






	 PROPRIETOR/PARTNER/
	 CORPORATE OFFICER FORM

(If not listed on DE 6)
To establish the relationship between proprietors, partners, and/or corporate officers to the below-referenced 
company, please complete and return this form.

I attest that, although my name does not appear on the DE 6 wage report of the below-named 
company, the following conditions are true:

1.	 I am a sole proprietor, partner of a partnership, or corporate officer.

2.	 I actively work at the below-named company.

3.	 I draw wages, dividends, or other distributions from the below-named company on at least a monthly basis 
and am not eligible for group health coverage from any other employment.

4.	 I work on a permanent, full-time basis for the below-named company for at least 20 hours per week.

5.	 I satisfied the designated waiting period before coverage became effective.

6.	 I must provide, upon request from Kaiser Permanente, a copy of my company’s fictitious name statement, 
DBA, legal partnership agreement and Schedule K, Articles of Incorporation, Schedule C, current business 
license, or current professional license.

I understand that this information may be subject to verification and agree to provide Kaiser 
Foundation Health Plan, Inc., with any information necessary to do so. I also understand that 
failure to meet the above conditions may result in denial or termination of group health coverage 
from Kaiser Foundation Health Plan, Inc., for the below-named company.

X	 X
Proprietor, partner, or	 Proprietor, partner, or					   
corporate officer’s signature	 corporate officer’s signature

Print proprietor, partner, or corporate officer’s name	 Print proprietor, partner, or corporate officer’s name

								      
Title	 Title							     

Date	 Date

Company name	 Company name



Requirements for dependent student coverage:

• Must be enrolled in an accredited institution
• Must be dependent upon subscriber for support
• Must be unmarried
• Units required are determined by the employer
• Must be younger than age 24

Dependent’s name		  Dependent’s  medical  record  number

Date of birth (MM/DD/YY)		    Dependent’s Social Security number

School name

School address	 City	 State		  ZIP

Student ID number	   	Number of units carried

Subscriber’s name	   	Subscriber’s medical record number

Group ID

I certify that the dependent shown meets all of the requirements for coverage 
on my account. I understand the Health Plan coverage for this dependent 
will terminate on the first day of the month following the date that any one of 
these requirements is no longer met.

X
Subscriber’s signature

Social Security number						      Date

26517 rev. 10/05

STUDENT CERTIFICATION

Employee: Return completed form to your employer.



Enrollment Tips
• Please make sure all enrollment forms are 

completed and signed.  Forms without a 
signature will be returned delaying the 
process.

• In some cases, a second document will be 
needed to process enrollment. Documents 
may include the following: Business license, 
Contractor’s license, Articles of Incorporation, 
Shareholder/Stock certificates, DBA Fictitious 
Name Statement, Seller’s permit, Statement of 
Information by Domestic Stock.

• A total of 70 percent of those declining must 
have group insurance (through their employer 
or spouse’s employer, etc.).

• Only a copy of the Initial Premium Check is 
required for enrollment. Once the group is 
approved, a mailing address will be provided 
for submitting the original check of the first 
month’s premium.

Company Eligibility for Coverage
Your company qualifies for our small group 
coverage if you have at least 2 but no more than 
50 full time employees (working at least 20 hours 
per week). To be eligible for the Multiple Plan 
Offering you must have at least three subscribers 
who enroll.

Full-Month Coverage
Kaiser Permanente membership begins on the first 
day of the month following the waiting period that 
you specify for new hires and continues through 
the end of the termination month.

Additional Information
Enrollment Tips, Company Eligibility, Employer Contribution, Etc.

California Enrollment Guidelines
Your group must enroll a minimum of one 
employee with Kaiser Permanente. At least 70 
percent of eligible employees must be covered 
by a group health plan (that is, through their 
employer or their spouse’s employer, etc.).

Annual Open Enrollment
Once a year, employees must be given the 
opportunity to change plans or add dependents 
not previously enrolled. Employees and/or 
dependents who do not enroll when first eligible 
must wait until the annual open enrollment 
period to enroll, unless enrollment is due to new 
dependents or loss of other coverage.

Employer’s Contribution and Payroll Deduction
Your minimum cost contribution must be the 
greater dollar amount of the following scenarios: 
(a) 50 percent of the employee-only rate for the 
less-than-30 age band, or (b) the required equal-
dollar-amount contribution to an alternate plan 
your company may offer. Any part of the cost not 
paid by your company must be collected from the 
employees through payroll deduction. 

If you choose to offer multiple plans, your 
minimum contribution will be determined from the 
least expensive plan you choose.

Workers’ Compensation
All enrollees must be covered by workers’ 
compensation unless they are not required by law 
to be covered (owners/partners are not required 
to be covered by workers’ compensation).

The following summary provides important details regarding the enrollment 
process, eligibility, employer contributions, and payroll deductions. 




