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2024 Oregon Large Group  
Employee Enrollment/Change Form

1084736959_FF_04-23

Employer section (To be completed by the employer. Subgroup and billgroup information required if coverage is selected.)

Company name1   Effective date of coverage1  /   /  
Medical group #1   Medical subgroup #1    Billgroup1  
Dental group #   Dental subgroup # 





How to fill out this form
1. Please print legibly in black or blue ink.

2.

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