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DOMESTIC PARTNER AFFIDAVIT

The purpose of this Affidavit is to certify that your partner meets the following Domestic Partnership
requirements for the purposes of enrolling your partner as a dependent under your group health plan.

Employee Name Identification Number

Group Name Group Number

A Domestic Partner is defined as a member of a Domestic Partnership consisting of two partners (of the same
or opposite sex). In order to qualify for group health coverage, you must meet all of the following requirements:

A. [ Yes ] No Is unmarried, at least 18 years of age, resides with the other partner and intends
to continue to reside with the other partner for an indefinite period of time;
L1 Yes 1 No Is not related to the other party by adoption or blood;
C. O Yes 1 No Is the sole Domestic Partner of the other partner and has been a member of the

Domestic Partnership for at least six (6) months;

D. [ Yes ] No Agrees to be jointly responsible for the basic living expenses and welfare of the
other partner;

E. 1 Yes 1 No Meets (or agrees to meet) the requirements of any applicable federal, state, or
local laws or ordinances for Domestic Partnerships which are currently enacted,
or which may be enacted in the future.

In addition to the above requirements, evidence of a Domestic Partnership must exist. Verification of one of the
following three items will substantiate eligibility for the Domestic Partner under your group health plan.

1. Are you and your Domestic Partner registered with a Domestic Partner Registry in effect in the municipality or
government entity within which the Domestic Partner currently resides?

L] Yes - please list what state you and your Domestic Partner are registered in:
O No

2. Do you and your Domestic Partner currently meet the definition of a Domestic Partner as defined by the state
or local government in which you and your Domestic Partner reside?

L] Yes - please list what state you and your Domestic Partner reside:

] No
3. Asevidence that a Domestic Partnership exists, please attach two (2) or more of the following documents to
this Affidavit:

[J Joint mortgage or lease on the primary residence

[] Designation of one of the partners as beneficiary in the other partner’s will
[ Durable property and/or health care power of attorney

1 Joint title to an automobile

[J Joint banking account

L] Joint credit account

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

| certify that the above information is true and correct to the best of my knowledge, information and belief and have
provided the necessary supporting documents as validation that a Domestic Partnership exists. In the event that the
Partnership is dissolved, the employee agrees to immediately notify his/her employer of the change in status.

Furthermore, the undersigned also acknowledge and understand that any person who knowingly and with the
intent to defraud any insurer presents or conspires with another to present any statement in the support of an
insurance claim that contains false information may be guilty of a criminal offense and subject to civil penalties
to18Pa.CS.A.§4117.

Employee Signature Domestic Partner Signature

Date Date

Returnformto:  Highmark Underwriting Department
P O Box 1948
Parkersburg, WV 26102-1948



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.

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 espanol, servicios de asistencia lingiiistica, de forma gratuita, estan disponibles
para usted. Llame al niUmero en la parte posterior de su tarjeta de identificacion (TTY: 711).
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CHU Y: Néu quy vi néi tiéng Viét, chiing téi cung cap dich vu hé trg ngdn nglt mién phi cho quy vi. Xin goi s6
dién thoai & mat sau thé ID cta quy vi (TTY: 711).
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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).

BHMUMAHWE: Ecnn Bbl roBOpUTE NO-PYCCKU, Bbl MOXKETE BOCMOMb30BaTbCA 6ecnnaTHbIMU YCyramm A3bIKOBOW
nogaepkku. No3BoHUTE N0 HOMEPY, YKa3aHHOMY Ha 060pOoTe Ballen naeHTUGUNKaALMOHHON KapTbl (HOMep
AnA TekcT-tenedoHHbIx yctponcts (TTY): 711).
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ATTENTION: Si c’est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le numéro qui est au dos de votre carte d’identité. (TTY: 711).

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

UWAGA: Dla os6b moéwigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon pod numer
podany na odwrocie karty ubezpieczenia zdrowotnego (TTY: 711).

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

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche Unterstiitzung kostenlos
zur Verfligung. Rufen Sie dazu die auf der Riickseite lhres Versicherungsausweises (TTY: 711) aufgefiihrte
Nummer an.
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