
ENR-337 (5-21)

CERTIFICATION OF ELIGIBILITY TO COMBINE AND EMPLOYER GROUP SIZE
(For use by related entities subject to IRC § 414) Please consult your tax accountant (or legal counselor), if needed, to 
advise if your company falls under this rule and to obtain the applicable IRC Section 414 rule that applies.

Client Name:

I. RELATED ENTITY INFORMATION

Name of Related Entity Physical Address of each Related Entity 
Physical Address (No. P.O. Box), City, State, County, ZIP Code

Employer ID
Number (EIN) SIC Code

      

Plan Sponsorship:
q Private Entity (ERISA)       q Government Entity        q Church Entity         q Public Schools

Ownership Type (List business owners/partners on line below):

q Partnership            q Proprietorship           q C-Corporation:            q S-Corporation:               q Other:
                                                                                         State of Inc. _____           State of Inc. _____             (e.g., LLC, NonProfit)

List names of ALL business owners/partners: ___________________________________________________________________

II. GROUP ELIGIBILITY AND ENROLLMENT INFORMATION

1.  This policy will cover eligible employees and their eligible dependents unless otherwise stated in the comments section on                                       
--- the group application.

--- Do you wish to make coverage available to Domestic Partners or Act 4 dependents?

--- Check any/all that apply:    q Domestic Partners     q Act 4

2.  Did the employer contribute at least 10% of the cost of employee coverage?    q  Yes       q  No

3.  Number of hours employees must work per week to be eligible for coverage: _________

4.  Probationary period for new employees:    q  Hire Date      q  First Day Following _______ Days (Cannot exceed 90 calendar days)

---                                                                                  - OR -

--- First Day of Next Month Following (Check One):   q  Hire Date     q  30 Days      q  60 Days

--- If hourly and/or probationary period requirements vary by employee class, please explain: ____________________________

5.  Do you wish to waive the probationary period for all eligible employees on the group’s initial effective date only?    q  Yes      q  No

III. RELATED ENTITY INFORMATION

Name of Related Entity Physical Address of each Related Entity 
Physical Address (No. P.O. Box), City, State, County, ZIP Code

Employer ID
Number (EIN) SIC Code

Plan Sponsorship:
q Private Entity (ERISA)       q Government Entity        q Church Entity         q Public Schools

Ownership Type (List business owners/partners on line below):

q Partnership            q Proprietorship           q C-Corporation:            q S-Corporation:               q Other:
                                                                                         State of Inc. _____           State of Inc. _____             (e.g., LLC, NonProfit)

List names of ALL business owners/partners: __________________________________________________________
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IV. GROUP ELIGIBILITY AND ENROLLMENT INFORMATION

1.  This policy will cover eligible employees and their eligible dependents unless otherwise stated in the comments section on 
--- the group application.

--- Do you wish to make coverage available to Domestic Partners or Act 4 dependents?
--- Check any/all that apply:    q Domestic Partners    q Act 4

2.  Did the employer contribute at least 10% of the cost of employee coverage?    q Yes    q No

3.  Number of hours employees must work per week to be eligible for coverage: _________

4.  Probationary period for new employees:    q Hire Date    q First Day Following _______ Days (Cannot exceed 90 calendar days)

---                                                                                  - OR -

--- First Day of Next Month Following (Check One):    q Hire Date  q 30 Days    q 60 Days

--- If hourly and/or probationary period requirements vary by employee class, please explain: ____________________________

5.  Do you wish to waive the probationary period for all eligible employees on the group’s initial effective date only?    q Yes      q No

V. DECLARATION OF AGGREGATION STATUS & EMPLOYER GROUP SIZE
On behalf of the above related entities, the undersigned hereby certifies that all of the entities identified above are treated as a 
single employer under the Internal Revenue Code Section 414 (26 U.S.C. Sections 414(b) or (c)) at the time of this application for 
coverage (the Common Ownership and Affiliated Service Group Rules).

The below is the applicable IRC Section 414 (aggregation) rule that they fall under.

_____________________________ meets definition of ______________________________ under Code Section ____________
(Company Name)                                                                                                    List Rule that applies (i.e. parent-subsidiary, 
                                                                                                                                      brother-sister, affiliated service group of companies)
 
The undersigned acknowledges and agrees that, for purposes of applying for or renewing health insurance coverage and
compliance with applicable health care laws and regulations, the below client size is determined based on the average
number of employees during the preceding calendar year, collectively for all related entities.
_____ Client Size

VI. DOCUMENTATION OF AGGREGATION STATUS

The undersigned acknowledges and agrees that Highmark may require tax or other supporting documents to support the
representations made in this application, and that failure of the Client to provide such documents timely may result in
the decision not to extend coverage to the Client or to modify the originally-offered rating.

VII. AUTHORIZED SIGNATURE
The undersigned understands and agrees that Highmark will use the information contained in this application to determine 
rates for the Client. The undersigned hereby represents that he/she is authorized to submit this certification, that the information 
contained in this Certification Form is true and correct and that the above-identified Client agrees to indemnify, reimburse and 
hold harmless Highmark, and its designated agents, from any and all fines, penalties, interest, claims and/or other amounts that 
may become due arising out of any claim, action, litigation or regulatory proceeding involving or based upon a determination that 
the above identified related entities do not meet the Common Ownership and Affiliate Service Group Rules. 
       
By entering your name on the signature line below, you understand that you are creating an electronic signature which has the same effect as a 
written signature, and you are representing that you have reviewed and submitted this form accordingly.    

_____________________________________________________      ____________________________________________
Authorized Representative Name (Please Print)                                                 Title (Please Print)

___________________________________________________________________________      ______________________
Authorized Representative                                                                                                                                                       Signature Date

Note: This certification form, its disclosures and attachments are material facts upon which coverage will be issued or renewed. Any                                            
fraudulent statements, or intentional misrepresentations, made through use of the form may be the basis upon which coverage is not issued, 
renewed or rescinded.

Health benefits or health benefit administration may be provided by or through 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. 

(List Code)



Discrimination is Against the Law
The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and 
gender identity. The Claims Administrator/Insurer  does not exclude people or treat them differently because 
of race, color, national origin, age, disability, or sex assigned at birth, gender identity or recorded gender. 
Furthermore, the Claims Administrator/Insurer will not deny or limit coverage to any health service based 
on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender is different from 
the one to which such health service is ordinarily available. The Claims Administrator/Insurer will not deny or 
limit coverage for a specific health service related to gender transition if such denial or limitation results in 
discriminating against a transgender individual. The Claims Administrator/Insurer:

• 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/Insurer  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.
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