
Insurance or benefit administration may be provided by Highmark Blue Cross Blue Shield, Highmark Choice Company, or Highmark Health Insurance Company, 
all of which are independent licensees of the Blue Cross and Blue Shield Association.

ENROLLMENT/WAIVE FORM

I hereby certify that I have been given the opportunity to participate in the group insurance plan provided by my employer. If I and/or any of my Eligible Dependents desire to apply 
for this insurance at a later date, I may be required to wait until my group’s renewal or until a qualifying event occurs before coverage will be offered.

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 Signature ONLY SIGN IF YOU ARE WAIVING COVERAGE Date

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able to enroll yourself or your dependents 
in this plan, provided that you request enrollment within 30 days after your other coverage ends, or not later than 60 days if the other plan coverage was through Medicaid or a state Children’s Health 
Insurance Program (CHIP). In addition, as long as you are covered by the group’s health insurance plan provided by your employer, if you have a new dependent as a result of marriage, birth, adoption or 
placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption or placement for adoption.	

 II    ENROLLMENT INFORMATION AND COVERAGE SELECTION

Effective Date	 Employer Name 			

Last Name	 First Name		  MI	   Social Security No.

Address	

City	 State	 Zip	 Home Phone	

COBRA REASON:
q Deceased    q Involuntary Lay-Off    Date of Event
q Left Employment     q Other

ENR-365 (11-20)

*If “domestic partner” or “other” applies, complete using one of the following codes:  (02) Adopted Child, (05) Grandchild, (07) Nephew or Niece, (17) Stepson or Stepdaughter and (29) 
Domestic Partner.  Legal Documentation (Court Decree, Guardianship Papers, Domestic Partner Affidavit, etc.) must be provided prior to enrollment.   q  Other:

If you answered No to Med** under Product Selection, please list reason:

I. EMPLOYEE INFORMATION  (Must be completed for both enrollees and waivers)

Employment Status	 Date of Full-Time Hire	 Hours Worked     q COBRA
		  Mo	 Day	 Yr	 Per Week	 Start Date _____________________

End Date   _____________________
q Active    q  COBRA     q  Disabled

MVD-EW-W-1

	   List ALL Dependents,  
 Relationship to Employee 	 First 	Name & Middle Initial     Dependent Status             Product Selection 
   and Coverage Selection     	 (show Last Name if different from Subscriber)             Social Security # Birthdate           Gender       If Over Age 26          Med**          Vis             
					

q Spouse
q Dom. Part.*
q Child
q Other*
q Child
q Other*
q Child
q Other*

q Disabled

q Disabled

q Disabled

q M	
q F	  /         /

  /         /

  /         /

  /         /

  /         /

Employee

q M	
q F	
q M	
q F	
q M	
q F	
q M	
q F	

q Yes	
q No 

q Yes	
q No 
q Yes	
q No 
q Yes	
q No 

q Yes	
q No 

q Yes	
q No 
q Yes	
q No 
q Yes	
q No 

q Yes	
q No 

q Yes	
q No 

Group Number Payroll Location

Product Selection:
q Medical Product Name: _________________________________
q Vision Product Name:   _________________________________ 

_____________________________________________________



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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