HIGHMARK. & ENROLLMENT/WAIVER AND CHANGE FORM Procucs e
l ® o C I hi licati . . . Check Type of Coverage MEDICAL VISION DENTAL
HEALTH INSURANCE COMPANY omplete this application in its entirety in blue or black ink. Employee Only )
Do not use pencil or highlighter. Two Person® N o
PLO APP ATIO ORMATIO Family ....................] A
Social Security Number {use boxes below) Effective Date Emplayer Name Group Number Parent & Child e 8
Parent&Children...........[Q ... .. .| (]
*Employee and Spouse/Domestic Partner only
REASON FOR COMPLETION: DEPENDENT CHANGES: OTHER CHANGES: CANCEL/COBRA REASON:
Q New Enrollee O Changes Add dependents due to: O New Name 0 Deceased
O Cancel Q Act 4 QBirth QOMarriage U Adoption 0 New Address Q Left Employment
Date of Above Event 0 Change to Medicare Eligible QI Involuntary Lay-Off
Q COBRA 22 Change Coverage Q Other Coverage
Start Date Drop dependents due to: Q Other QOther
U Divorce [ Death QOther Date of Above Event Date of Above Event,
End Date Date of Above Event
Employee’s Last Name (Please Use the Boxes) First Name | I | l |MI |
Street Address City State Zip County
Birth Date Gender Marital Status Employment Status Date of Full-Time Hire | Hours Worked E-mail Address (optional}
Month  Bay | Year Om | 0Single QO Widowed Per
OFf | Q Married Q Divorced O Active 3 COBRA 0 Disabled Week
COVERED DEPENDENT INFORMATION
Covered Dependents Birth date [Gender Dependent Status
Relationship First Name Last Name Social Security # Ma/Da/Yr | M/F If Over Age 26
U Spouse ~
QDom.Part* | | |
Q Child .
QO Other* Ll Q Disabled
U Child .
1 Other* Q Disabled
QL Child ]
0 Other* I {1 Disabled

*If“domestic partner”or‘other” applies, complete using one of the follawing codes: (02} Adopted Child, {05) Grandchild, (07} Nephew or Niece, (17} Stepson or Stepdaughter and (29) Domestic Partner, Legal Dacumentatian {Court Dacree, Guardianship Papers, atc.) must
be attached to this Application if relationship is “Other’; .

WAIVER OF COVERAGE (Complete and sign this section ONLY if you wish to decline coverage offered for you and/or family membet(s))
{ HEREBY DECLINE MEDICAL COVERAGE: REASON FOR DECLINING MEDICAL COVERAGE:
Q For myself and ALL family members O Insured under spouse’s contract with the following insurance carrier:
Q other:
REASON FOR DECLINING VISION COVERAGE:
[ Insured under spouse’s contract with the following insurance catrier:
Q other:
REASON FOR DECLINING DENTAL COVERAGE:
Q Insured under spouse’s contract with the following insurance carrier:
O other:

Ifyou are declining enrollment for yourself or your dependents @indlading your spouse) because of other health insurance coverage, you may in the
future be able to enroll yourself o your dependents in this plan, provided that you request enrollment within 30 days after your other coverage ends,
ar not later than 60 days if the other plan coverage was through Medicaid or a state Chiidren’s Health Insurance Program (CHIP). In addition, as fong
as you are covered by the group's health insurance ptan provided by your employer, if you have a new dependent as a result of marriage, birth, adop-
tion or placement for adoption, you may he able to enroil yourself and your dependents, provided that you request enralliment within 30 days after
the marriage, birth, adeption or placement for adoption.

EMPLOYER SKGNATURE REQUIRED ON NEXT PAGE

O For myself
0 For family members ONLY O For the following personlsk

1 HEREBY DECLINE VISION COVERAGE:
U For myself U For myself and ALL family members
& For family members ONLY [ For the following person(s):
ITHEREBY DECLINE DENTAL COVERAGE:
2 For myself Q For myself and ALL family members
O For family members GNLY [ For the following person(s):

Ihereby certify that | have been given the appartunity to participate in the graup insurance plan provided by my employer. If L and/or any of my
Eligible Dependents desire to apply for this insurance at a later date, | may be required to wait until my group's renewal or until a qualifying event
occurs before caverage will he offered.

Signature Date ENR-129 (R8-11)



ABOUT YOUR OTHER GROUP OR NON-GROUP HEALTH INSURANCE COVERAGE AND MEDICARE

Gther Group or Non-Group Health insurance Coverage

Name of Insurance Carrier Group Number Effective Date Name of Policy Holder
/ /
Policy Holder Date of Birth Policyhotdar Employment Status Relationship to Policyholder Policy Number
/ / O Active LI Retired - List Date of Retirement: /

Medicare Coverage (Please list any family member that is eligible for Medicare Benefits)
Self - First Name Last Name Part A Effective Date Part B Effective Date Part D Effective Date

/ / ! / /
Spouse - First Nome Last Name Part A Effective Date Part'B Effective Date Part D Effective Date

/ / / / /
Dependent - First Name Last Name Part A Effective Date Part B Effactive Date Part D Effective Date

/ / / / /

Health Insurance Claim Number

Why are you eligible for Medicare?
QdAge (ODisability O End Stage Renal Disease

Do you have a Medicare Supplement or other coverage that complements Madicare?

Q Yes

IMPORTANT: AUTHORIZED SIGNATURES (REQUIRED}

lunderstand that this form enrolls those eligible persons listed above in the Products 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.

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.

Authorized Employer Signature Date
Print Company Name

Employee Signature Date
Print Employee’s Natme

HIGHMARK. @

HEALTH INSURANCE COMPANY

Highmark

Attn: Producer Affairs {SP 6E)
PO. Box 890089

Camp Hill, PA 17089-0089

QO No

Office Use Only.
Do notwritein
the spaces bhelow.

Group Number

Report Code Qualifier

Report Code Value




