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This document tells you how to complete the Community Health Coverage Program 

(CHCP) Application for Subsidy Form when applying for the Kaiser Permanente 

Community Health Coverage Program in California. 
 
 

What you need to do: 
• Complete the form, including proof of 

income and other required documents if 
applicable. 

• Sign and date the application on page 11. 
• Make a copy of your completed form for your 

records. 
• Send your documents in one of these ways: 
By email: CHC-Applications@kp.org 
• Include the word “application” in the subject 

line. 
By mail: Kaiser Permanente 
   Attn: CHC 
   P.O. Box 939095 
   San Diego, CA 92193-9095 
By fax: 1-855-355-5334 
• Be sure to save the fax confirmation page. 
You can also apply online!  
• Go to kp.org/chcp/apply and click the link. 
 

We’re here to help  
If you have any questions, please call 
Member Services at 1-800-464-4000 
(TTY 711), 24 hours a day, 7 days a 
week (closed major holidays). 
 
You can contact a participating 
community partner with questions. 
Visit kp.org/chcp/gethelp to find a 
community partner nearest to you. 
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Reminder: Make 
sure the 2026 

version of the form 
is being used 

Be sure to make a 
copy of the 

application form for 
your records 
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Email is highly 
encouraged and the 
preferred method for 
submission. Please 

ensure you include the 
word “application” in 
the subject line when 

emailing your 
application and 

supporting documents. 
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Be sure to review 
the “Frequently 
asked questions” 
before completing 
the subsidy 
eligibility form 
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This is only applicable to 
applicants who are prior Kaiser 
Permanente members. You can 

find your Medical Record Number 
or Health Record Number on the 

member ID card or through kp.org. 
 

Reminder: Include Apt # or 
Suite # and validate address 

with applicant 

Providing a phone 
number and email 
address is HIGHLY 

encouraged in case the 
application processing 

team has questions 
about the form 

Both eligibility questions must be answered: 
• If you are offered health coverage from your 

job/employer, answer YES 
• If you are not offered health coverage from 

your job/employer, answer NO 
• If you are not eligible for other programs, 

such as Med-Cal or Medicare, answer YES 
• If you are eligible for other programs such 

as Medi-Cal or Medicare, answer NO 
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This section is only applicable if 
an adult is applying for a minor 
(child under 18). Eligibility will 

not be assessed for anyone 
listed in this section and they 
will not receive an approval or 

denial letter. 

Only complete this section if you 
listed a spouse/domestic 

partner on the Application for 
Health Coverage 

This is only applicable to 
applicants who are prior Kaiser 
Permanente members. You can 

find your Medical Record 
Number or Health Record 

Number on the member ID card 
or through kp.org. 

 

Both eligibility questions must be answered: 
• If you are offered health coverage from your 

job/employer, answer YES 
• If you are not offered health coverage from 

your job/employer, answer NO 
• If you are not eligible for other programs, 

such as Med-Cal or Medicare, answer YES 
• If you are eligible for other programs such 

as Medi-Cal or Medicare, answer NO 
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Only complete this section if you 
listed a dependent(s) on the 

Application for Health Coverage. 
If you have more than 3 

dependents applying, copy this 
page and fill out the same 

information requested below for 
each additional dependent. 

This is only applicable to applicants 
who are prior Kaiser Permanente 

members. You can find your 
Medical Record Number or Health 
Record Number on the member ID 

card or through kp.org. 
 

Both eligibility questions must be answered: 
• If you are offered health coverage from your 

job/employer, answer YES 
• If you are not offered health coverage from 

your job/employer, answer NO 
• If you are not eligible for other programs, 

such as Med-Cal or Medicare, answer YES 
• If you are eligible for other programs such 

as Medi-Cal or Medicare, answer NO 
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Only complete 
this section if 

you listed a 
dependent(s) 

on the 
Application for 

Health 
Coverage 

This is only applicable to 
applicants who are prior 

Kaiser Permanente members. 
You can find your Medical 
Record Number or Health 

Record Number on the 
member ID card or through 

kp.org. 
 

This is only applicable to applicants 
who are prior Kaiser Permanente 

members. You can find your Medical 
Record Number or Health Record 
Number on the member ID card or 

through kp.org. 
 

Both eligibility questions must be answered: 
• If you are offered health coverage from your job/employer, answer YES 
• If you are not offered health coverage from your job/employer, answer NO 
• If you are not eligible for other programs, such as Med-Cal or Medicare, answer YES 
• If you are eligible for other programs such as Medi-Cal or Medicare, answer NO 
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Reminder: Only 
include family 

members that are or 
would be included 

on your tax form 
This 

question 
MUST be 
answere
d, even if 
it is “0” 

Complete 
this 

section if 
you DO 

NOT have 
proof of 
income. 
Please 
provide 

your 
MONTHLY 

gross 
income 

amount. 

Complete this 
section if you 
have income 
that varies. 

Please provide 
the total 
ANNUAL 

expected gross 
income amount 

for 2025. 

 
 
 

 
 
 

Only 
check this 
box if the 
primary 

applicant 
and no 

one in the 
household 
currently 

works 
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If you have qualifying 
deductions, please 

provide 
documentation  

If a community partner 
assists with the application 
form, please complete this 

section 

The community 
partner 

representative’s 
signature is required 
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An Authorized Representative is only for 
the purpose of assisting with this form. If 

you’d like to have your community 
partner be your authorized 

representative to assist you if there are 
any questions about the application 

form, they must be listed here in 
addition to Section 6. 

The primary applicant is 
required to sign if an 

authorized representative is 
provided 

The primary 
applicant’s 

signature is required 

The primary applicant is 
required to sign if an 

authorized representative is 
provided 
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Send your documents 
in one of these ways: 
 

 
Email 
CHC-Applications@kp.org 
 

 
Mail 
Attn: CHC 
P.O. Box 939095 
San Diego, CA 92193-9095 
 

 
Fax 
1-855-355-5334 
 

 
You can also apply online!  
Go to kp.org/chcp/apply 
and click the link 

 
We’re here to help 
 

If you have any 
questions, please  
call Member 
Services at 1-800-
464-4000 
(TTY 771), 24 hours  
a day, 7 days a  
week (closed  
major holidays). 

 
 


