Because Highmark s
keeping it simple.

Apply in 5 steps for your new 2026 individual/family
Affordable Care Act (ACA) health plan with this application.

If you are applying because you have a Special Enrollment Period, please
include this completed application along with the Special Enrollment Period

form and all necessary, supporting documentation.

P If you're enrolling during open
VA enrollment, you can do this digitally.

® ® Just scan here.

Highmark Inc., D/B/A Highmark Blue Cross Blue Shield.
All references to “Highmark” in this document are references to the Highmark company that is providing the member’s health benefits or health
benefit administration and/or to one or more of its affiliated Blue companies.
Insurance may be provided by Highmark Inc. d/b/a Highmark Blue Cross Blue Shield or Highmark Coverage Advantage Inc.,
both of which are independent licensees of the Blue Cross and Blue Shield Association.

The Blue Cross and Blue Shield symbols are registered marks of the Blue Cross Blue Shield Association.
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We're glad you're
thinking of Highmark.

Let’s make sure this is the application you need.

This application is for purchasing directly with Highmark, not if you’re
looking to purchase through the Pennsylvania Insurance Exchange
(Pennie™). These plans don’t apply federal premium tax credits or
cost-sharing reductions. If you’re not sure if you qualify for financial help,
contact Pennie at Pennie.com or 1-844-844-8040.

Other than that, you're eligible to enroll in these plans, regardless of
your age as long as you meet these requirements:

0 You’re not entitled to benefits under Medicare Part A, enrolled in
benefits in Medicare Part B, or enrolled with CHIP.

0  You’re currently living in the U.S.

0  You live in one of the counties listed on page 14 of this application
and select a plan available in the county where you live.

0  You meet eligibility guidelines listed in Step 5 of this Application.


http://pennie.com

In the right place? Great.

There are a few kinds of plans you can apply to
with this application. Here’s a quick breakdown:

ACA Plans HIPAA

These are your individual or family If you’re losing your company’s
plans. You can read more about these on health plan and want a Highmark
www.Highmark.com or in the plan plan, a HIPAA plan might be for you.
booklet. Find out more on page 20.
Conversion

If you lost your Highmark group plan
and want to move to an individual plan,
you might want a conversion plan.

Find out more on page 19.

If you have any questions
or want to enroll faster: O

Call 1-855-873-4106.
Visit www.Highmark.com.

Scan the QR code on the front if you’re applying during open enrollment.
If you’re applying during a special enrollment period, we’ll need you to

complete the paper application.
Talk to your insurance agent/producer if you’re working with one.

Or, we can help you in person at a Highmark Direct store.

Find one near you at HighmarkDirect.com.


http://www.highmark.com
http://www.highmark.com
http://highmarkdirect.com

Instructions:
We've made this application
as easy as possible with just 5 steps.

It might look like a lot, but these tips will make this
application easier and avoid any processing delays.

Follow all 5 steps and make sure you fill everything in.

Once you finish a section, tear it out to send back to us.

Print letters and numbers clearly with blue or black ink.
If you’re applying during open enrollment, you can fill out an electronic

version of this form on Highmark.com and print it.

If there’s a box for your name at the bottom of a page,
make sure you fill it in. That helps us keep track of your application.

Sign and date the application on page 27 — If you are applying for
coverage for yourself and your spouse/domestic partner, you both must sign this
Application. If you are not married, under the age of 18, and applying for a policy

that covers only you, a parent or guardian must sign this Application.

Tear out your completed application pages and return them to Highmark.
We’ll outline all the ways you can do that on page 28.

\ |/


http://highmark.com

Step 1: Tell us about you.

You + Highmark
= one healthy 2026.

If you’re applying for health insurance, you need to complete the next page.

e Page 7 — Everyone fills this page out with their personal information,

even if applying for someone else like a minor child.

e Page 9 — Fill out this page if you’re applying for yourself and anyone else,
you’re applying on behalf of your dependents and you’ll be the
policy holder, or you’re applying on behalf of a child under 18
for his or her own individual policy.

If you have questions, we are only a phone call away. Keep these important
phone numbers handy while you complete your application:

e Ifyou have limited English proficiency or a disability, call 1-833-521-1424
(TTY users can call 711) or visit a Highmark store to get assistance with this

application free of charge.

e If you have general questions or would like to enroll by telephone, call
1-855-873-4106.

* If you need help with a HIPAA or Conversion plan or need help with prior
insurance coverage, call 1-800-544-6679.
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Some
basics:

Who is this
plan for?

Just fill in the oval
that applies.

Step 1: Tell us about you.

And just a reminder to fill everything in clearly and mark “N/A” if you
need to. Otherwise, the processing of this form might be delayed.

FIRST NAME MIDDLE NAME

| | | |

LAST NAME SUFFIX

| | | |

SOCIAL SECURITY OR TAX ID NUMBER

SEX DATE OF BIRTH (MM/DD/YYYY)
| O Male O Female O Other | I

O Fillin this oval if you don’t have a home address. You still need to give a mailing
address where we can reach you.

|HOME ADDRESS | |APARTMENT NUMBER I
|(ZITY, STATE, ZIP CODE | |COUNTY l
|MAILING ADDRESS (IF DIFFERENT FROM HOME ADDRESS) | |APARTMENT NUMBER l
‘CITY, STATE, ZIP CODE | ‘COUNTY ‘
HOME PHONE NUMBER (NON-MOBILE) MOBILE PHONE NUMBER

| N |

PREFERRED CONTACT (SELECT ONLY ONE)
| O Home O Mobile |

EMAIL ADDRESS

PREFERRED LANGUAGE SPOKEN (IF NOT ENGLISH) ~ PREFERRED LANGUAGE READ (IF NOT ENGLISH)

| N

O Just for you.

O You and your family.

O You're applying on behalf of a child under 18 for his or her own
coverage as an individual policy holder.

25827
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If you're 21
or older:

Step 1: About you continued.

Just a few more questions if you’re 21 or older and this plan is for you.

Have you smoked or used any form of tobacco regularly (4 or more times per
week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

Communication
preferences:

SOCIAL SECURITY OR TAX ID NUMBER

We can send you electronic communications consisting of email alerts and
notifications, if you want. Those communications could include your agreement
and outline of coverage, insurance plan notices, member newsletters, and health
and wellness notices such as wellness, savings, and more. It’ll be easier and faster
to review. You can change this at any time or request a digital copy by calling the
Member Services number on the back of your member identification (ID) card or
visiting MyHighmark.com.

So, what do you think?

O Yes, let’s do this digitally.
O No, let’s stick to paper.

Go to MyHighmark.com to review the Contact Preferences Terms and Conditions
for complete details regarding selecting or changing communication preferences.

To ensure that you receive your member materials by your preferred method, you
must notify Highmark if your phone number or email address changes.

APPLICANT’S LAST NAME FIRST NAME

|| | |



http://myhighmark.com
http://myhighmark.com

Dependent 1

Basic info:

21 or older:

Step 1: Tell us about

the rest of your family.
Just you? Go to page 13.

If you’re applying for coverage for anyone else (let’s call them dependents),
fill their information in on this sheet. You can add more sheets if you need to.
Eligible dependents include:

*  Your spouse or domestic partner *  Your unmarried child of any age
who is medically certified as totally

*  Your children under the age of 26 disabled and dependent upon you

*  Your spouse or domestic partner’s
children under the age of 26

The plan and deductible option you choose will apply to everyone covered
by your plan.

Are there any unmarried dependents included in this application who, as medically
certified by a physician, are incapable of self-support due to intellectual or physical
disability, mental illness, or developmental disability that started before the age of 26?

If yes, please state their name(s)

Highmark may require proof of such disability as deemed necessary.

FIRST NAME MIDDLE NAME

|LAST - | |sUFF|x |
‘socmsgcumomxmNUMBER | |RELATIOMSHIPTOYOU |
‘SEX DATE OF BIRTI|-I (h‘/IM/DD/YYYY) ‘

| O Male O Female O Other | | |

Does dependent 1live with you? O Yes O No
IF NO, LIST ADDRESS:

Has the dependent smoked or used any form of tobacco regularly (4 or more times
per week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

Room for more dependents on the next page.

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

|| | |




Step 1: Family continued.

Dependen.l. 2 |FIRSTNAME | |MIDDLE NAME |
BGSIC InfO: LAST NAME SUFFIX
SOCIAL SECURITY OR TAX ID NUMBER RELATIONSHIP TO YOU
SEX DATE OF BIRTH (MM/DD/YYYY)

| O Male O Female O Other | | |

Does dependent 2 live withyou? O Yes O No
IF NO, LIST ADDRESS:

21 or older:

Has the dependent smoked or used any form of tobacco regularly (4 or more times
per week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

Dependen.l. 3 |FIRSTNAME | |MIDDLE NAME |
BGSIC InfO: LAST NAME SUFFIX
SOCIAL SECURITY OR TAX ID NUMBER RELATIONSHIP TO YOU
SEX DATE OF BIRTH (MM/DD/YYYY)

| O Male O Female O Other | | |

Does dependent 3 live withyou? O Yes O No
IF NO, LIST ADDRESS:

21 or older:

Has the dependent smoked or used any form of tobacco regularly (4 or more times
per week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

10 || | |
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Dependent 4

Basic info:

21 or older:

Dependent 5

Basic info:

21 or older:

Step 1: Family continued.

FIRST NAME MIDDLE NAME

|LAST - | |SUFFIX |
‘soc.ALsacumwomx.oNUMBER | |RELATIONSHIPTOYOU |
‘SEX DATE OF BIRTI|-I (h|llM/DD/YYYY) ‘

| O Male O Female O Other | | |

Does dependent 4 live withyou? O Yes O No
IF NO, LIST ADDRESS:

Has the dependent smoked or used any form of tobacco regularly (4 or more times
per week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

FRST NAME MIDDLE NAME
|LAST - | |SUFFIX |
lsoCIALSECURITYORTAXIDNUMBER | |RELAT.0NSH.FTOYOU |

| O Male O Female O Other | | |

Does dependent 5 live withyou? O Yes O No
IF NO, LIST ADDRESS:

Has the dependent smoked or used any form of tobacco regularly (4 or more times
per week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

|| | |




Step 1: Family continued.

Dependen.l. 6 |FIRSTNAME | |MIDDLE NAME |
BGSIC InfO: LAST NAME SUFFIX
SOCIAL SECURITY OR TAX ID NUMBER RELATIONSHIP TO YOU
SEX DATE OF BIRTH (MM/DD/YYYY)

| O Male O Female O Other | | |

Does dependent 6 live withyou? O Yes O No
IF NO, LIST ADDRESS:

21 or older:

Has the dependent smoked or used any form of tobacco regularly (4 or more times
per week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

Dependen.l. 7 |FIRSTNAME | |MIDDLE NAME |
BGSIC InfO: LAST NAME SUFFIX
SOCIAL SECURITY OR TAX ID NUMBER RELATIONSHIP TO YOU
SEX DATE OF BIRTH (MM/DD/YYYY)

| O Male O Female O Other | | |

Does dependent 7 live withyou? O Yes O No
IF NO, LIST ADDRESS:

21 or older:

Has the dependent smoked or used any form of tobacco regularly (4 or more times
per week on average excluding religious or ceremonial use) within the last 6 months?

O Yes O No

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

|| | |




Race & Ethnicity Information

The following questions will be used by Highmark to gain a better understanding of the demographics and health needs of

our members. By collecting this data, Highmark can assess whether, and the extent to which, our health solutions, policies and
practices address systematic disparities in health and healthcare for our members and communities. These assessments will
better equip Highmark to deepen our knowledge around the health challenges of our members in order to develop and provide
unique services to meet the specific needs of our members and communities. Race and Ethnicity data will be shared with the U.S.
Department of Health and Human Services to support a broader understanding of health needs across the U.S. population. Your
answers to the following questions are completely voluntary. In collecting the below data, Highmark will: 1) maintain all the below
data as private; 2) not use the below data for eligibility determination, underwriting, or rating purposes; and 3) not deny your
application based on whether you choose to answer these questions.

Policyholder Depe1ndeni Depe;dent Depe:deni Depe:dent Depe:deni Depe:dent Depe:dent
1) Is the applicant of Hispanic, Latino, or Spanish origin?
Yes @) O O O O O O O
No (@) (@) (@) O O (©) (@) (@)
Other @) (@) O O O O O O
Prefer not fo answer O O O O O O O O
1a) If you selected “Yes” to the above question, please answer below:
Cuban (@) O (@) (@) O O (@) (@)
Mexican, Mexican American, or Chicano/a O O O O O O O @)
Puerto Rican O O O O O O O O
Other Hispanic, Latino or Spanish origin O @) O O O (@) (@) (@)
Other (@) O (@) (@) O (©) (@) (@)
Prefer not o answer O O O O O O O O
2) If you answered “No” or “Other” in Question 1 above, please specify Race and Ethnicity by selecting one of the options below:
American Indian or Alaskan Native O O O O O O (@) (@)
Asian Indian O O O O O O O
Black or African American O O O O O ©) O O
Chinese O O O @) (@) @) O O
Filipino O O O O O (©) (@) (@)
Guamanian or Chamorro O O O O O O O O
Japanese O O O O O ©) O O
Korean O O O @) O ©) O O
Native Hawaiian O O O O O O O (@)
Samoan O O O O O O O O
Viethamese O O O ©) O ©) O O
White (@) (@) (@) O O @) (@) (@)
Asian race not listed above O O O O O @) (@) (@)
Pacific Islander race not listed above O @] O O O O O O
Race not listed above O O O ©) (@) ©) O O
Other (@) (@) (@) (@) O @) (@) (@)
Prefer not fo answer O @) O O O O O (@)
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Step 2: Find a plan.

Coverage ’rho’r

makes you 2(o=.

In this next step, you’re going to
select your plan.

Or, take a look through the plan
brochure. All of the information
you need is there.

You only need to fill out the page with
the county you live in on it. If you’re
looking for a HIPAA or Conversion
plan, go right to that page.

\\

O~

///\

If you live in: Find your plan on page:

Allegheny.......coevvueeiieiiiieiiieiieeeee e 15
ATMSIIONG «euveeeiiieeeitieeeeiieeeiie et eernaeeens 17
Beaver ....ooooiiiiiii 17
Bedford ....oooviviiiiiii 18
Blair .o 18
Butler ..o.ooviiiiiiii 15
Cambria cooeeviiiieeeiiieee e 17
CamEerON. . .euuiiiiieeeiiireeiie et 18
CONIIE ..eiiiieeeiie ettt 18
Clarion ...ooueeeeeiueeeiis e 17
Clearfield ........oveiiiiiiiiiiieeiiiiiiiiee e, 18
Crawford .....ooovvivieiiiiiiiie 17
EIR e 18
Brie oo 15
Fayette..ooiveiiiiiei e 18
FOrest coovuiiii 17
GICEINE. .cevuieiiie ettt et 18
Huntingdon .......cccoooviiiiniiiiiinnee, 18
Indiana .....ccooviiiiiiiiiiie e 18
Jeflerson.....ooovieiiiiiie e 18
Lawrence ...ccuuveeeieiiiiie e 18
McKean.....ooouvviiiiiiiiiiiieee e 18
METICeT et 18
POTLET ceivieeiiiee e 18
SOMETSEL.cuuiiiiieeeiiieeiiie et e e e e eeeaans 18
VeNango.......eeeeuuieeiruieeiiiieeeiie e 18
WALTEI .. eeeeieeieie ettt eeae e 17
Washington .....ccvueveniiieeiieeiiieeieeeeeeieeeanes 15
Westmoreland ..........oeeeeeuiiiiiiiiiiiineeenieee. 15
Conversion plan......cccececeeieeieciececcncnnes 19
HIPAA plan...cccceeeececescecescocnscocssconnses 20



Step 2: Find a plan in
Allegheny, Butler, Erie, Washington, and Westmoreland counties.

Choose one plan and deductible option. Fill in the oval next to the plan
you’ve selected. Your selection will apply to everyone covered by your plan.

These plans are just for Allegheny, Butler, Erie, Washington, and
Westmoreland counties.

Annual Deductible

Highmark Coverage Advantage Group Number: 104654-16

Individual Family
Together Blue Virtual o Gold 1500 $1,500 $3,000
Choice EPO o) Gold 1500 + Adult Dental and Vision $1,500 $3,000
(@) Premier Platinum 0 $0 $0
@] Premier Platinum 0 + Adult Dental and Vision $0 $0
O Premier Gold 0
O Premier Gold 0 + Adult Dental and Vision $0 $0
O Gold 0
O Gold 0 + Adult Dental and Vision
O Gold 1700 HSA $1,700 $3,400
O Premier Silver 0
B ] . $0 $0
O Premier Silver 0 + Adult Dental and Vision
Together Blue EPO o Silver 0
- . $0 $0
O Silver 0 + Adult Dental and Vision
@] Silver 6000 $6,000 $12,000
O Bronze 3800
— $3,800 $7,600
O Bronze 3800 + Adult Dental and Vision
O Bronze 9200 $9,200 $18,400
Major Events EPO Catastrophic 10600 - 3 Free
PCP Visits
o [Applicants must be under age 30 or have received an exemption certification from $ 1 O> 600 32 1 > 200
the Pennsylvania Insurance Exchange. Attach a copy of the certificate if you have
one.]
Continued on next page
SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

. || | |




Highmark Blue Cross Blue Shield Group Number: 037000-00

Annual Deductible

Individual | Family
@) Premier Platinum 0 $0 $0
@) Premier Platinum 0 + Adult Dental and Vision $0 $0
@) Premier Gold 0
O Premier Gold 0 + Adult Dental and Vision
$0 $0
@) Gold 0
@) Gold 0 + Adult Dental and Vision
@) Gold 1500
. $1,500 $3,000
@) Gold 1500 + Adult Dental and Vision
@) Gold 1700 HSA $1,700 $3,400
. e) Premier Silver 0
my Direct Blue EPO $0 $0
@) Premier Silver 0 + Adult Dental and Vision
@) Silver 6000 $6,000 $12,000
@) Silver 0
. - $0 $0
@) Silver 0 + Adult Dental and Vision
O Bronze 3800
. $3,800 $7,600
@) Bronze 3800 + Adult Dental and Vision
@) Bronze 9200 $9,200 $18,400
Major Events EPO Catastrophic 10600 - 3 Free
o  PCPVisits $10,600 | $21,200
[Applicants must be under age 30 or have received an exemption certification from the
Pennsylvania Insurance Exchange. Attach a copy of the certificate if you have one.]
@) Premier Platinum 0 $0 $0
@) Premier Platinum 0 + Adult Dental and Vision $0 $0
@) Premier Gold 0
@) Premier Gold 0 + Adult Dental and Vision 80 $0
@) Gold 0
@) Gold 0 + Adult Dental and Vision
@) Gold 1500
— $1,500 $3,000
@) Gold 1500 + Adult Dental and Vision
@) Gold 1700 HSA $1,700 $3,400
@) Premier Silver 0
my Blue Access PPO - - — $0 $0
@) Premier Silver 0 + Adult Dental and Vision
@) Silver 6000 plan $6,000 $12,000
@) Silver 0
B . $0 $0
@) Silver 0 + Adult Dental and Vision
@) Bronze 3800
. $3,800 $7,600
@) Bronze 3800 + Adult Dental and Vision
@) Bronze 9200 $9,200 $18,400
Major Events PPO Catastrophic 10600 - 3 Free
o  FCPVisits $10,600 | $21,200
[Applicants must be under age 30 or have received an exemption certification from the
Pennsylvania Insurance Exchange. Attach a copy of the certificate if you have one.]
SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME
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Step 2: Find a plan in
Armstrong, Beaver, Cambria, Clarion, Crawford, Forest, and Warren counties.

Choose one plan and deductible option. Fill in the oval next to the plan you’ve selected. Your selection will apply to everyone
covered by your plan. These plans are just for Armstrong, Beaver, Cambria, Clarion, Crawford, Forest, and Warren counties.

A | Deductibl
Highmark Blue Cross Blue Shield Group Number: 037000-00 rrn_uq eque ', c
Individual | Family

@) Premier Platinum 0 $0 $0
@) Premier Platinum 0 + Adult Dental and Vision $0 $0
@) Premier Gold 0
@) Premier Gold 0 + Adult Dental and Vision $0 $0
O Gold 0
O Gold 0 + Adult Dental and Vision
@) Gold 1500
. $1,500 $3,000
@) Gold 1500 + Adult Dental and Vision
@) Gold 1700 HSA $1,700 $3,400
. @) Premier Silver 0
my Direct Blue EPO $0 $0
O Premier Silver 0 + Adult Dental and Vision
Silver 0
© - - $0 $0
@) Silver 0 + Adult Dental and Vision
O Silver 6000 $6,000 $12,000
@) Bronze 3800
. $3,800 $7,600
@) Bronze 3800 + Adult Dental and Vision
O Bronze 9200 $9,200 $18,400
Major Events EPO Catastrophic 10600 - 3 Free
o  PCPVisits $10,600 | $21,200
[Applicants must be under age 30 or have received an exemption certification from the
Pennsylvania Insurance Exchange. Attach a copy of the certificate if you have one.]
o) Premier Platinum 0 $0 $0
@) Premier Platinum 0 + Adult Dental and Vision $0 $0
@) Premier Gold 0
@) Premier Gold 0 + Adult Dental and Vision 80 $0
@) Gold 0
@) Gold 0 + Adult Dental and Vision
@) Gold 1500
. $1500 $3,000
@) Gold 1500 + Adult Dental and Vision
@) Gold 1700 HSA $1,700 $3,400
@) Premier Silver 0
my Blue Access PPO $0 $0
@) Premier Silver 0 + Adult Dental and Vision
Silver 0
© ] . $0 $0
@) Silver 0 + Adult Dental and Vision
@) Silver 6000 $6,000 $12,000
@) Bronze 3800
. $3,800 $7,600
@) Bronze 3800 + Adult Dental and Vision
@) Bronze 9200 $9,200 $18,400
Major Events PPO Catastrophic 10600 - 3 Free
o  PCPVisits $10,600 | $21,200
[Applicants must be under age 30 or have received an exemption certification from the
Pennsylvania Insurance Exchange. Attach a copy of the certificate if you have one.]
SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

v || | |




Step 2: Find a plan in
Bedford, Blair, Cameron, Centre*, Clearfield, Elk, Fayette, Greene

Huntingdon, Indiana, Jefferson, Lawrence, McKean, Mercer, Potter,
Somerset and Venango counties.

Choose one plan and deductible option. Fill in the oval next to
the plan you’ve selected. Your selection will apply to everyone
covered by your plan.

These plans are just for Bedford, Blair, Cameron, Centre*, Clearfield,
Elk, Fayette, Greene, Huntingdon, Indiana, Jefferson, Lawrence, McKean,
Mercer, Potter, Somerset and Venango counties

* You need to live in one of these zip codes in Centre County to enroll in these plans:
16677, 16686, 16829, 16845, 16859, 16866, 16874.

A | D tibl
Highmark Blue Cross Blue Shield Group Number: 037000-00 rrn,uq educ 'P °
Individual | Family

e) Premier Platinum 0 $0 $0
@) Premier Platinum 0 + Adult Dental and Vision $0 $0
@) Premier Gold 0
@) Premier Gold 0 + Adult Dental and Vision 80 $0
@) Gold 0
@) Gold 0 + Adult Dental and Vision
@) Gold 1500
. $1,500 $3,000
@) Gold 1500 + Adult Dental and Vision
@) Gold 1700 HSA $1,700 $3,400
@) Premier Silver 0
my Blue Access PPO — — $0 $0
@) Premier Silver 0 + Adult Dental and Vision
@) Silver 0
. . $0 $0
@) Silver 0 + Adult Dental and Vision
@) Silver 6000 $6,000 $12,000
@) Bronze 3800
— $3,800 $7,600
@) Bronze 3800 + Adult Dental and Vision
@) Bronze 9200 $9,200 $18,400
Major Events PPO Catastrophic 10600 - 3 Free
o PCPVisits $10,600 | $21,200
[Applicants must be under age 30 or have received an exemption certification from the
Pennsylvania Insurance Exchange. Attach a copy of the certificate if you have one.]
SOCIAL SECURITY ORTAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

10 || | |




Step 2: Find a Conversion plan.

Are you losing your Highmark group coverage and want to get
Highmark individual coverage? Great, you may want a Conversion plan.
It can start the day your group plan ends.

Highmark offers the following Conversion plan. Fill in the oval next to this
plan if you would like to apply for enrollment. Enrollment in this plan will
apply to everyone covered by your plan.

These plans are for residents of: Allegheny, Armstrong, Beaver, Bedford,
Blair, Butler, Cambria, Cameron, Centre*, Clarion, Clearfield, Crawford,
Elk, Erie, Fayette, Forest, Greene, Huntingdon, Indiana, Jefferson, Lawrence,
McKean, Mercer, Potter, Somerset, Venango, Warren, Washington,

and Westmoreland counties.

* You need to live in one of these zip codes in Centre County to enroll in these plans:
16677, 16686, 16829, 16845, 16859, 16866, 16874.

Annual Deductible

Highmark Blue Cross Blue Shield Group Number: 037000-00

Individual Family
my Blue Access PPO @) Bronze 3800 $3,800 $7,600

APPLICATION DUE DATE (MM/DD/YYYY)

FIRST PREMIUM AMOUNT

E |

Conversion Policy

EFFECTIVE FROM (MM/DD/YYYY)

EFFECTIVE TO (MM/DD/YYYY)

| |

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

» || | |




Step 2: Find a HIPAA plan.

Are you losing an employer’s coverage and want to

get a Highmark HIPAA (Health Insurance Portability
and Accountability Act) plan? Welcome. Your plan can
start when your current plan ends.

. our most recent coverage offered you or similar
. 1. Ify ge offered you “COBRA” or simil
F| rS'I" a feW state required benefits, did you elect that coverage?

questions: OYes  ONo

If YES, have you used up all your benefits under that coverage?

O Yes O No

2. If youinclude your most recent coverage, have you had some type
of creditable health care coverage continuously for at least 18 months?

O Yes O No

To find this, count periods of creditable coverage that you had before any breaks
in coverage. Count them only if the break in coverage was less than 63 days. Do
not count days during a waiting period when you had no coverage. Do not count
days in a waiting period to determine if you had a break in coverage.

3. Did your most recent health care coverage terminate because you
did not pay your premium? This includes contributions or fraud.

O Yes O No

Now, you need to attach your “Certificate of Prior Coverage” form to this application.

Here are some other ways you can prove you had prior coverage:

Don't 4 . :
. Send us your signed written 2. Complete and send us a HIPAA
hqve i.l_n) statement about your last Prior Coverage Disclosure and
¢ coverage. Include names of the Authorization Form instead of a
plans that covered you in the last written statement. You can get this
18 months and the beginning and form by calling Member Service at
end dates of coverage. Attach 1-800-544-6679.

copies of papers proving that

you had coverage during those
times — something like an ID card,
explanation of benefits, premium
invoice, or paystubs proving you
paid for health coverage. You must
also cooperate with us to prove that
you had coverage.

3. Callus at 1-800-544-6679 to
establish that you had coverage.
Give us as much information as
you can, then sign the form to let us
contact your prior plans to prove
that you had coverage.

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME
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Next up, choose your HIPAA plan.

Highmark offers the following HIPAA plan. Fill in the oval next to this plan
if you would like to apply for enrollment. Enrollment in this plan will apply to
everyone covered by your plan.

These plans are for residents of: Allegheny, Armstrong, Beaver, Bedford,
Blair, Butler, Cambria, Cameron, Centre*, Clarion, Clearfield, Crawford,
Elk, Erie, Fayette, Forest, Greene, Huntingdon, Indiana, Jefferson, Lawrence,
McKean, Mercer, Potter, Somerset, Venango, Warren, Washington,

and Westmoreland counties.

* You need to live in one of these zip codes in Centre County to enroll in these plans:
16677, 16686, 16829, 16845, 16859, 16866, 16874.

Annual Deductible
Individual Family
my Blue Access PPO @) Bronze 3800 $3,800 $7,600

Highmark Blue Cross Blue Shield Group Number: 037000-00

APPLICATION DUE DATE (MM/DD/YYYY)

FIRST PREMIUM AMOUNT

B |

HIPAA Policy

EFFECTIVE FROM (MM/DD/YYYY)

EFFECTIVE TO (MM/DD/YYYY)

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

2 || | |
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Step 3: Your first payment.

The plan?
Now, the check.

When you send this application in, you need to have your first premium
payment included with it. We’ll walk you through how to calculate that on the
next page. If the first payment is not made with your application, your first premium

payment will be due by the date printed on your first invoice.



Step 3: Your first payment.

Start by filling in this information:

POLICY HOLDER NAME (FIRST, MIDDLE, LAST)

SOCIAL SECURITY OR TAX ID NUMBER

Now grab your rate guide, or visit www.Highmark.com.

Find the monthly premium for your plan based on the amount
of people you listed in STEP 1 (that’s you + any dependents you listed).

You’ll need a check for that amount attached to this form,
but fill the details of that check in below.

PAYMENT ENCLOSED GROUP NUMBER
s | |

(Group number is the bold, blue eight-digit number; listed above plan selection.)

Once you receive your first invoice, you can head to MyHighmark.com
to sign up for automatic payments. Auto payments are a more secure

and convenient way to pay your bill that eases any stress about making

on time payments.

If you’re applying for a HIPAA plan and want your plan to start in the
middle of the month, you’ll need to prorate this first payment for the days
remaining in the month your group coverage ended. You can figure that
out like this:

Monthly premium divided by number of days in the month.
MONTHLY PREMIUM DAYS IN THE MONTH TOTAL

s |+ | | = |

Then multiply that number by the number of days left in the month
after your coverage starts.

TOTAL FROM ABOVE DAYS LEFT IN THE MONTH TOTAL

s | x| | = |

SOCIAL SECURITY OR TAX ID NUMBER APPLICANT’S LAST NAME FIRST NAME

| | |
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Step 4: Current coverage.

The hard part is over.

Now we just need to know about any current health insurance you have

(coverage you had for 2025).

1.
Everyone
fills this in:

2.

3.

SOCIAL SECURITY OR TAX ID NUMBER

Are you or anyone else listed in Step 1 enrolled in a private or governmental
group or individual health plan or program at the fime of this application?

O Yes O No
If YES, have you used up all your benefits under that coverage?
O Yes O No

Is any person applying for this coverage entitled to benefits under Medicare
Part A or enrolled in Medicare Part B?

O Yes O No

If anyone listed in Step 1is entitled to benefits under Medicare Part A or
enrolled in Medicare Part B, you need to remove them. Those entitled to or
enrolled in Medicare can’t apply for benefits through this application. Learn
more at ssa.gov or visit the nearest Social Security Administration office.

Is the coverage you’re applying for intended to replace any accident or
health insurance you or anyone in Step 1 currently have? This includes a
Highmark policy.

O Yes O No

APPLICANT’S LAST NAME FIRST NAME

24
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Step 4: Current coverage.

If you 4
answered

yes to
1, 2, or 3:

Tell us about any other coverage you and/or your family members
have or have applied for:

NAME OF INSURANCE CARRIER GROUP NUMBER
NAME OF POLICY HOLDER EFFECTIVE DATE (MM/DD/YYYY)
POLICY NUMBER RELATIONSHIP TO APPLICANT

POLICY HOLDER’S DATE OF BIRTH (MM/DD/YYYY) POLICY HOLDER’S EMPLOYMENT STATUS

Everyone 5.
fills this in:

Will you or any of your family members who are applying for this coverage be
receiving premium payment assistance or grants from a third party payer*?

O Yes O No O Not Sure

If you answered Yes or I’'m Not Sure, please indicate the type of
third-party making payments to you or to Highmark on your behalf:

O

o

A family member O Other (please specify):

An Indian Tribe, tribal organization,
or urban Indian organization

An employer (Non-ICHRA and Non-QSEHRA) O  An Individual Coverage Health

Reimbursement Arrangement (ICHRA)
A local, State or Federal government

program, including a grantee thereof EMPLOYER NAME:

A Ryan White HIV/AIDS program

An IRS-recognized 501(c)(3) O A Qualified Small Employer Health

organization (nonprofit) Reimbursement Arrangement (QSEHRA)
EMPLOYER NAME:

A health care provider or supplier

* A third party payer would be any person, employer, organization or entity, that is paying all or

some portion of your/your family’s premium to Highmark, or directly to you/your family by means

such as cash, check, money order, prepaid debit card, credit card or electronic fund transfers.

O I/we acknowledge that I/we have an ongoing obligation to

report to Highmark any changes relating to premium payment

assistance or grants made by a third-party payer.

SOCIAL SECURITY OR TAX ID NUMBER

APPLICANT’S LAST NAME FIRST NAME

|| | |




Step 5: Your signature.

One last thing.

This is going to be a lot of legal language to read. Take a deep breath,

you can do this. Once you read it, sign at the bottom to let us know that you agree.

Ready? Let’s finish this.
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Step 5: Your signature.

My/our signature on this Application
indicates that I/we have read and fully
understand the following statements:

I/we hereby apply for health care plan
coverage for myself and/or my eligible
dependents listed on this Application.

I/we understand and agree that the terms
and conditions of our coverage will be
controlled by the written Subscription
Agreement and that they may adopt
reasonable policies, procedures, rules and
interpretations, consistent with the language
of that Agreement, to administer the
program. I/we recognize that our coverage
will only apply to admissions that occur and
services that are provided on or after the
effective date of our coverage.

I/we understand that the Agreement is
available only to residents of the geographic
area in which the product for which this
Application is completed is available

and that this Application is subject to

the provisions of this Agreement. This
Agreement renews on an annual basis.

If the first payment is not made with
this Application, the first premium
payment is due by the due date printed
on your first invoice. Failure to pay before
this due date will result in your Application
being canceled. You can also pay your
premium monthly in advance to Highmark.
If it’s convenient, you may pay more than
your monthly amount. We will apply excess
amounts on a monthly basis. These amounts
will be subject to premium increases on the
date the increase is effective.

I/we understand that the receipt of the
benefits under this program is subject to
the determination that the services were
medically necessary and appropriate.
Except for emergencies or delivery-related
admissions, all inpatient admissions

are subject to review prior to the
proposed admission.

We must receive and process your full
premium payment before we can pay claims
for any eligible services you receive. If
your ongoing monthly premium payments
are not received in the full amount within
the plan grace period, your plan will be
terminated. The termination date will be
the last month in which we received your
required payment. Claims for eligible
services will not be processed unless your
current premium has been paid in full.
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If you are applying for a Conversion plan

to cover you from the date your group plan
ended or you are applying for a HIPAA plan
to cover you from the date your employer
plan ended, your final premium payment
will include a prorated amount for the

days remaining in the month your group
coverage ended.

I can confirm that no one applying for
health insurance on this Application is
incarcerated (detained or jailed).

I know that I must tell Highmark

if any information I supplied on

this Application changes. I must call
1-800-544-6679 to report any changes.

If your Application for other than HMO
coverage is accepted, you agree to resolve
any and all disputes, claims, or controversies
arising out of or relating in any way to the
Agreement that is issued or any service for
which benefits are provided thereunder
through binding arbitration rather than
litigation in court. Your agreement to
arbitrate applies to disputes between

you and Highmark or any of Highmark’s
parents, subsidiaries, affiliates, officers,
directors, employees, or agents. Any such
disputes, claims, or controversies may only
be brought individually and not in concert
with other individuals who are not covered
under the Agreement, unless otherwise
agreed to by Highmark. Judgment may be
entered on any arbitration award in any
court having jurisdiction. The party filing
arbitration may choose to file before JAMS,
the American Arbitration Association, or any
other organization or arbitrator mutually
agreed to by the parties. Pennsylvania law
will apply.

Effective Date Of Coverage

Your plan is effective based
on the type of enrollment.

¢ If you apply between December 15th
and December 31st, your plan will
begin January 1st. If you apply between
January 1st and January 31st, your plan
will begin February 1st.

¢ HIPAA or Conversion plans
will begin on the effective date
marked on this application.

¢ If you’re applying during a Special
Enrollment Period (SEP), the
effective plan date is based on the
application laws for each eligible SEP.

To the best of my/our knowledge and
belief, the information provided on

this Application is true and correct.

I also understand that any attempts to
qualify for the program chosen through
fraud or other intentional misrepresentation
of a material fact will result in termination
of such contract.

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.

APPLICANT’S SIGNATURE

DATE

SPOUSE/DOMESTIC PARTNER/PARENT’S SIGNATURE

DATE

NOTICE TO ALL APPLICANTS: If you are applying for coverage that includes
your spouse or domestic partner, both you and your spouse/domestic partner
must sign this Application form. If you are unmarried, under the age of 18, and
applying for a policy that only covers yourself, your parent or guardian must
sign. This application is valid only when completed and signed by the applicant.
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Time to send this away.

Woohoo! You did it. You finished the application.
Now, tear out the pages you completed and send
them back to us. Here’s a few ways to do that:

fﬂ By mail:
Pack this completed, signed application into an envelope
with a check for your first payment. Then send it to us here:

Highmark Blue Cross Blue Shield
P.O. Box 382555
Pittsburgh, PA 15250-8555

@ Drop it off with us:

You can also bring this to a Highmark Insurance store.
Find a location by visiting HighmarkDirect.com.

That’s it, you’re done! We can’t wait to spend 2026 with you.



http://highmarkdirect.com
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All done?
Double check these
items to make sure your
application isn’t delayed:

D Make sure you’ve provided
your full social security number

D If you have a group number,
make sure it’s filled in.

D Your check must be included
with the application.

.




Only producers need to bother with this next section.
If you aren’t a producer, you do not need to fill this page out.

Producer’s Certificate

If you have questions about completing this application, please call the Producer Line at 1-800-652-9459.
If this section is not fully completed, we will not pay a commission.

NATIONAL PRODUCER NUMBER (NPN) PRODUCER’S NAME (LAST, FIRST, MIDDLE INITIAL)

AGENCY NAME PRODUCER’S SIGNATURE

BUSINESS PHONE NUMBER

A PRODUCER must complete this section to act on the applicant’s behalf.

1. Consider how the applicant answered your questions. 3. Have you advised the applicant of the features of
Do you know of any factors impacting the applicant’s the product that he/she has selected, including
eligibility? What about his/her dependents applying satisfying his/her deductible(s)?
for this coverage?

O Yes O No
O Yes O No

4. |s this applicant a current customer of Highmark?

PRODUCER SIGNATURE
‘ | O Yes O No
DATE 5. Have you retained a signed copy
‘ | of this application for your records?
AGENCY O Yes O No

‘ | Note: No producer may:

. . . 1. Accept risk or pass on any eligibility requirements;
2. Have you provided the applicant with

all relevant marketing materials? 2. Make or alter the terms of the Application or policy; or

3. Waive any of Highmark’s rights or requirements.
O Yes O No

219

®

Highmark Inc., d/b/a

Highmark Blue Cross Blue Shield
120 Fifth Avenue

Pittsburgh, PA 15222-3099

Internal use only

NATIONAL PRODUCER NUMBER (NPN)

Insurance may be provided by Highmark Blue Cross

Blue Shield or Highmark Coverage Advantage, both of which
are independent licensees of the Blue Cross and Blue Shield
Association.
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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:

e Provides free aids and services to people with disabilities fo 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 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

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

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

ATTENTION: If you speak English, free language translation and interpretation services are available fo you.
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in accessible
formats are also available free of charge. Call the number on the back of your ID card (TTY: 711) for help.

ATENCION: Si habla espafol, tiene a su disposicién servicios gratuitos de traduccién e interpretacién de idiomas.
También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y Braille) para
proporcionar informacién en formatos accesibles sin cargo. Llame al nimero que figura al dorso de su tarjeta de
identificacion (TTY: 711) si necesita ayuda.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Ubersetzungs- und Dolmetscherdienste zur
Verfiigung. AuBerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie GroBdruck, Audio und
Blindenschrift) zur Bereitstellung von Informationen in barrierefreien Formaten erhdéltlich. Wahlen Sie hierfur bitte die
Nummer auf der Rickseite Ihrer Ausweiskarte (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang ou pale a.
Ed ak sévis siplemante apwopriye (telke gwo lét, odyo, Braille) pou bay enfomasyon nan foma aksesib yo disponib
gratis fou. Rele nimewo ki sou do Kat ID w lan (TTY: 711) pou jwenn &d.

U65_None_M_1Col_10pt_blk_1c_2025
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BHWUMAHMWE: Ecnu Bel roBopuTe Ha pycckom Azeike, Bam gocTynHel GecnnartHele ycnyru nepesogd Ha ApYrom s3bIK.
Takke NpefocTaBNSETCA AONONHUTENBEHAA 6ECNNATHAA NOMOLLL U YCAYTM 0TOBpaXeHUs MHGOPMALMK B OCTYMHbBIX
dopmaTax (Hanpumep, KpynHbIM WpKHeTom, wprdtom Bpaina nau B Buge ayguosanucik). lna nony4yeHmus nomoLm
NO3BOHWTE MO HOMEPY, YKA3aHHOMY HA 06pPATHOM CTOpoHe Bawen ngeHTndukaumoHHon kaptel (TTY: 711).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di traduzione e interpretariato. Seno inoltre disponibili
gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille) per fornire
informazioni in formati accessibili. Per assistenza, chiami il numero riportato sul retro della Sua tessera di
identificazione (TTY: 711).

ATTENTION : si vous parlez francais, des services de traduction et d'interprétation gratuits sont & votre disposition. Vous
pouvez aussi bénéficier gratuitement de l'accés & des outils et services auxiliaires appropriés (affichage en gros
caractéres, audio et le braille) dans des formats accessibles. Veuillez appeler le numéro qui se trouve au verso de votre
carte d'identification (TTY : 711) pour obtenir de l'aide.

AKIYESI: Ti 0 ba nso &de Yorubd, awon ise itumo ati dgbufo &de wa ni arowots 6féé fun 0. Awon ise itoju ati iranlows t6
ye (bii titewé nla, gbigbo ohun, ati iwé afdju) lati pésé iwiflnni ni awon ona iradye si wé pelu 16féé. Pe nomba t6 wa
lehin kaddiiddnimo re (TTY: 711) fun iranlowo.
V70'097'N YAIYNYA TRYOKX (19 19 0VO'IINYO ANWOVNATRT [IX 2AXYTIVA'N TRIOY [VNAIFKI 'K VIYR WTR 0TV IR 2K 210K
[12 M9 [URIZND 1Y NT IN [VIVT [ONDIND YD'722021¥ "N VIXNDINDI'N [FV0WIY 1¥ (‘770702 IN NUTIN 70T YO'INA 1INTR) OVO'INYO [IN
870 e (TTY: 711) 707K7 VYOIV TR WK (19 0T YVIVTIR T IK 10N OYT VDN .7RYON
6 a0 Ae Ll Jia) Aiall ac sl ilarally Jilos g Ui iy Ulaa 4y ) sill dan il 5 3 50 jaill dam il cilonds o i g o pall a0l Canas o€ 1) 1l
Jeanll (TTY: 711) lig o 28lay ses e o530l o330 e Josil B4 (g1 533 (50 Lgal] J pum 8 (S ity i sl i (il g 3 o g e gl S Sl 5
EUSIAS
}= MRFEPN - BRIFALEHREBENESTENOFRS - 15 BNEEBR®ENAHE TENES (0XF
- BHMAEX ) UEFKNEEBEINESR - MEBL - BRITEMN ID FEEMNSE (WEALERSE: 711).

llot AU B AR Al Al Elal, Al dAHIRL HIE [Yes @Ml Bofale wal BeeV2 ot Azl Guciod B. Yol
Suleul MRl Y3 wsal i@ Ao uslas Al wal AcAl (B 3 W Qe2, 20320 2 gsct) ual (s
GUAGY 8. HEE HIZ MRl AU 5L8e{l W AL ool (TTY: 711) UR Sl 52

CHU Y: Néu quy vi néi tiéng Viét, ching t6i c6 dich vu bién dich va phién dich ngén ng® mién phi danh cho quy vi.
Chiing t8i ciing cung cdp mién phi cdc dich v va hé tro bd sung thich hop (nhw chi in I&n, t€p &m thanh va chir ndi)
dé cung cdp théng tin & cdc dinh dang dé tiép can. Vui long goi s6 dién thogi trén mat sau clia thé nhén dang clia quy
vi (TTY: 711) d& duoc tro gidp.

e feeera: ﬂﬁmma\mﬂﬁaﬂmﬁmm HIST 3Feldie T QI JAEE 3Teiet Sel| qgoansd
mmamﬁmﬁwmuﬁﬁtm(aﬁ&ﬁﬁ?mtamqﬁﬁammam
Wﬁmlnmqﬁﬂmmﬂﬂm(m. 711)|

FUAT CAA & Afe I ST Serd €, a1 39S fT HET HIOT Hefdre AR caredr d@at Farv 3uely g1 vaad
A AeY HiAT F AT 39 T & AU 3ugFT FgrT AT AR A (S w3 e, i AR do) o
foreres ey 1 weraar & v v ggue #E & 9 o Few (TTY: 711) W Fiar

FO|: ot E AFESI = 4% F5 A0 HY 8l 8 MH|AS 0|25 &= AUSLICH F2 7tstt Aoz B E
Hates = UAe HESH EX $0HE MH A0 2 24, 202 HAHhe 222 0|82 = ASLCHL =30| ZastA|H
ID 7= SIB0| §ls HE 2 SIS Al (TTY: 711).
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2026

is looking pretty great.

To find more information about Highmark's benefits and operating procedures, such as accessing the drug formulary or using network providers,
please visit Highmark.com, scroll to the bottom of the page and click on Quality Assurance or for a paper copy, call 1-855-873-4106.

Highmark Inc., D/B/A Highmark Blue Cross Blue Shield.

Insurance may be provided by Highmark Inc. d/b/a Highmark Blue Cross Blue Shield or Highmark Coverage Advantage Inc., both of which are
independent licensees of the Blue Cross and Blue Shield Association. The Blue Cross and Blue Shield symbols are registered marks of the Blue Cross
Blue Shield Association.
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