HIGHMARK.

HOW TO COMPLETE YOUR HIGHMARK BLUE CROSS BLUE SHIELD ENROLLMENT APPLICATION
FOLLOWING ARE INSTRUCTIONS FOR COMPLETING THE HIGHMARK BLUE CROSS BLUE SHIELD ENROLLMENT APPLICATION.

EMPLOYEE INFORMATION

The first thirteen (13) items ask for information regarding
the employee. The information you must complete includes:

1) Employer Name and Reason for Application

2) Employee First Name, Middle Initial, Last Name.
3) Employee Street Address

4) City

5) State

6) Zip Code

7) Employee Social Security Number

8) Effective Date of Coverage

9) Employee Status: Please check (v) the appropriate
box indicating whether you are an Active, Retired,
Hourly or Salary employee. If retired, please indicate
retirement date.

10) Employee Home Phone Number (including area code)
- Please provide so that we may contact you if we
have questions about your application and to better
serve you.

11)

12) Employee Hire Date (i.e., date employee first eligible
to enroll for benefits) - Specify month/day/year.
Required under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

Check Type of Coverage for which you are enrolling,
using the appropriate category (employee, two person
or family).

Employee Work Phone Number (including area code)

13)

14) To be completed by Account/Administrator only

ALL INFORMATION MUST BE COMPLETED AS INDICATED.

Items 15 through 18 ask for important information about
yourself and each eligible member of your family (15
yourself, 16 your spouse/ domestic partner, 17-18 your
dependents). Please complete all requested information.
If relationship is “other”, please indicate the dependent’s
relationship to the employee according to the codes
provided on the application.

First Name/Middle Initial/Last Name — Complete
the First Name, Middle Initial and Last Name for each
eligible person listed.

Social Security Number — Please include the Social
Security Number of each person.

+ Do you have other insurance? — If you or a family
member have other medical insurance including
Medicare, respond “yes”. If not, you must respond “No”.

« Birth Date (month/day/year)
. Sex (female or male)

Check if: Student over Maximum Regular
Dependent Age, Disabled and/or Act 4 dependent
If your dependent is over the Maximum Regular
Dependent Age and is a full time student or

a disabled dependent of any age or an Act 4
dependent to the age of 30 (see your benefit
administrator for eligibility), please check (v)) the
appropriate column by that dependent’s name.

Physician of Record (POR) Information — A Physician
of Record is the physician selected by the member, who
provides routine care and coordinates other specialized

care. Please note that choosing a POR does not impact your

benefits or claims payment in any way. Choosing a POR

simply helps us to better serve you by connecting you to the

practice where most of your health care is received.

Highmark Blue Cross Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association

a) Full Name of Physician of Record (POR) Group
Practice — Indicate the name of the POR Group
Practice selected from the Online Provider Directory for
yourself and each of your dependents. You and your
dependents can each choose a different POR.

b) Physician of Record (POR) Number from Provider
Directory — Please indicate the corresponding
number for the physician practice you or your
dependent chose as a POR from the Online Provider
Directory, Practice Information tab.

c) Are you an existing Patient of this POR? — Please
check “Yes” or “No” to indicate if you are currently
a patient of the POR you chose for yourself or your
dependents.

For online provider lookup, go to www.highmarkbcbs.com

and search under the “Find a Doctor or Rx” tab. If you need

assistance with choosing a POR, please call Member Service
at 1-800-241-5704.

Disclaimer: Please note that a provider number may not be
available for providers that are located outside of the local
servicing area. In this case, a POR cannot be chosen.

19) Needs to be completed if you, your spouse/domestic
partner or one of your eligible dependents has other
health insurance coverage or is eligible for Medicare.
Please complete all information requested. Refer
to your Medicare card to complete the Medicare
Information section.

20) Should be completed by your Account Administrator.

21) You must sign and date the form where indicated.

Once the form is completed, retain the last copy for
your records.
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HIGHMARK BLUE CROSS BLUE SHIELD ENROLLMENT APPLICATION

Membership Department
1 P.0.Box 535193
Do
I IGHM/\RK® - Y. pittsburgh, PA 15253-5193

EMPLOYEE INFORMATION — Employee must complete items 1 through 17 and sign.

1) Employer Name Reason for Application Enrollment
New Hire Rehire COBRA 13) Check Type of Coverage MEDICAL DENTAL VISION DRUG COMMUNITY BLUE FLEX
Act 4 Other: (select one) . .
PP! EPO (formerly HMO,
2) Employee First Name / Middle Initial / Last Name o 0 ( 4 )
Employee Only
Insured & Spouse/Domestic Partner
3) Street Address 4) City 5) State | 6) Zip Family
Parent & Child
7) Social Security Number 8) Effective Date of Coverage 9) Employee Status Parent & Children
Month Day Year Active ‘ Hourly —
| “IRetired (Date) Salan 14) To be comp by Account A rator only
10) Employee Phone #—Home 11) Employee Phone #—Work 12) Employee Hire Date Group Number Report Code Qualifier Report Code Value
( ) ( ) Month Day | Year
Do you Birth Date sex Check If
Complete items 15 through 18 where applicable. List eligible participants. (If you have additional dependents, attach separate sheet.) :‘:S‘Ler:':::‘:: M étudeﬁV;t vis | A
: enefits
Mo Dy Yr Apply abled 4
First Name / Middle Initial / Last Name Social Security Number
15 Self Y Yesl_INo
If YES, then
complete #19
a) Full Name of Physician of Record (POR) Group Practice b) POR Number from Provider Directory c) Are you an Established Patient? |_lYes [_INo
16)|__|Spouse First Name / Middle Initial / Last Name Social Security Number vesCINo
Dom. Part.* If YES, then

| | | complete #19

a) Full Name of Physician of Record (POR) Group Practice

b) POR Number from Provider Directory ) Is Spouse/DP an Established Patient? [_Yes No
17) Child First Name / Middle Initial / Last Name Social Security Number Yes No
Other* If YES, then
| | | complete #19
a) Full Name of Physician of Record (POR) Group Practice | b) POR Number from Provider Directory ¢) Is Dependent an Established Patient? |_Yes No
18)| Ichild First Name / Middle Initial / Last Name Social Security Number vesCINo
Other* If YES, then
| | | complete #19
a) Full Name of Physician of Record (POR) Group Practice | b) POR Number from Provider Directory ¢) Is Dependent an Established Patient? [_lYes [_INo

*If “domestic partner” or “other” applies, complete using one of the following codes: (05) Grandchild, (07) Nephew or Niece, (17) Stepson or Stepdaughter, (29) Domestic Partner

19) If you checked YES to other insurance, fill in appropriate line: MEDICARE INFORMATION: List any family member that is eligible for Medicare Benefits:
N £l Carrier: Name of Member Health Insurance Part A Effective Part B Effective Part D Effective
ame of Insurance arrier: Last First Claim Number Date (Mo-Day-Yr) Date (Mo-Day-Yr) Date (Mo-Day-Yr)
Group No: Effective Date:
_——— / / / / / /
Name of Policy Holder:
/ / / / / /
Policy Number:
) . . . / / / / / /
Relationship to Highmark Policy Holder:
Policy Holder Date of Birth: Why are you eligible for Medicare? Age Disability End Stage Renal Disease
Policy Holder Employment Status: Active L Retired (Date) Do you have a Medicare Supplement or other coverage that complements Medicare? Yes No

To the best of my knowledge and belief, the information provided on this application is true and correct. Any person who knowingly
and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing
any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits
a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. | understand that this form enrolls
those eligible persons listed above in the Medical Plan as described in the agreement between the plan and my employer. | authorize
any payroll deductions required for the coverage and recognize that | must formally enroll my dependents on this form or they will not

be covered. | acknowledge and agree that any personally identifiable health information about me or my enrolled dependents (“Protected
Health Information”) is protected by The Health Insurance Portability and Accountability Act of 1996 (HIPAA) and other privacy laws, and
that, in accordance with those laws, Highmark Health Services may use and disclose Protected Health Information for payment, treatment
and health care operations as described in its Notice of Privacy Practices. | understand that a copy of Highmark Health Services’ Notice of
Privacy Practices is available on Highmark Health Services’ Web site, or from the Highmark Health Services Privacy Office.

20)
Authorized Employer Signature Date

21)
Employee Signature Date

Highmark Blue Cross Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association JD-7 (R11-16) CBF



Discrimination is Against the Law

The claims administrator complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability,
or sex. The claims administrator does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

The claims administrator:

- Provides free aids and services to people with disabilities to communicate
effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible
electronic formats, other formats)

- Provides free language services to people whose primary language is not
English, such as:

- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the claims administrator has failed to provide these services
or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender identity, you

can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh,
PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email:
CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person
or by mail, fax, or email. If you need help filing a grievance, the Civil Rights
Coordinator is available to help you. You can also file a civil rights complaint
with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Please note that your plan sponsor - and not the claims administrator - is
entirely responsible for determining member eligibility and for the design of
your plan/program.

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call the number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma
gratuita, estan disponibles para usted. Llame al nimero en la parte posterior de
su tarjeta de identificacion (TTY: 711).

THEE ARG AR R T E S RS -
HRITEN S e E S (TTY £ 711) -

CHU Y: Néu quy vi néi tiéng Viét, chiing téi cung cap dich vu hé trg ngén ngit
mién phi cho quy vi. Xin goi s6 dién thoai & mat sau thé
ID ctia quy vi (TTY: 711).

BHWUMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKI, Bbl MOXETE BOCMOSIb30BaTbCA
6ecrnnaTHbIMK yCnyramm A3blkoBOW NoAAepKU. [o3BOHMTE No HoMepy,
yKa3zaHHOMy Ha 060poTe Balleil MAEHTUPMKALIMOHHOI KapTbl (HOMep Ans
TeKcT-TenepoHHbIX yctponcts (TTY): 711).

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege,
un iss die Hilf Koschdefrei. Kannscht du die Nummer an deinre ID Kard
dahinner uffrufe (TTY: 711).

28 St=0E MEotAlE B2 ?ldl & S0l MSELILL ID 9t
S A= HS 2 MBI AL (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza
linguistica a titolo gratuito. Contatti il numero riportato sul retro della sua carta
d'identita (TTY: 711).

Bl Jomil ol Al Ailaall il 8 5 glaal) Lo clligh ey yal Aal) Caaats i€ 1) ragai
AT11 kil s gadl Sl s (g 53 Juail) len) iy sa d8Uay Cald 3 g 5all

ATTENTION: Si vous parlez francais, les services d'assistance linguistique,
gratuitement, sont a votre disposition. Appelez le numéro au dos de votre carte
didentité (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche
Unterstitzung kostenlos zur Verfligung. Rufen Sie dazu die auf der Rlckseite
Ihres Versicherungsausweises (TTY: 711) aufgefiihrte Nummer an.

gallot Ul % Al oAl el olletell &, dl el Ustldl Act,
UsAMl dMal GUAsY 8. dHIRL AU UARAL WNall i3l AL olelR
UR §lot 82 (TTY: 711).

UWAGA: Dla 0s6b méwiacych po polsku dostepna jest bezptatna pomoc
jezykowa. Zadzwon pod numer podany na odwrocie karty ubezpieczenia
zdrowotnego (TTY: 711).

Kominike : Si se Kreyol Ayisyen ou pale, gen sevis entépret, gratis-ticheri, ki la
pou ede w. Rele nan nimewo ki nan do kat idantite w la (TTY: 711).

UmMIGho ¢ inAEASUNW Manigl WiwRimnuhayRgwigaman
RUMORNUESINAEAIWRRARG Y nugIvgigiineiiumsisitigh
AR UIUATUATIANAKA (TTY:711) 4



ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para
vocé no seu idioma. Ligue para o nimero no verso da sua
identidade (TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng
serbisyong tulong sa wika. Tawagan ang numero sa likod ng iyong
ID card (TTY:711).

E o BARZENEEREOFIZISET VAL VA« —E X EEEC 2R A
W22 ET, ID H— FOEIZHFLEEN TV HEFICETHEZBNI K
Sy (TTY: 711),

O sad 53 85y e g () S lladd (43S (e Cuma s JA Gl el &I an
80 G (TTY: 711) 255 (olalid &Sy 50 @l 5o jlad el

BAA AKONINIZIN: Diné k’ehgo yanitti’go, language assistance services, éi
t’a4 niik’eh, bee nika a’doowot, éi bee nd’aho6t’i’. ID bee nééhdzingo nanitinigii
bine’d¢¢’ (TTY: 711) ji’ hodiilnih.

¢ & Fef 3N glagdl serd §, a6 319 offv AfReleh T HrIelm
[T 3UY &1 IS TeGT TgamT (ID) HRS & NS T 3T AR W
BT H| (TTY: 711).

s i o Sl e e e pme i glaa Gl e s 320 A Rk b aa s
(TTY: 711) GS JS Ly saeioadi gz 0y cudy (S SIS it

(0% 6 Beth TSTED, OrBBS VITOSS DELHIS, 8% HLock,
B8 90608 &S00, B> Dot DRoWDENS 8 () D0E &SD
D086 5 Basoo (TTY: 711).

Tulsansu: mingaiya g, fiusmsgremdeduniulingu Tas lifid 14910 Tnslud
neviiegamndaingiseidanlsznauvesn (TTY: 711)

U Gl TG dUTs A9Tell HINT Sicledgels Hel, duTsel alaTT ST
HTTAT geh! d7aX (TTY: 711) AT BT IFe|

Aandacht: Indien u Nederlands spreekt, is de taaladviesdienst gratis
beschikbaar voor u. Bel het nummer op de achterkant van uw identificatie
(ID) kaart (TTY:711).
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