’ APPLICATION FOR WHOLE HEALTH BALANCE PROGRAM*
I IG H M/\RK® MONTHLY PREMIUM RATE: $34.50
POLICY HOLDER INFORMATION

*IMPORTANT NOTE:
If you are not currently enrolled in a Highmark Medigap Blue Medicare Supplement plan, you are not
eligible to apply for the Whole Health Balance Program coverage. Do not complete this form.

First Name Middle Initial (if applicable) Last Name Suffix

Home Address (No PO Boxes) Apt. # City State Zip County

Mailing Address (PO Boxes allowed)  Apt. # City State Zip County

Home Phone (with area code) Email Address

Medigap Blue Member ID (appears on current Medigap Blue ID card) [ Check box if you are currently applying for Highmark
Medigap Blue coverage

READ AND SIGN BELOW

A. lacknowledge and agree that any personally identifiable health information about me or my enrolled dependents
(“Protected Health Information”) is protected by the Health Insurance Portability and Accountability Act of 1996
(HIPPA) and other privacy laws, and that, in accordance with those laws, Highmark may use and disclose
Protected Health Information for payment, treatment and health care operations as described in its Notice of Privacy
Practices. | understand that a copy of Highmark'’s Notice of Privacy Practices is available on Highmark’s Web site,
or from the Highmark Privacy Office.

B. I'hereby apply for coverage under a Highmark Blue Shield Whole Health Balance Subscription Agreement. | understand
this application is subject to approval by Highmark Blue Shield and the provisions of the Subscription Agreement,
including those that relate to the renewability of the coverage.

C.  To the best of my knowledge and belief, the information provided on this application is true and correct.

| hereby acknowledge and agree that | have received an Outline of Coverage. My signature below verifies that | have read under-
stand and agree to the terms and conditions for enrolling in this coverage and agree to pay the required monthly subscription fee.

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.

Signature Date Phone Number
POWER OF ATTORNEY
Signature Date

Please return your completed Application to:
Highmark Blue Shield
P.O. Box 535049

Pittsburgh, PA 15253-9801
WHB/APP/C ENR-310 (R10-18)



PRODUCER USE ONLY

A. List any other health insurance policies you have sold to this applicant which are still in force:

B. List any other health insurance policies you have sold to this applicant in the past five years which are no longer in force:

Signature of Agent or Broker Date

Print Name and I.D. Number:

Agency Name and Number:

Phone Number:




An Independent Licensee of the Blue jon

Cross and Blue Shield Associati

Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. The Plan does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex. The Plan:

« 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 Plan has failed to provide these services or discriminated in another way on

the basis of race, color, national origin, age, disability, or sex, 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
1-844-679-6930.

ATENCION: Si usted habla espafiol, servicios de asistencia linguiistica, de forma gratuita, estan disponibles
para usted. Llame al 1-844-679-6930.

BEE  NMBEBIEDP X ARBREEFRIESHEIRS -
EHE 1-844-679-6930 ©

CHU Y: Néu quy vi néi tiéng Viét, ching téi cung cap dich vu hé trg ngdn nglt mién phi cho quy vi. Xin goi s6
1-844-679-6930.
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BHMUMAHWE: Ecnn Bbl roBOpUTE NO-PYCCKU, Bbl MOXKETE BOCMOJIb30BaTbCA OeCnNaTHbIMU YCITyramu A3bIKOBOM
nogaepku. 3soHnTte 1-844-679-6930.

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege, un iss die Hilf Koschdefrei.
Kannscht du 1-844-679-6930 uffrufe.

gde: =0 AESHAlE 2= i 72 &990] MSEUCH 1-844-679-6930 2 T2t
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ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Chiamare I'1-844-679-6930.

a0 e i)l dabio dlaall 2l 3 4 sbaall iland @lligh cp yall Al Gaanti i€ 13) saps
.1-844-679-6930

ATTENTION: Si vous parlez francais, les services d'assistance linguistique, gratuitement, sont a votre
disposition. Appelez au 1-844-679-6930.

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche Unterstiitzung kostenlos zur
Verfligung. Rufen Sie 1-844-679-6930.

tRllol Ul 1 AR oAl eust ol &, dl dHal ANl UslAAL Acldl, HgcdAH Gude B.
1-844-679-6930 ol01R UR $lot $3.

UWAGA: Dla os6b moéwigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon
1-844-679-6930.

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 1-844-679-6930.

NIRISANAHRA

2%

wmichol : ninagadunw manig nwigimiwhaytgiwgamanitumo
IWRHAIERG 9 MIUT 1-844-679-6930 4

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para
1-844-679-6930.

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tumawag sa 1-844-679-6930 .

X BARBHABEGEDAIGEET VAR VA H—EREFER THIBWEITE 9, 1-844-679-6930
HEHUHLET,

ol 353 50 1-844-679-6930 osbed b (i L GG Gl SaS iladd i€ s Cumaa )8 Gl 4 Lad R s

BAA AKONINIZIN: Diné k'ehgo ydniti'go, language assistance services, &i t'ad nitk’eh, bee
nik& a’doowot, éi bee nd’ahdot'i’. Kojj' hodiilnih 1-844-679-6930.
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