Highmark Inc. d/b/a . . .
Highmark Blue Shield Highmark Senior Health Company Highmark Benefits Group

MEMBER CHANGE FORM

EMPLOYEE/CONTRACT HOLDER INFORMATION

Effective Date Employer/Group Name Group Number Payroll Location
REASON FOR COMPLETION: DEPENDENT CHANGES: OTHER CHANGES:
O Enroliment Chanaes Add dependent(s) due to HIPAA Life Event: O New Name
9 U Birth O Marriage U Adoption O Other U New Address
U Cancel Entire Contract Date of Above Event U Change to Medicare Eligible
1 COBRA Continuant (Please attach a copy of HIPAA Certification Form.) U Change Coverage
Cancel dependents due to: Date of Above Event

Start Date O Divorce QO Death O Other

(Please attach a copy of COBRA Election Notice.) Date of Above Event

CANCEL Reason for Contract Holder:

U Deceased U Left Employment U Involuntary Lay-Off U Other Coverage U Other Date of Above Event
Additional Comments:
First Name Ml Last Name Home/Cell Phone
Address City State Zip County
Date of Birth (Month/Day/Year) Gender Employment Status Social Security Number (Ifno SS#, write N/A)

O Male 0 Female O Non-binary | O Active O COBRA Q1 Disabled

Product Elections

O Medical Product Name Q Vision O Dental

COVERED DEPENDENT INFORMATION (If additional space is required, attach a separate sheet)

SPOUSE/DOMESTIC PARTNER

First Name Mi Last Name Relationship to You?
O Spouse O Domestic Partner?
Social Security Number (if no SS#, write N/A) | Gender Date of Birth (Month/Day/Year)

O Male 0 Female O Non-binary

Product Elections
O Medical O Vision O Dental

fIf your employer offers Domestic Partner coverage, please attach a Domestic Partner Affidavit and financial verification documents to this application.

DEPENDENT CHILD
First Name Mi Last Name Relationship to You? QO Child
0 Step-child O Adopted* O Other*
Social Security Number (If no SS#, write N/A) | Gender Date of Birth (Month/Day/Year)
U Male 0 Female O Non-binary
If Over Age 25, is Dependent Disabled? Product Selection(s)
d Yes O No U Medical O Vision O Dental

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

First Name ‘ MI Last Name Relationship to You? Q Child
Q Step-child O Adopted* QO Other*
Social Security Number (If no SS#, write N/A) | Gender Date of Birth (Month/Day/Year)
Q Male O Female QO Non-binary
If Over Age 25, is Dependent Disabled? Product Selection(s)
U Yes O No U Medical U Vision 4 Dental
DEPENDENT CHILD
First Name Mi Last Name Relationship to You? QO Child
U Step-child U Adopted* O Other*
Social Security Number (If no SS#, write N/A) | Gender Date of Birth (Month/Day/Year)
U Male O Female U Non-binary
If Over Age 25, is Dependent Disabled? Product Selection(s)
4 Yes O No 0 Medical 0 Vision QO Dental

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

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 [ 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 Disabili End Stage Supplement
(Part A) (Part B) (Part D) g€ isability Renal Disease | or Complement?
Qvyes ONo
Qvyes ONo
QvYes ONo

IMPORTANT: AUTHORIZED SIGNATURE REQUIRED

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

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.

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.

Employee/Contract Holder Signature (please hand sign if this is a paper request) Date

Please mail the forms to one of the following addresses:
Email: enrollmentandbilling@highmark.com

Membership Department e P.O.Box 890172 e Camp Hill, PA 17089-0172
Health Benefits or health benefit administration may be provided by or through Highmark Blue Shield, Highmark Senior Health Company, or Highmark Benefits
Group, all of which are independent licensees of the Blue Cross and Blue Shield Association.

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers, please go to
DiscoverHighmark.com/QualityAssurance; or for a paper copy, call 1-855-873-4108.



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 nimero en la parte posterior de su tarjeta de identificacion (TTY: 711).

BEE: MRBIRGPY, ARSRERFIES DRSS,
BRITENEMIEEENSE (TTY: 711) .



CHU Y: Néu quy vi néi tiéng Viét, ching téi cung cap dich vu hé trg ngén ngir mién phi cho quy vi. Xin goi s6
dién thoai & mat sau thé ID ctia 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).

BHUMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKI, Bbl MOXKETE BOCMOJIb30BaTbCA 6eCnNaTHbIMU YCyraMmm A3bIKOBOW
nogaep»ku. No3BoHUTE N0 HOMEpY, ykazaHHOMY Ha 060poTe Ballen NAeHTUPUKALMOHHOM KapTbl (HOMep
AnA TekcT-TenePpoHHbIx 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.

F BRENEEEOAIEEET VARV R - —ERAZEH CTHAWITE T, ID A— FDEICEA
EEINTWVBESICERZHDNFIEEN (TTY: 711),
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