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q—* ENROLLMENT/WAIVER FORM (J ENROLLING
1
1 I G H MAR K COMPLETE THIS APPLICATION IN ITS ENTIRETY (Complete sections |, II, IV, and V)
NORTHEASTERN NEW YORK IN BLUE OR BLACKINK. O WAIVING

DO NOT USE PENCIL OR HIGHLIGHTER. (Complete sections | and Il

| EMPLOYEE/CONTRACT HOLDER INFORMATION (Must be completed for both enrollees and waivers)

Effective Date Employer/Group Name Group Number Payroll Location

First Name Ml |Last Name Social Security Number (If no SS#, write N/A)

Address

City State Zip County Home/Cell Phone

Marital Status (Please check one): Enrollment Status Life Event

Q Single/Widowed QO Active Employee O COBRA Continuant Start Date / /

O Married Q Rehired Employee O Divorce U Dependent reached max age
Q Divorced U Retiree U Death of Spouse QO Left employ/retirement

. . . U HIPAA Life Event U Loss of Student Status 1 Add Dependent
Full-Time Hire (or Rehire) Date (Month/Day/Year)

/ /
Gender Date of Birth (Month/Day/Year) Age | Product Selection(s)
oM QF Qu / / O Medical Product Name: 3 Vision 4 Dental
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Are you an Established Patient?
OYes O No

Il DEPENDENT INFORMATION (if enrolling more than four dependents, please attach a separate sheet.)

SPOUSE/DOMESTIC PARTNER

First Name MI Last Name Relationship to You?
U Spouse U Domestic Partner '
Social Security Number (If no SS#, write N/A) Gender Date of Birth (Month/Day/Year) Age
am arfr Qau / /
Product Selection(s):
U Medical 4 Vision U Dental
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Spouse/DP an Established Patient?

d Yes a No

T If your employer offers Domestic Partner coverage, please attach a Domestic Partner Affidavit and supporting documents to this application.

DEPENDENT CHILD

First Name Ml Last Name Relationship to You? QO Child
0 Step-child 0 Adopted* U Other*
Social Security Number (If no SS#, write N/A) Gender Date of Birth (Month/Day/Year) Age
4 Male QO Female / /
Product Selection(s): Dependent Status if Age 26 or Older
U Medical 4 Vision U Dental U Disabled O Act 4**
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Child an Established Patient?
dYes U No

*If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support dependent
eligibility.
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DEPENDENT CHILD

First Name Ml Last Name Relationship to You? O Child
U Step-child O Adopted* O Other*
Social Security Number (if no SS#, write N/A) Gender Date of Birth (Month/Day/Year) Age
am ar Qu / /
Product Selection(s): Dependent Status if Age 26 or Older
U Medical U Vision U Dental U Disabled U Act 4**
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Child an Established Patient?
O Yes QO No

DEPENDENT CHILD

First Name Mi Last Name Relationship to You? U Child
‘ U Step-child O Adopted* Q Other*
Social Security Number (If no SS#, write N/A) Gender Date of Birth (Month/Day/Year) Age
amMm QaFfF Qu / /
Product Selection(s): Dependent Status if Age 26 or Older
U Medical U Vision U Dental U Disabled U Other
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Child an Established Patient?
O Yes QO No

*If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support dependent eligibility.

11l WAIVER OF COVERAGE (Complete this section ONLY if you are declining coverage(s) offered to you AND/OR your family members.)

MEDICAL

I HEREBY DECLINE MEDICAL COVERAGE:
O For myself
O For family members ONLY:

REASON FOR DECLINING MEDICAL COVERAGE:

O Insured under spouse

doth
O For myself and ALL family members er
O For the following family members:
VISION DENTAL
I HEREBY DECLINE VISION COVERAGE: I HEREBY DECLINE DENTAL COVERAGE:
O For myself O For myself

QO For family members ONLY
QO For myself and ALL family members
O For the following family members:

QO For family members ONLY
O For myself and ALL family members
O For the following family members:

| hereby acknowledge that | have been given the opportunity to participate in the group insurance plan provided by my employer and that | have declined
coverage formyself and/ormy dependents as noted above. If | 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 special enrollment (described below) occurs before coverage will be offered.

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 shall also be subject to a civil penalty not to exceed fivethousand dollars and the stated value of the claim for each such violation.

Date

Employee/Contract Holder Signature

ONLY SIGN IF YOU ARE WAIVING COVERAGE

Special Enroliment Rights:
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health plan coverage, you may in the future be able to enroll yourself

and your dependents in this plan, provided that you request enrollment within 30 days after you and your dependent’s other coverage ends, or not later than 60 days if the other plan coverage was
through Medicaid or a state Children’s Health Insurance Program (CHIP). In addition, if you have a new eligible dependent as a result of marriage, birth, adoption or placement for adoption, you may be
able to enroll yourself and your eligible dependents, provided that you request enroliment within 30 days after the marriage, birth, adoption or placement for adoption. To request special enrollment
or obtain more information, contact your employer or call the toll-free Highmark Member Service number: 1-800-241-5704 (TTY/TDD: Dial 711).
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IV OTHER HEALTH INSURANCE COVERAGE

Other Group or Non-Group Health Insurance Coverage

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

Medicare Coverage (Please list any family member that is eligible for Medicare Benefits)

Effective Dates Check (v) Reason For Medicare Coverage Medicare
Name of Subscriber or Dependent Health Insurance Claim Number Hospital Medical Prescription A Disabilit End Stage Suppl t
(Part A) (Part B) (Part D) 9e 58I | Renal Disease | or Complement?
U Yes U No
U Yes U No
O Yes dNo

V IMPORTANT: AUTHORIZED SIGNATURE REQUIRED

| understand that this form enrolls those eligible persons listed above in the Products as described in the agreement between Highmark 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.

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

Privacy Office.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim con-
taining 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.

Print Employee/Contract Holder Name Print Employer/Group Name

Employee/Contract Holder Signature Date

For New Group Business: Please send all new business materials (Small Group Business Application, Enrollment/Waiver Forms and all supporting
documentation) to the appropriate Highmark Small Group Sales Contact.

For Ongoing Enrollment: If adding new employees/contract holders/or dependents to an existing group, please fax/send Enrollment/Waiver Forms to
one of the following addresses:

Fax (833) 619-5746
enrollmentandbillinghighmarkny@highmark.com

Membership Department
P.O.Box 4208
Buffalo, NY 14240-4208

Insurance or benefit administration may be provided by Highmark Blue Cross Blue Shield, Highmark Choice Company, Highmark Coverage Advantage or Highmark
Health Insurance Company, all of which are independent licensees of the Blue Cross and Blue Shield Association.



Notice of Nondiscrimination

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

The plan provides:
o 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)
» 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, please call the customer service number on the back of your member ID card or
contact the Civil Rights Coordinator.

If you believe that the plan has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights Coordinator, PO Box
22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295 (TTY 711), Fax: 1-412-544-2475, email:
CivilRightsCoordinator@highmarkhealth.org

You can file a grievance in person or by mail, fax, or email. You can also file a civil rights complaint with the US
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 US
Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at http:/www.hhs.gov/ocr/officeffile/index.html
For assistance in English, call the customer service number listed on your member ID card.

Paraobtener asistencia en espafiol, llame al servicio de atencion al cliente al nUmero que aparece en su
tarjeta de identificacion.

FEHTAS 1D R A2 M SRR LA SR SCH .

O6paTtutech No Homepy TenedoHa o6CyXMBaHNS KIMEHTOB, YkadaHHOMY Ha Baluer
NOEHTUDMKALMOHHOW KapTouKe, A5 MOMOLLY HA PYCCKOM SA3bIKE.

207K ID 2R IR 0TOW ORINIVYAN [D'IX O'INYO IWNIVONT "TUDN W' TN |'N §7'N XD
Y NIV G, WO WG IF- G ARG § VR §3(0T KA AT {1 T FPA|
HSUEZEEFS LI HOAHDIIEN Us 24 MH[A Moo 2 ZO[5 YA 2.
Aby uzyska¢ pomoc w jezyku polskim, nalezy zadzwoni¢ do dziatu obstugi klienta pod numer podany
na identyfikatorze.
G SUS g aiod S 3 IS SRS Sy pu sala€ e S 320 30 52

Pour une assistance en frangais, composez le numéro de téléphone du service a la clientéle figurant
sur votre carte d’identification.

1t RS g3 e g0 g3 IS B il S g s e e A Sare e (o 1)
Para sa tulong sa Tagalog, tumawag sa numero ng serbisyo sa customer na nasa inyong ID card.

Mo BoRbeia oTa EAANVIKA, KAAEOTE TO TUAHO EEUTTNPETNONG TTEAATWY GTOV OPIOUOS TTOU
AVAQEPETAI OTNV TAUTOTNTA OGG.

Pér ndihmé né gjuhén shqipe, merrni né telefon shérbimin klientor né numrin e renditur né
kartén tuaj té identitetit.

Rele nimewo seévis kliyantél ki nan kat ID ou pou jwenn éd nan Kreydl Ayisyen.
Perassistenzainitaliano chiamate il numero del servizio clientiriportato nella vostra scheda identificativa.
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