
THE APPLICANT REPRESENTS that: by signing this application, he/she agrees that the group insurance described above will become effective upon acceptance of this application by the Company.
Applicant further acknowledges that no coverage will be effective before the date determined by the Company and only if the first Premium has been paid, and that no insurance producer has the right to
accept this application or bind coverage.  If this application is accepted, it becomes a part of the insurance contract between Applicant and the Company.  If this application is not accepted, any Premium
advanced by the Applicant will be refunded.
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Applicant warrants that all information on this application is true and complete, and acknowledges that coverage may be rescinded if there are material misstatements on this application.  If errors or
omissions in this application are discovered by the Company, it is authorized to amend this application by noting the changes on this form, and the acceptance, evidenced by Premium payment, of any
Policy issued on this application, so amended, shall constitute a ratification of any such changes or amendments.  Upon policy renewal date, payment of the renewal premium will confirm acceptance of
that renewal for the subsequent premium year.

Company Name

Street Address City State Zip County

Mailing Address - PO Box (if different than Street Address) City State Zip

Policymaker Name & Title Telephone Number

(              )

Fax Number

( )

Replacing Current Carrier?

� Yes � No
Name of Current Carrier Cancellation Date

Name & Address of Affiliates/Subsidiaries

� New Group �  Renewal � Update
APPLICATION FOR GROUP BENEFITS

White - Highmark Blue Shield z  Green - Underwriting Control z  Canary - Membership & Billing  z Pink - Customer  z  Goldenrod - Seller
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Total Number of Individuals to be Underwritten
Actual

Rate Methods: Dependents Covered? � Yes � No
Dep/Student Age:   �19/23 � 19/25   � 23/23 � 23/25 � 25/25

New Employees Eligible To Enroll     �  Date Of Hire �  Bill Date
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           PRODUCT

(PPO, POS, Vision, etc.)

    OPTIONS

(High, Standard,
    Basic, etc.)

EMPLOYEE INFORMATION

   % PAID BY GROUP ACTIVE RETIRED

UNDER  65 OVER  65

OTHER
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Do you offer group coverage with other carriers?

If Yes, list other carriers' names:

No. Hours Employees Must Work Per Week
To Be Eligible

Policymaker Signature Date

HBS Rep                     Rep Code Date

SIGNATURES REQUIRED BELOW
Name of Insurance Producer

Agency Name

Address

INSURANCE PRODUCER  INFORMATION

Telephone Number

Insurance Producer Signature

Anniversary DateEffective Date

Group Number

E
lig

ib
le

E
nr

ol
le

d

� ASO      � ASC     � Cost Plus
� Prospective � Retro credit � Retro funding

Comments:

En
ro

lle
d

Em
pl

oy
ee

Date

Under-
writing
Control
Analyst

Reviewer

HIGHMARK BLUE SHIELD USE ONLY
Date Received

Amount Received      $

Check Attachment � Yes � No

NOTE:  Rate Quote MUST be attached for all business.

Description of Business

Prior HBS Group No(s) if Existing Customer

Coverage Terminates:    �  Last Day Employed Reinstate Coverage:    � 1st Day Employed �  1st Day Next Mo

SIC Code

�  Last Day of the month   �  Other _____________ � N/A       �  Other  ___________________________�  1st Of Month Following Hire �  Other
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(Please Print)

_____/______/_______

COBRA MEDICARE
DISABLED
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(ESRD, Workman's Comp,
short term disability, etc.)

No. of Employees with Other Carriers: Employer EIN(s):�  Yes �  No

Note:  For Signature 65 enrollees, complete the Signature 65 (Medicare Secondary Payer) Questionnaire.  Refer to Instructions on the back of this form.



INSTRUCTIONS FOR COMPLETING APPLICATION FOR GROUP BENEFITS

Complete the form in its entirety (except shaded areas).  Some fields list "Other" as an option.  If you check this option, please indicate what
"Other" means in the space provided or in the Comments box in the lower left-hand corner of the form.  If the information requested in a particular
field is not applicable, please print "N/A" in the field.

Sample choices for Coverage Terminates if "Other" is checked:

z Last day of the month or approved lay-off/leave -- coverage is active up to 180 days
z Last day of pay period as specified by employer
z Determined by employer (please specify)

Sample choices for Reinstate Coverage if "Other" is checked:

z First day of current month
z Salaried employees eligible first of month following month hired
z Bargaining employees eligible first of month following 90 work days from hire
z Effective following one year of service
z Determined by employer (please specify)

For the Employee Information fields:

z Enter the name of each product purchased (DirectBlue, Vision, RX, etc.) and the corresponding Option selected (High, Standard,
Basic, Non-Standard, etc.)  Note: the Options for Signature 65 are No RX, MM RX (group size = 2-50) or Other (group size = 51 or
more).  If Other is selected, please indicate what the Option is in the Comments box in the lower left hand corner.

z Indicate the % (or monetary amount) in the % PAID BY GROUP for both Employees and Dependents for each Product.
z Enter the number of Eligible and Enrolled employees in the ACTIVE columns.
z Enter the number of Enrolled Under 65 and Enrolled Over 65 members in the RETIRED columns
z For the COBRA, MEDICARE DISABLED, and OTHER columns, enter separate numbers of Enrolled for Employee and

Spouse/Dependent in those columns.

Always Complete the Signature 65 (Medicare Secondary Payer) Questionnaire when enrolling members in Signature 65.
NOTE:  Individuals must be enrolled in both Medicare Part A and Medicare Part B to be enrolled in Signature 65.

The final, required fields on the form are the Signature Box and the  INSURANCE PRODUCER INFORMATION Box.  Be sure that the name of
the Policymaker in the Signature Box is the same as the Policymaker Name listed at the top of the form.


