
E
M

P
LO

Y
E

E
 IN

FO
R

M
A

TIO
N

T
he first thirteen (13) item

s ask for inform
ation regarding the em

ployee.
T

he inform
ation you m

ust com
plete includes:

1)
E

m
ployer N

am
e

2)
E

m
ployee F

irst N
am

e, skip a space, Last N
am

e.  (no m
iddle initial)

3)
E

m
ployee S

treet A
ddress

4)
C

ity

5)
S

tate

6)
Z

ip C
ode

7)
E

m
ployee S

ocial S
ecurity N

um
ber

8)
E

ffective D
ate of C

overage

9)
E

m
ployee S

tatus: P
lease check (✓

) the appropriate box indicating 
w

hether you are an A
ctive, R

etired, H
ourly or S

alary em
ployee

10)
E

m
ployee D

aytim
e P

hone N
um

ber (including area code)

11)
E

m
ployee E

vening P
hone N

um
ber (including area code)

12)
E

m
ployee D

ate of H
ire

13)
C

heck Type of C
overage for w

hich you are enrolling, using the 
appropriate category (em

ployee, tw
o person or fam

ily). 

Item
s 14

through 18
ask for im

portant inform
ation about yourself and

each eligible m
em

ber of your fam
ily (14

yourself, 15
your spouse/

dom
estic partner, 16-18

your dependents). P
lease com

plete all
requested inform

ation. W
e require this inform

ation to properly enroll you
and your eligible dependents. If relationship is “other”, please indicate
the dependent’s relationship to you according to the codes provided on
the application.

•
First N

am
e/Last N

am
e—

C
om

plete the first and last nam
e for 

each eligible person listed. S
kip a space betw

een first and last nam
e. 

D
o not use a m

iddle initial.

•
S

ocial S
ecurity N

um
ber—

P
lease include the S

ocial S
ecurity 

N
um

ber of each person.

•
D

o you have other insurance?
—

If you or a fam
ily m

em
ber have 

other m
edical insurance, including M

edicare, respond “Yes”. If not, 
you m

ustrespond “no”.

•
B

irth D
ate

(m
onth/day/year)

•
S

ex
(fem

ale or m
ale)

•
C

heck if: S
tudent over 19 and/or D

isabled
—

If your dependent is 
over the age of 19 and a full tim

e student or a disabled dependent 
of any age, please check (✓

) the appropriate colum
n by that 

dependent’s nam
e.

19)
If you checked “Yes” for O

ther Insurance, this inform
ation needs 

to 
be com

pleted if you, your spouse/dom
estic partner or one of 

your eligible dependents has other health insurance coverage or is
eligible for M

edicare. P
lease com

plete all inform
ation requested.

20)
S

hould be com
pleted by your account adm

inistrator.

21)
You m

ust sign and date the form
 w

here indicated.

22)
D

o not com
plete any of the inform

ation below
 the E

m
ployee 

S
ignature and D

ate.
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H
O

W
 TO

 C
O

M
P

L
E

T
E

 Y
O

U
R

H
IG

H
M

A
R

K
 B

L
U

E
 S

H
IE

L
D

E
N

R
O

L
L

M
E

N
T

 A
P

P
L

IC
A

T
IO

N
F

ollow
ing are instructions for com

pleting the H
ighm

ark B
lue S

hield E
nrollm

ent A
pplication.

A
ll inform

ation m
ust be com

pleted as indicated.

O
n

ce th
e fo

rm
 is co

m
p

leted
, retain

 th
e last co

p
y fo

r yo
u

r reco
rd

s.



1)
E

m
ployer N

am
e

2)
E

m
ployee F

irst N
am

e / Last N
am

e
(P

lease P
rin

t)

3)
S

treet A
ddress

E
m

p
lo

yee m
u

st co
m

p
lete item

s 1 th
ro

u
g

h
 13 an

d
 sig

n
. D

o
 n

o
t co

m
p

lete sh
ad

ed
 areas at b

o
tto

m
 o

f fo
rm

.

4)
C

ity
5)State

6)
Z

ip

7)
S

ocial S
ecurity N

um
ber

10)
E

m
ployee P

hone #—
D

ay

(       )
11)

E
m

ployee P
hone #—

E
vening

(       )

13) C
h

eck Typ
e o

f C
o

verag
e

M
E

D
IC

A
L

V
IS

IO
N

D
R

U
G

P
R

O
D

U
C

T
N

A
M

E

E
m

ployee O
nly

❑
❑

❑
❑

Insured &
S

pouse/D
om

estic P
artner

❑
❑

❑
❑

F
am

ily
❑

❑
❑

❑
P

arent &
 C

hild
❑

❑
❑

❑
P

arent &
 C

hildren
❑

❑
❑

❑

H
IG

H
M

A
R

K
 B

L
U

E
 S

H
IE

L
D

E
N

R
O

L
L

M
E

N
T

 A
P

P
L

IC
A

T
IO

N

EMPLOYEE
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C
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p H
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A
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8) E
ffective D

ate of C
overage

M
o

D
ay

Year
9)

E
m

ployee S
tatus

❑
 A

ctive
❑

 H
ourly

❑
 R

etired
❑

 S
alary

12) H
ire D

ate
M

o
D

ay
Year
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E
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R
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To
 b

e co
m

p
leted

 b
y A

cco
u

n
t/A

d
m

in
istrato

r o
n

ly

G
roup N

um
ber

P
ayroll N

um
ber

C
lock N

um
ber

22)

A
uthorized E

m
ployer S

ignature
D

ate
20)

E
m

ployee S
ignature

D
ate

21)

P
L

A
N

U
S

E
O

N
LY

P
R

P
lan

FA
P

lan
M

M
P

lan

D
ental

B
asic   A

B
  C

D
 

E
 

V
ision

B
asic   A

B
  C

D
 

E
 

D
rug

B
asic   A

B
  C

D
 

E
 

P
R

P
lan A

rea
FA

P
lan A

rea
M

M
P

lan A
rea

D
ental

P
lan A

rea 

V
ision

P
lan A

rea 

D
rug

P
lan A

rea 

C
o

m
p

lete item
s 14 th

ro
u

g
h

 19 w
h

ere ap
p

licab
le. L

ist elig
ib

le p
articip

an
ts (If yo

u
 h

ave ad
d

itio
n

al d
ep

en
d

en
ts, attach

 sep
arate sh

eet)

C
o

m
p

lete
W

h
ere

A
p

p
licab

le

S
elf

B
irth

 D
ate

M
o

      D
y      Y

r

S
ex

F
/M

S
tu

d
en

t
O

ver 19
D

is-
abled

C
h

eck If
S

o
cial S

ecu
rity N

u
m

b
er

P
lease P

rin
t 

F
irst N

am
e

M
id

d
le In

itial
L

ast N
am

e

❑
 C

hild
❑

 O
ther*

14)

15)

16)

17)

18)

❑
 S

pouse
❑

 D
om

. P
art.*

❑
 C

hild
❑

 O
ther*

❑
 C

hild
❑

 O
ther*

*If “d
o

m
estic p

artn
er” o

r “o
th

er” ap
p

lies, co
m

p
lete u

sin
g

 o
n

e o
f th

e fo
llo

w
in

g
 co

d
es:

—
G

ran
d

so
n

, N
ep

h
ew

, B
ro

th
er (11),

—
G

ran
d

d
au

g
h

ter, N
iece, S

ister (12),
—

S
tep

so
n

 (13),
—

S
tep

d
au

g
h

ter (14)
—

M
ale D

o
m

estic P
artn

er (17)
—

F
em

ale D
o

m
estic P

artn
er (18)

P
lease check one if applicable (If additional space is required, attach a separate sheet). If you ❑

, your spouse/dom
estic partner ❑

, or
dependent(s) ❑

, are enrolled in another P
rogram

 or M
edicare, please give the follow

ing inform
ation:

N
am

e of Insurance C
arrier:

___________________________________________________
E

ffective D
ate:

____________________

N
am

e of Insured:
___________________________________________________________

Is C
overage S

till in E
ffect? ❑

 Yes   ❑
 N

o

ID
 # or H

IC
#:

______________________________________________________________
If N

O
, C

ancel D
ate:

________________

If you have M
edicare, check if you have:

❑
 P

art A
- P

art A
E

ffective D
ate:___________________

❑
 P

art B
 - P

art B
 E

ffective D
ate:___________________

P
lease check one if applicable (If additional space is required, attach a separate sheet). If you ❑

, your spouse/dom
estic partner ❑

, or
dependent(s) ❑

, are enrolled in another P
rogram

 or M
edicare, please give the follow

ing inform
ation:

N
am

e of Insurance C
arrier:

___________________________________________________
E

ffective D
ate:

____________________

N
am

e of Insured:
___________________________________________________________

Is C
overage S

till in E
ffect? ❑

 Yes   ❑
 N

o

ID
 # or H

IC
#:

______________________________________________________________
If N

O
, C

ancel D
ate:

________________

If you have M
edicare, check if you have:

❑
 P

art A
- P

art A
E

ffective D
ate:___________________

❑
 P

art B
 - P

art B
 E

ffective D
ate:___________________

I certify that the inform
ation provided on this form

 is true to the best of m
y know

ledge. A
ny person w

ho know
ingly and w

ith intent
to defraud any insurance com

pany or other person files an application for insurance or statem
ent of claim

 containing any m
aterially

false inform
ation or conceals for the purpose of m

isleading, inform
ation concerning any fact m

aterial thereto com
m

its a fraudulent
insurance act, w

hich is a crim
e and subjects such person to crim

inal and civil penalties. I acknow
ledge and agree that any

personally identifiable health inform
ation about m

e or m
y enrolled dependents (“P

rotected H
ealth Inform

ation”) is protected by T
he

H
ealth Insurance P

ortability and A
ccountability A

ct of 1996 (H
IP

A
A

) and other privacy law
s, and that, in accordance w

ith those

19)

law
s, H

ighm
ark m

ay use and disclose P
rotected H

ealth Inform
ation for paym

ent, treatm
ent and health care operations as

described in its N
otice of P

rivacy P
ractices. I understand that a copy of H

ighm
ark’s N

otice of P
rivacy P

ractices is available on
H

ighm
ark’s W

eb site, or from
 the H

ighm
ark P

rivacy O
ffice. I understand that this form

 enrolls those eligible persons listed above
in the M

edical P
lan as described in the agreem

ent betw
een the plan and m

y em
ployer. I authorize any payroll deductions required

for the coverage and recognize that I m
ust form

ally enroll m
y dependents on this form

 or they w
ill not be covered.

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

D
o

 yo
u

 
h

ave o
th

er
in

su
ran

ce?

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19



1)
E

m
ployer N

am
e

2)
E

m
ployee F

irst N
am

e / Last N
am

e
(P

lease P
rin

t)

3)
S

treet A
ddress

E
m

p
lo

yee m
u

st co
m

p
lete item

s 1 th
ro

u
g

h
 13 an

d
 sig

n
. D

o
 n

o
t co

m
p

lete sh
ad

ed
 areas at b

o
tto

m
 o

f fo
rm

.

4)
C

ity
5)State

6)
Z

ip

7)
S

ocial S
ecurity N

um
ber

10)
E

m
ployee P

hone #—
D

ay

(       )
11)

E
m

ployee P
hone #—

E
vening

(       )

13) C
h

eck Typ
e o

f C
o

verag
e

M
E

D
IC

A
L

V
IS

IO
N

D
R

U
G

P
R

O
D

U
C

T
N

A
M

E

E
m

ployee O
nly

❑
❑

❑
❑

Insured &
S

pouse/D
om

estic P
artner

❑
❑

❑
❑

F
am

ily
❑

❑
❑

❑
P

arent &
 C

hild
❑

❑
❑

❑
P

arent &
 C

hildren
❑

❑
❑

❑

H
IG

H
M

A
R

K
 B

L
U

E
 S

H
IE

L
D

E
N

R
O

L
L

M
E

N
T

 A
P

P
L

IC
A

T
IO

N

EMPLOYEE

INFORMATION

P.O
. B

ox 890172
C

am
p H

ill, P
A

17089

8) E
ffective D

ate of C
overage

M
o

D
ay

Year
9)

E
m

ployee S
tatus

❑
 A

ctive
❑

 H
ourly

❑
 R

etired
❑

 S
alary

12) H
ire D

ate
M

o
D

ay
Year
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To
 b

e co
m

p
leted

 b
y A

cco
u

n
t/A

d
m

in
istrato

r o
n

ly

G
roup N

um
ber

P
ayroll N

um
ber

C
lock N

um
ber

22)

A
uthorized E

m
ployer S

ignature
D

ate
20)

E
m

ployee S
ignature

D
ate

21) C
o

m
p

lete item
s 14 th

ro
u

g
h

 19 w
h

ere ap
p

licab
le. L

ist elig
ib

le p
articip

an
ts (If yo

u
 h

ave ad
d

itio
n

al d
ep

en
d

en
ts, attach

 sep
arate sh

eet)

C
o

m
p

lete
W

h
ere

A
p

p
licab

le

S
elf

B
irth

 D
ate

M
o

      D
y      Y

r

S
ex

F
/M

S
tu

d
en

t
O

ver 19
D

is-
abled

C
h

eck If
S

o
cial S

ecu
rity N

u
m

b
er

P
lease P

rin
t 

F
irst N

am
e

M
id

d
le In

itial
L

ast N
am

e

❑
 C

hild
❑

 O
ther*

14)

15)

16)

17)

18)

❑
 S

pouse
❑

 D
om

. P
art.*

❑
 C

hild
❑

 O
ther*

❑
 C

hild
❑

 O
ther*

*If “d
o

m
estic p

artn
er” o

r “o
th

er” ap
p

lies, co
m

p
lete u

sin
g

 o
n

e o
f th

e fo
llo

w
in

g
 co

d
es:

—
G

ran
d

so
n

, N
ep

h
ew

, B
ro

th
er (11),

—
G

ran
d

d
au

g
h

ter, N
iece, S

ister (12),
—

S
tep

so
n

 (13),
—

S
tep

d
au

g
h

ter (14)
—

M
ale D

o
m

estic P
artn

er (17)
—

F
em

ale D
o

m
estic P

artn
er (18)

I certify that the inform
ation provided on this form

 is true to the best of m
y know

ledge. A
ny person w

ho know
ingly and w

ith intent
to defraud any insurance com

pany or other person files an application for insurance or statem
ent of claim

 containing any m
aterially

false inform
ation or conceals for the purpose of m

isleading, inform
ation concerning any fact m

aterial thereto com
m

its a fraudulent
insurance act, w

hich is a crim
e and subjects such person to crim

inal and civil penalties. I acknow
ledge and agree that any

personally identifiable health inform
ation about m

e or m
y enrolled dependents (“P

rotected H
ealth Inform

ation”) is protected by T
he

H
ealth Insurance P

ortability and A
ccountability A

ct of 1996 (H
IP

A
A

) and other privacy law
s, and that, in accordance w

ith those

19)

law
s, H

ighm
ark m

ay use and disclose P
rotected H

ealth Inform
ation for paym

ent, treatm
ent and health care operations as

described in its N
otice of P

rivacy P
ractices. I understand that a copy of H

ighm
ark’s N

otice of P
rivacy P

ractices is available on
H

ighm
ark’s W

eb site, or from
 the H

ighm
ark P

rivacy O
ffice. I understand that this form

 enrolls those eligible persons listed above
in the M

edical P
lan as described in the agreem

ent betw
een the plan and m

y em
ployer. I authorize any payroll deductions required

for the coverage and recognize that I m
ust form

ally enroll m
y dependents on this form

 or they w
ill not be covered.

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

D
o

 yo
u

 
h

ave o
th

er
in

su
ran

ce?

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

❑
 Yes  ❑

 N
o

If Y
E

S
, then

com
plete #19

P
lease check one if applicable (If additional space is required, attach a separate sheet). If you ❑

, your spouse/dom
estic partner ❑

, or
dependent(s) ❑

, are enrolled in another P
rogram

 or M
edicare, please give the follow

ing inform
ation:

N
am

e of Insurance C
arrier:

___________________________________________________
E

ffective D
ate:

____________________

N
am

e of Insured:
___________________________________________________________

Is C
overage S

till in E
ffect? ❑

 Yes   ❑
 N

o

ID
 # or H

IC
#:

______________________________________________________________
If N

O
, C

ancel D
ate:

________________

If you have M
edicare, check if you have:

❑
 P

art A
- P

art A
E

ffective D
ate:___________________

❑
 P

art B
 - P

art B
 E

ffective D
ate:___________________

P
lease check one if applicable (If additional space is required, attach a separate sheet). If you ❑

, your spouse/dom
estic partner ❑

, or
dependent(s) ❑

, are enrolled in another P
rogram

 or M
edicare, please give the follow

ing inform
ation:

N
am

e of Insurance C
arrier:

___________________________________________________
E

ffective D
ate:

____________________

N
am

e of Insured:
___________________________________________________________

Is C
overage S

till in E
ffect? ❑

 Yes   ❑
 N

o

ID
 # or H

IC
#:

______________________________________________________________
If N

O
, C

ancel D
ate:

________________

If you have M
edicare, check if you have:

❑
 P

art A
- P

art A
E

ffective D
ate:___________________

❑
 P

art B
 - P

art B
 E

ffective D
ate:___________________



1)
E

m
ployer N

am
e

2)
E

m
ployee F

irst N
am

e / Last N
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e
(P

lease P
rin

t)
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S
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ddress

E
m

p
lo

yee m
u

st co
m

p
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s 1 th
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u
g

h
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d
 sig

n
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o
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o
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m
p
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ed
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o
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m
 o

f fo
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.
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Z
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um
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10)
E

m
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(       )
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E
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E
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(       )
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f C
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❑
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❑
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❑

❑
P
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❑
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❑
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❑

❑

H
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H
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L
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8) E
ffective D

ate of C
overage

M
o

D
ay

Year
9)

E
m

ployee S
tatus

❑
 A

ctive
❑

 H
ourly

❑
 R

etired
❑

 S
alary

12) H
ire D

ate
M

o
D

ay
Year
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 b

e co
m

p
leted

 b
y A

cco
u

n
t/A

d
m

in
istrato

r o
n

ly

G
roup N

um
ber

P
ayroll N

um
ber

C
lock N
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 containing any m
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