
Kaiser Permanente Medicare Advantage/Senior Advantage (HMO) 

Group Medicare Election/Enrollment Form 

How to complete this form 

1. Answer all questions and print your answers using black or blue ink.  Fill in check boxes

with an X.  Under the district contract with CA Schools VEBA, this plan is offered only to

residents of California, Colorado or Hawaii.

2. Sign and date the form.  Make sure you have read all the pages before you sign.

3. Take a copy of your proof of enrollment in both Medicare Parts A & B.  This can be a

copy of your Medicare card or the letter of Medicare entitlement from Social Security.

4. Mail both the signed form and proof of Medicare Parts A & B  to:

San Diego Unified School District 

4100 Normal St – Room 1150 

San Diego, CA 92103 

5. You can also send both by fax or email to:

FAX: (619) 725-8132 

EMAIL:  employeebenefits@sandi.net 

Next Steps 

• We will review your form to make sure it is complete.  Then we will confirm receipt by email if 
an email address is provided.

• Kaiser will let Medicare know that you have applied for the Medicare Advantage plan.

• Within 10 calendar days after Medicare confirms your enrollment, Kaiser will let you know the 
start date for your coverage.  Next, Kaiser will send you a Kaiser Permanente ID card and your 
new member package within 10 days of your start date.

• To check on the status of your application, please visit kp.org/medicare/applicationstatus.

mailto:employeebenefits@sandi.net




Senior Advantage - Group 

Last Name First Name 

Please Provide Your Medicare Insurance Information 

Please take out your red, white and blue Medicare card to 
complete this section. 

• Fill out this information as it appears on your
Medicare card.

• Attach a copy of your Medicare card or your letter from
Social Security or the Railroad Retirement Board.

Name (as it appears on your Medicare card): 

Medicare Number: 

Is Entitled To: 

HOSPITAL (Part A) 

MEDICAL (Part B) 

Effective Date: 
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You must have Medicare Part B, however most employer groups 
require both Parts A and B to join a Medicare Advantage plan. 

Please Read and Answer These Important Questions 

1. Do you work? D Yes D No 

2. Are you the retiree? D Yes D No

If yes, retirement date (mm/dd/yyyy):

If no, name of retiree:

Does your spouse work? D Yes D No D N/A 

,-----------,

�-------�

3. Are you covering a spouse or dependents under this employer or union plan? D Yes D No

If yes, name of spouse:.__ ______________________________. 

Name(s) of dependent(s):
'------------------------------' 

4. Will you have other prescription drug coverage (like VA, TRICARE) in addition to Kaiser Permanente? D Yes D No

If " yes", please list your other coverage and your identification (ID) number(s) for that coverage.

Name of other coverage: ID# for other coverage:

5. Are you a resident in a long-term care facility, such as a nursing home? D Yes D No

If " yes", please provide the following information:

Name of institution:

Address of institution (number and street): Phone Number: 
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