputes
for emergency or urgent medical services. The
department also has a toll-free telephone
number (1-888-466-2219) and a TDD line
(1-877-688-9891) for the hearing and speech
impaired. The department’s Internet Web site
http://Iwww.dmhc.ca.gov has complaint forms,
IMR application forms and instructions online.

If you have an issue that involves an imminent
and serious threat to your health (such as
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severe pain or potential loss of life, limb, or
major bodily function), you can contact the
California Department of Managed Health Care
directly at any time without first filing a
grievance with us.

Independent Medical Review

If you qualify, you or your authorized
representative may have your issue reviewed
through the Independent Medical Review (IMR)
process managed by the California Department
of Managed Health Care (DMHC). The DMHC
determines which cases qualify for IMR. If you
decide not to request an IMR, you may give up
the right to pursue some legal actions against
us. Additional information about IMR can be
obtained from your Evidence of Coverage or
California's Department of Managed Health
Care at (www.dmhc.ca.gov).

Following completion of your IMR review, the
DMHC will notify you and us of its final
determination. If the DMHC decision is in your
favor, we will reimburse you or notify you
promptly regarding how to obtain services.

Binding Arbitration

Except for Small Claims Court cases and
certain benefit-related disputes, any dispute
between members, their heirs, or associated
parties (on the one hand) and Health Plan, its
health care providers, or other associated
parties (on the other hand) for alleged violation
of any duty arising out of or related to your


http://www.dmhc.ca.gov
https://www.dmhc.ca.gov

Health Plan membership, 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. This includes claims for
medical or hospital malpractice, for premises
liability, or relating to the coverage for, or
delivery of, services or items, irrespective of
legal theory. Both sides give up all rights to a
jury or court trial, and both sides are
responsible for certain costs associated with
binding arbitration. This is a summary; please
refer to your Evidence of Coverage for the
complete arbitration provision.

CA Commercial Your Rights 3

Please be advised that whether your arbitration
provisions are enforceable or are
unenforceable will be determined by the
application and interpretation of various laws.
These include California Health & Safety Code
Section 1363.1, which pertains to required
disclosures of arbitration provisions. Additional
information regarding the California laws
pertaining to arbitration of healthcare claims
can be accessed on the internet at the
California Department of Managed Health
Care's web site (http://www.dmhc.ca.gov).

Page 5 of 26


http://www.dmhc.ca.gov




State of California - Health and Human Services Agency R
Department of Managed Health Care Mémﬁtgeﬂ

IMR APPLICATION/COMPLAINT FORM - English

DMHC 20-224 New: 11/15 Rev: 09/25 HealthG:re

INDEPENDENT MEDICAL REVIEW (IMR) APPLICATION/COMPLAINT FORM

4 IMPORTANT INFORMATION N
You can submit your IMR Application/Complaint Form online at: www.DMHC.ca.gov

% FREE: The IMR/Complaint process is free.

% FAST: IMRs are usually decided within 45 days, or within 7 days if the health issue is urgent.
% SUCCESSFUL: Approximately 73 percent of patients receive the requested service through
IMR.

% FINAL: Health plans must follow the IMR decision and promptly provide the service.

PATIENT INFORMATION

First Name Middle Initial ____ Last Name

Patient's Date of Birth (mm/dd/yyyy)

Gender: [ | Male [ ] Female [ ] Something Else

Name of Parent or Guardian if Filing for Minor Child

Street Address
City State ______ Zip
Phone # Email Address

Would you like communication/correspondence sent to this email? [ JYes [ ]No

Health Plan Name Patient's Membership #

Medical Group Name (if enrolled in a medical group)

Employer

Do you want someone to help you with your complaint? [1Yes [ INo

If yes, please complete the attached 'Authorized Assistant Form.'


http://www.DMHC.ca.gov

State of California - Health and Human Services Agency
Department of Managed Health Care

IMR APPLICATION/COMPLAINT FORM — English
DMHC 20-224 New: 11/15 Rev: 09/25

Do you have Medi-Cal? [ 1Yes [INo

If yes, have you filed a Request for a State Fair Hearing? [ JYes [ ]No
Do you have Medicare or Medicare Advantage? [ 1Yes [ ]No
Have you filed a complaint or grievance with your health plan? [ JYes [ ]No
Do you want payment for a health care service that you already received? [ JYes [ ]No

If yes, list the date(s) of service, and the provider's name:

YOUR HEALTH PROBLEM (Use a separate sheet and attach other documents, if needed.)

Do you want your health plan to pay for future services? [ lYes [INo
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What is your medical condition or doctor's diagnosis? (Please be specific)

What medical treatment(s)/service(s) and/or medication(s) are you asking for? (Please be specific)

Did your health plan deny, delay or modify your treatment? [ JYes [ ]No
If yes, please check the reason given: (Check one)

[]Not Medically Necessary [ ] Experimental or Investigational [ ] Not an Emergency/Urgent
[ 1Not a Covered Benefit [ _] Other (Please explain below)

List the name and phone number of your primary care doctor and other providers who have seen,
treated, or advised you for this condition.

Have you seen any out-of-network providers for your condition? [ JYes [ |No

If yes, please include the medical records with this form.

Briefly describe the problem you are having with your health plan. For example, explain if the problem
is a denied treatment, an unpaid bill, trouble getting an appointment or medication, or if your coverage
has been cancelled by the health plan.
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MEDICAL RELEASE

| request the Department of Managed Health Care (Department) to make a decision about my problem
with my health plan. | request the Department to review my Independent Medical Review (IMR)
Application/Complaint Form to determine if my complaint qualifies for an IMR or the Department’s
Complaint process. | allow my providers, past and present, and my plan to release my medical records
and information to review this issue. These records may include medical, mental health, substance
abuse, HIV, diagnostic imaging reports, and other records related to my case. These records may also
include non-medical records and any other information related to my case. | allow the Department to
review these records and information and send them to my plan. My permission will end one year from
the date below, except as allowed by law. For example, the law allows the Department to continue to
use my information internally. | can end my permission sooner if | wish. All the information that | have
provided on this sheet is true.

Patient or Parent Name (Print)

Patient or Parent Signature

Date

Please see the instruction sheet for mailing or faxing information.
STATISTICAL INFORMATION ONLY

You are asked to voluntarily provide the following information. Giving this information will help the
Department identify any patterns of problems. Health and Safety Code section 1374.30 authorizes the
Department to obtain this information for research and statistical purposes. Giving this information is
optional and will not affect the IMR or complaint decision in any way.

Primary Language Spoken:

Would you like us to communicate/correspond with you in your primary language? [ ] Yes



Race/Ethnicity:







State of California - Health and Human Services Agency
Department of Managed Health Care

AUTHORIZED ASSISTANT FORM - English

DMHC 20-160 New: 04/06 Rev: 09/25

AUTHORIZED ASSISTANT FORM

If you want to give another person permission to assist you with your Independent Medical
Review (IMR) or complaint, complete Parts A and B below.

If you are a parent or legal guardian filing this IMR or Complaint for a child under the age
of 18, you do not need to complete this form.

If you are filing this IMR or complaint for a patient who cannot complete this form because
the patient is either incompetent or incapacitated, and you have legal authority to act for
this patient, please complete Part B only. Also attach a copy of the power of attorney for
health care decisions or other documents that say you can make decisions for the patient.

PART A: COMPLETED BY PATIENT

| allow the person named below in Part B to assist me in my IMR or complaint filed with the
Department of Managed Health Care (Department). | allow the Department and IMR staff
to share information about my medical condition(s) and care with the person named below.
This information may include mental health treatment, HIV treatment or testing, alcohol or
drug treatment, or other health care information.

| understand that only information related to my IMR or complaint will be shared.

My approval of this assistance is voluntary and | have the right to end it. If | want to end it, |
must do so in writing.

Patient Name (Print)

Patient Signature Date

PART B: COMPLETED BY PERSON ASSISTING PATIENT

Name of Person Assisting (Print)

Address

City State Zip

Relationship to Patient

Primary Phone #
Secondary Phone #

Email Address
[ ] My power of attorney for health care decisions or other legal document is attached.
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IMR Application/Complaint Form Instruction Sheet

If you have questions, call the Help Center at 1-888-466-2219 or TDD at 1-877-688-9891. This call is
free.

Before You File:

In most cases, you must complete your plan’s complaint or grievance process before you file a
complaint or IMR request to the Department. Your plan must give you a decision within 30 days or
within 3 days if your problem is an immediate and serious threat to your health.

If your plan denied your treatment because it was experimental/investigational, you do not have to take
part in your plan’s complaint or grievance process before you file an IMR application.

You must apply for an IMR within six months after your health plan sends you a written response to
your appeal. The Department may accept your application after six months if it is determined that
circumstances prevented timely submission. Please be aware that if you decide not to file a complaint
with the DEPARTMENT for an issue that would qualify for an IMR, you may be giving up your rights to
pursue legal action against your plan regarding the service or treatment you are requesting.

How to File:

1. File online at www.DMHC.ca.gov. [This is the fastest way.]
OR
Fill out and sign the IMR Application/Complaint Form.

2. If you want someone to help you with your IMR or complaint, complete the ‘Authorized
Assistant Form.”’

3. If you have medical records from out of network providers, please include them with your
IMR Application/Complaint Form. Your plan will provide medical records from network
providers.

4. You may include other documents that support your request. However, there is no need to
provide any documents or correspondence between you and your plan relating to this
complaint. The Department will obtain this information directly from your plan as part of the
investigation.

5. If you are not submitting online, please mail or fax your form and any supporting documents to:
Department of Managed Health Care Help Center
980 9th Street, Suite 500
Sacramento, CA 95814-2725
FAX: 916-255-5241
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What Happens Next?

The Help Center will send you a letter within seven days telling you if you qualify for an IMR. If it is
determined that your complaint qualifies for an IMR, your case is assigned to a state contractor who
will perform the review. The state contractor is also known as the Independent Medical Review
Organization (IMRO). All of the information in the Help Center’s possession related to your complaint,
including your medical records, will be sent to the IMRO. The IMRO will make a decision usually within
30 days or within seven days if your case is urgent. You will be notified in writing of the decision.

If it is determined that your complaint should be reviewed through the Consumer Complaint process, a
decision about your issue will be made within 30 days. You will be notified in writing of the decision.

The Information Practices Act of 1977 (California Civil Code Section 1798.17) requires the following
notice.

+ California's Knox-Keene Act gives the Department the authority to regulate health plans and
investigate the complaints of health plan members.

* The Department’s Help Center uses your personal information to investigate your problem with
your plan and to provide an IMR if you qualify for one.

* You provide the Department this information voluntarily. You do not have to provide this
information. However, if you do not, the Department may not be able to investigate your
complaint or provide an IMR.

» The Department may share your personal information, as needed, with the plan and providers
who conduct the IMR.

* The Department may also share your information with other government agencies as required or
allowed by law.

* You have a right to see your personal information. To do this, contact the Department Records
Request Coordinator, Department of Managed Health Care, Office of Legal Services, 980 9th
Street Suite 500, Sacramento CA 95814-2725, or call 916-322-6727.







Nondiscrimination Notice

In this document, "we", "us", or "our" means Kaiser Permanente (Kaiser Foundation Health Plan, Inc,
Kaiser Foundation Hospitals, The Permanente Medical Group, Inc., and the Southern California
Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity,
gender expression, sexual orientation, marital status, physical or mental disability, medical condition,
source of payment, genetic information, citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services in a timely manner:

* No-cost aids and services to people with disabilities to help them communicate better with us,
such as:
> Qualified sign language interpreters

o Written information in other formats (braille, large print, audio, accessible electronic formats,
and other formats)

* No-cost language services to people whose primary language is not English, such as:
o Qualified interpreters

o Information written in other languages

If you need these services, call our Member Services department at the numbers below. The call is
free. Member services is closed on major holidays.

* Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
* Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
* All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

Upon request, this document can be made available to you in braille, large print, audio, or electronic
formats. To obtain a copy in one of these alternative formats, or another format, call our Member
Services department and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these services or
unlawfully discriminated in another way. You can file a grievance by phone, by mail, in person, or
online. Please refer to your Evidence of Coverage or Cettificate of Insurance for details. You can call
Member Services for more information on the options that apply to you, or for help filing a grievance.
You may file a discrimination grievance in the following ways:

» By phone: Call our Member Services department. Phone numbers are listed above.

» By mail: Download a form at kp.org or call Member Services and ask them to send you a form
that you can send back.


https://kp.org
https://kp.org

* In person: Fill out a Complaint or Benefit Claim/Request form at a member services office
located at a Plan Facility (go to your provider directory at kp.org/facilities for addresses)

* Online: Use the online form on our website at kp.org
You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office for Civil
Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office
for Civil Rights in writing, by phone or by email:

* By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

» By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office for Civil Rights Complaint forms are
available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx

* Online: Send an email to CivilRights@dhcs.ca.gov

How to file a grievance with the U.S. Department of Health and Human Services Office for Civil
Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office
for Civil Rights. You can file your complaint in writing, by phone, or online:

+ By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

» By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

U.S. Department of Health and Human Services Office for Civil Rights Complaint forms are
available at: https://www.hhs.gov/ocr/office/file/index.html



https://kp.org/facilities
https://kp.org
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/office/file/index.html

* Online: Visit the Office for Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
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Notice of Language Assistance

English: ATTENTION. Timely language assistance is
available at no cost to you. You can ask for interpreter
services, including sign language interpreters. You can ask
for materials translated into your language or alternative
formats, such as braille, audio, or large print. You can also
request auxiliary aids and devices at our facilities. Call our
Member Services department for help. Member Services is
closed on major holidays.

« Medicare, including D-SNP: 1-800-443-0815
(TTY 711), 8 a.m. to 8 p.m., 7 days a week

* Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day,
7/ days a week

 All others: 1-800-464-4000 (TTY 711), 24 hours a
day, 7 days a week
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» Medicare, UGpwnjw| D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-n, 2wpwpenp 7 on
» Medi-Cal* 1-855-839-7613 (TTY 711), onp 24 dwd, 2wpwpp 7 op
« UjnLu pninpp* 1-800-464-4000 (TTY 711), opp 24 dwd, 2wpwpep 7 on

Chinese: BVER . FATA AT $E b 2005 5 Wb, 80T DLELSREREL IR %5 %?%éﬂ#% fan]
DLEE SR A BORHENTE i 18 i fe FH 176 & B AR U ARCAS, nE S0, AR AR . #Rakm] Uﬁjﬁﬁﬁﬁa‘ﬁ%
ATt A (08 5 4B T B4 . TR 2 iIRS5E6 (Member Services) uzﬁﬂx%ﬁm R H 1]
2 RS AT

* Medicare, 3% D-SNP: 1-800-443-0815 (TTY 711), ®A 7 X, £ 8 5EB L8 5
 Medi-Cal: 1-855-839-7613 (TTY 711), §& 7 X, BX 24 /bt
- FTEEMRIITXI: 1-800-757-7585 (TTY 711), BAE 7 X, §X 24 /At

Consl 5350 1) (oaled e 5 iladd il e 2,02 2sm 5 Led (s OB sk 4 @ ) aelue ) (saiee se (5wl 4265 tFarsi
ales ) e Gl g 0 1 8l LGl o b lia sk gl 4 sadas 5 llae il 5ica Gaimad Lo LS Gl les e alea 1 S
il 0 (51 S Caal 53 53 Le 81 e 1 (S lanlBing 5 lilSial 2l i Opined B G a b e b eisa JE J e b
) Ay ey O ast 53 celiace) Cilaad _qgjfg ol La (Member Services) lbac) Glead b oSS

28 Gl aiia 5,7 2 ¢ pac 8 Uimaa 8 ) (TTY 711) 1-800-443-0815 » i L :D-SNP JsLi <Medicare
2,80 i 4y 55 7 Gsiled celu 24 52 (TTY 711) 1-855-839-7613 -l L :Medi-Cal *
2,80 el 4 5,5 7 Goiled Celu 24 53 ((TTY 711) 1-800-464-4000 o e L 1 800 3 ) g0 4at @

Hindi: €31 &1 THY 9% &Y ST aTell $1TST FETI AT 319k forT f9ar fohaly ek & 3uerets g1 39 garmfiar
JAT3T & ToIT 37IR0E X Thd o, mﬂmma%gaﬂﬁﬁaﬁenﬁaﬁmma#MWm
oo STed, SR i srer, 3TN, a1 8 fUie & Jreqare; axar & v off g Tohal €1 3T g grae-dhel
WWWWWWﬁWWH%d ¥ Terar & T AR TEET ar AT (Member
Services) FI FHid F| eI @m%wma@a’rm@rﬁaaamh

- Medicare, TST&@# D-SNP fael &: 1-800-443-0815 (TTY 711), oIg 8 &l { U 8 &l cfeh, TATE &
7 fes

« Medi-Cal: 1-855-839-7613 (TTY 711), f&=T & dl«ie uc¢, avdrg & 7 feot

- ST g3t 1-800-464-4000 (TTY 711), ot & =i &, AedE & 7 &

8% KAISER PERMANENTE.



Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb ncav sij hawm rau koj. Koj muaj peev xwm thov
kom pab txhais lus, suav nrog kws txhais lus piav tes. Koj muaj peev xwm thov kom muab cov ntaub
ntawv no txhais ua koj yam lus los sis ua Iwm hom, xws li hom ntawv rau neeg dig muag xuas, tso ua
suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab dawb thiab tej
khoom siv txhawb tau rau ntawm peb cov chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub
Chaw Pab Tswv Cuab (Member Services).Lub chaw pab tswv cuab kaw rau cov hnub so uas tseem
ceeb.

* Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev tsaus
ntuj, 7 hnub hauv ib lub vij

* Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

» Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij
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TRV E7T, XBEPLERTIZ. MAE Y —EREMICBEE 230, IMAER T —E A
(Member Services) X EZ/2{KH TIXFEFELTEY iﬁ/uo
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« Medi-Cal: 1-855-839-7613 (TTY 711). 24 B5fE. FHENK
« TDh4£T: 1-800-464-4000 (TTY 711). 24 B5fél. FhEAK

Khmer ( Cambodian ): [Uﬁ[iﬁgﬁ‘ﬁﬁ“l

ﬁsmmﬁﬂmSiﬂ U ANREL Si“ﬁ UJHSﬁﬁiG ﬁjLHTUHﬁ‘T Hﬁmﬁiﬁjﬁﬁﬁjﬁﬁﬁ UﬁiLU iﬁmﬁﬁﬁﬁﬁilﬁ
fﬂﬁﬂﬁjmﬁﬁiui"l Hﬁi—ﬂﬁiﬁjﬁjﬂﬁﬁﬂﬁu ﬂjLﬁfm Sﬁﬁmjmm ﬁﬂiﬁﬁjﬁﬁ Uglﬁﬁi@jﬁigjﬁuﬁm
Hﬁjiﬁﬂﬁ ﬁjig‘jﬁ Uﬁﬁjiﬁj"] Hﬁﬁmﬁiﬁjﬁj ﬁSUjUISH Sﬁgﬁﬁi%ﬁsUjimmﬁﬁISﬁiUﬁjIUjﬁﬁﬁ
T;Ni"l ﬁjﬁgiﬁjﬂimiﬁﬁ iﬁjﬁﬁjmﬁﬁ (Member SerVICes) TR ﬁijUﬁSUj"J iﬁjﬁﬁjmﬁﬁlﬁims
Ugigl iﬁﬂﬁijﬁij‘ﬁﬁij‘J“l

+ Medicare, J5§11 D-SNP: 1-800-443-0815 (TTY 711) lithi1 8 {fifi H1U 8 WU 7 iGRayweugul
+ Medi-Cal: 1-855-839-7613 (TTY 711) 24 WM 7 FRRGUAIU
 WYNIG)AE 1-800-464-4000 (TTY 711) 24 WU 7 IFAUGWAIPU]

Korean: QtUALE}, A7) A d gH S Ao X A&, 8t AALE X sHE A =25 8 A Sl F Ut
o] 2R A EAEEEAA}, el EETFaIN RS A A A5 E LA A AF YT *

o A B2 7] -9} J =l F YT 7Y AR H] 22 (Member Services 5
Aot Al L. FRTF A=A 25 st A S E U T

pal
“
=

I
2
o
(2 T
Lot
ol
2
k1
o
o
ko

TC =

i
=20
= Ji

- Medicare(D-SNP Z &), = 72 Q& 8A|~ 9; 8AI0ll 1-800-443-0815 (TTY 711) Ho 2 29|
- Medi-Cal: 1-855-839-7613 (TTY 711), = 7 &, 512 24 Al 2t
« JIE}: 1-800-464-4000 (TTY 711), = 7 L, 512 24 Al 2+

8% KAISER PERMANENTE.



Laotian: EUOQ‘)U .L)3’7‘)1)QOE)CU)SO?D&)‘)S‘)EJ‘)OIDDCOQ‘)?WU)?})iOE)UCiJE)é)‘) m‘)DﬁﬁD‘)02U@3’)‘)D
VIOWIT, QOJ.)lDS‘L)‘)E)w‘)ﬁ‘)JJ U)‘)‘L)S‘)J.)‘)OQ?U)CCUCST) Q‘)UDCUD&)‘)&’S“)?S?W‘)D m SUCCUU@D
CQD 87)2581)1)1) 559 0 7)‘)1)(1)).),2 U’D‘)O?U)E) DST)Q’)T)DD[D‘)DE)‘_)%‘)J)‘)OS@‘)QC&)@SQO@M‘) (B 17
SUwﬂabﬂ‘)DQOE)CU)S DﬁwT]‘)l)U)?&f)h)OﬂCS’) 2mm’)waCD3’)UQﬂ’)Dﬁv¢U?Qﬂ (Member Services)
28‘_’)(:1)03’7(28‘)&08290‘)1)206)(2078 waCDD’)UQﬂ’)D5”1)‘)QT7CCDDUO?DOD&)T)U)S‘)E)DC’)‘)QS)

» Medicare, R0uii9 D-SNP: 1-800-443-0815 (TTY 711), 8 Tugcaﬂ ;9 8 Yu9Ka9, 7 SudeaRo
. Med| Cal: 1-855-839-7613 (TTY 711), 24 asﬁugmu 7 Josatio
. Sv°): 1-800-464-4000 (TTY 711), 24 aaiugmu 7 Saeafio

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo dugqy jiepv sih liepc ziangx tengx faan waac bun meih
muangx hingh mv zugc heuc meih ndorgv nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx
lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx. Meih aengx haih tov taux ninh
mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan,
fiev benx domh nzangc-pokc bun hluo, bungx waac-qiez bun uangx, a’fai aamx bieqc domh zeiv-linh.
Meih corc haih tov longc benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc
goux baengc zingh gorn zangc. Mborqv finx lorz taux yie mbuo dinc zangc domh gorn Ziux Goux
Baengc Mienh Nyei Dorngx (Member Services) liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux
baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei hnoi-nyieqc oc.

* Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh
muonx, yietc norm leiz baaix zoux gong 7 hnoi

* Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz
baaix zoux gong 7 hnoi

* Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm
ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

Navajo: YA’ADIILT]JH. T'aa Ako T’'4a Altso K’'ad Dii T'a44 Bini’dée’go Bizaad Bee Na’anish Bééhézin,
Doo Béeso Bee Na’al'a’ Da. TYéé’goo trizi’igii éi tséé’ naalkaah sidd’igii bikaa’ dah sidaaigii, t'a’ii
bik’eh dah na’atkaigii. T'&’ii éi t¥éé’goo tizi’'igii bik’eh dah deidiyos, t'a’ii éi bi’éé’ bik’eh dah na’atkaigii
bik’eh dah deidiyés. T'd'ii bik’eh dah na’atkaigii bikaa’ dah na’atkaigii t'4a attso bik’eh dah deidiyods.
Nihi Diné Binahasdzgj Baa Anaat’jj’igii Na’anish (Member Services) Ba Haz'g Bii’ Bee Aka Shich’j’
Hodiilnih. Dinéetchi Na’anish B4 Haz'g Ei 'Ayoo'at'éego Niheezhch'jjhgo Yaa'ah Nits’aah Daaztsaat.

» Medicare, bikaa’ dah deidiyés D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. gé6 8 p.m., 7 jj taatd’i
damoo

» Medi-Cal: 1-855-839-7613 (TTY 711), 24 tfohch’ooli t'aatd’i jj, 7 jj taatd’i damoo

« T'aa at'ag: 1-800-464-4000 (TTY 711), 24 tfohch’ooli taatd’i jj, 7 jj taatd’i damdo

Punjabi: firrasfe€) 7 fig fi£3t 7re @t s AgrfesT 3973 4 faa' foi 3913 © Qussy J| 3A et
it ATTet fid3 FrE B8 Jfg e J, A 9 Ardle 891 © T9fhe & BHs Ia | IH AHadt § st
I 99, 7 fIH FBd e9ne, ik f g8, widiS, A 23 fife Ro wigefes 39 &a & Jf Fae J1 3
ASM AZS3T '3 AT 83w W3 QUags’ B8 & 9631 9d AT J| HeT B8l A8 ASah A< (Member
Services) € o971 § T8 FI| Heg' Aee T fegal MY g €3 fes de gfder I

» Medicare, A f&9 D-SNP & THS J: 1-800-443-0815 (TTY 711), 7R3 8 =1 3 H 8 =1 34, I3
g7 fes

« Medi-Cal: 1-855-839-7613 (TTY 711), fca @ 24 W2, gg3 2 7 s

- g5 AT9: 1-800-464-4000 (TTY 711), fcs € 24 W2, gg3 2 7 fes

8% KAISER PERMANENTE.



Russian: BHUMAHME! [1na Bac goctynHbl 6ecnnatHble 1 CBOEBpPEMEHHbIe yCryrn nepesoaa. Bol
MOXETEe 3anpoCcuTb YCIyr1 yCTHOro nepeBsoaa, B TOM YMChe YyCrnyri nepeBogymka sidbika KecToB. Bbl
Takke MOXeTe 3anpocuTb Matepuarnbl, NepeBeAeHHbIE Ha Ball A3bIK MW B anbTePHaTUBHbIX
dopmartax, Hanpumep wpudTom bpanng, KpynHeiM WpngTom nnu B aygmodopmare. Bol Takke
MOXeTe 3anpoCuTb AOMOSTHUTENbHbIE NMPUCMNOCOBNEHNs 1 BCNOMOraTerbHble YCTPOMCTBA B HALLMX
yupexaeHusax. Ecnv Bam HyxxHa nomolLLb, NO3BOHUTE B OTAeN 00cnyXmBaHUs y4acTHuKoB. OTaen
obcnyxuBaHusa yyactHUkoB (Member Services) He paboTaeT B HM rocy4apCTBEHHbIX NPa3gHNKOB.

* Medicare, Bkntovas D-SNP: 1-800-443-0815 (TTY 711), 6e3 BbixogHbix ¢ 8:00 go 20:00.
* Medi-Cal: 1-855-839-7613 (TTY 711), kpyrnocyTo4HO 6€3 BbIXOAHbIX.
* Jliobble apyrne noctaswmkm ycnyr: 1-800-464-4000 (TTY 711), KpyrnocyTo4HO 6€e3 BbIXOOHbIX.

Spanish: ATENCION. Se ofrece ayuda oportuna en otros idiomas sin ninguin costo para usted. Puede
solicitar servicios de interpretacion, incluyendo intérpretes de lengua de sefias. Puede solicitar
materiales traducidos a su idioma o en formatos alternativos, como braille, audio o letra grande.
También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencion.
Llame al Departamento de Servicio a los Miembros (Member Services) para pedir ayuda. Servicio a los
Miembros esta cerrado los dias festivos principales.

» Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711),de 8 a. m. a 8 p. m., los 7 dias de la
semana

* Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

» Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na mabilis na tulong sa wika nang wala kang babayaran.
Maaari kang humiling ng mga serbisyo ng interpreter, kasama ang mga interpreter sa sign language.
Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong wika o sa mga alternatibong
format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang
tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa
Miyembro (Member Services) para sa tulong. Ang mga serbisyo sa miyembro ay sarado sa mga
pangunahing holiday.

* Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa
isang linggo

* Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

* Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

8% KAISER PERMANENTE.



Thai: as99 Jusmsldanusiamaemumunmuuuuiui lag ludal4e MuaunsovesuuImsam 2w
=< A Y] ] < ' A A " o P & A
tvawmeela Muansove ldulawenars iWunwvesim wielugduuvdus wusnuswsaa IWdides vie
v W [ 1 ) d 1 A S A 9 ~Aq Y A a [
aronysvialug Muaunsavesuginsal remasuazglnsaiauld a aownlduimsvewst Tnsaaaerhe
a a . d’ 1 A Y a a a) o [
Usmsausn (Member Services) vousuiovonnusiomao la fheusmsamndnszilaimsluiuvgasisms

A9

* Medicare 57uda D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. @3 20.00 u. w30 7 Susedva
* Medi-Cal: 1-855-839-7613 (TTY 711) aaen 24 121w 1ie 7 Sudoduand
e uq Wanwa: 1-800-464-4000 (TTY 711) aaen 24 51713 1o 7 Suaediain

Ukrainian: YBAI'A! Ceoe4acHi nocnyru nepeknagada Hagarotbca 6e3kowToBHO. B MoXeTe 3annwmtum
3anuT Ha NOCMyru YCHOro nepeknagy, 3o0kpema MoBOH XecTiB. Bu moxeTe 3pobuTn 3anuT Ha
OTPUMaHHS MaTepianis, NepeknageHnx BaLlo MOBO, abo B ansTepHaTUBHUX bopmaTtax, SK-0T
HagpyKoBaHUM LWpudTOoM Bpannsa 4m Benvkum WprudToM, a Takox y 3BykoBoMy copmari. Kpim Toro, Bu
MOXeTe 3p00bnTU 3annUT Ha OTPMMaHHS SONOMIKHUX 3acOBiB i MPUCTPOIB y 3aknagax Haloi Mepexi
KoMmnaHin. Akwo Bam notpibHa gonomora, 3atenedoHymnTe Y Biaain obcnyroByBaHHs KrieHTiB (Member
Services). Bigain o6¢cnyroByBaHHS KIiEHTIB 3a4NMHEHUI Y Aep>KaBHi CBATA.

* Medicare, 3okpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 go 20:00, 6e3 BuXigHuX.
* Medi-Cal: 1-855-839-7613 (TTY 711), uinogo6oso, 6e3 BUXigHWX.
* Yci iHwi Hagasadi nocnyr: 1-800-464-4000 (TTY 711), uinogo6oso, 6e3 BMXigHWUX.

Vietnamese: LUU Y. Chung t6i cung cép dich vu hé tro ngdn ngiv kip thei, mién phi cho quy vi. Quy Vi
c6 thé yéu cau dich vu thdng dich, bao gém ca théng dich vién ngdn ngi ky hiéu. Quy vi cé thé yéu
cau tai lieu dwoc dich sang ngdn ngi¥ cla quy vi hay dinh dang thay thé, chdng han nhw chir néi
braille, bang dia thu &m hay ban in khé chi I&n. Quy vi cling ¢6 thé yéu cau cac phwong tién va thiét bj
phu tro tai cac co s& cla chiung t6i. Goi cho ban Dich Vu Héi Vién (Member Services) ctia ching toi dé
duwoc tre gitp. Ban Dich Vu Hoi Vién khong lam viéc vao nhivng ngay & lon.

« Medicare, bao gébm ca D-SNP: 1-800-443-0815 (TTY 711), 8 gi& sang dén 8 gi¢» tdi, 7 ngay trong
tuan

« Medi-Cal: 1-855-839-7613 (TTY 711), 24 gi® trong ngay, 7 ngay trong tuan

« Moi chwong trinh khac: 1-800-464-4000 (TTY 711), 24 gid trong ngay, 7 ngay trong tuan.

8% KAISER PERMANENTE.



