
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.

15)
Last N

am
e, F

irst N
am

e – C
om

plete the last and first nam
e for each 

eligible person listed.

16)
R

elation C
ode – P

lease indicate the appropriate R
elation C

ode for each 
eligible participant. P

lease refer to the key (+
) provided on the application

below
 the E

LIG
IB

LE
 P

A
R

T
IC

IP
A

N
T

S
 section.

17)
B

irth D
ate (m

onth, day, century and year).

18)
Identification N

um
ber.

19)
F

ull N
am

e of P
rim

ary C
are P

hysician (P
C

P
) / G

roup P
ractice from

 
D

irectory – Indicate the nam
e of the P

rim
ary C

are P
hysician (P

C
P

) or 
G

roup P
ractice selected from

 the P
rovider D

irectory for yourself and 
each of your dependents. You and your dependents can each choose a 
different P

C
P.

20)
A

re you an existing P
atient of this P

C
P

? – P
lease check “ Yes” or “N

o” to 
indicate if you are currently a patient of the P

C
P

you chose.

21)
P

rim
ary C

are P
hysician (P

C
P

) N
um

ber from
 D

irectory – P
lease indicate the 

corresponding num
ber for the physician you or your dependent chose as a 

P
C

P
from

 the P
rovider D

irectory.

22)
D

irectory N
etw

ork C
ode – P

lease indicate the D
irectory N

etw
ork C

ode w
hich

is located on the front cover of your P
rovider D

irectory.

23)
C

om
plete if you, your spouse/dom

estic partner or one of your eligible 
dependents has other health insurance coverage or is eligible for M

edicare. 
R

efer to your M
edicare card to com

plete the M
edicare Inform

ation S
ection.

24)
You and your em

ployer m
ust sign and date the form

 w
here indicated.

E
M

P
L

O
Y

E
E

 IN
F

O
R

M
A

T
IO

N

Item
s 1 through 5 and 10 through 14 ask for inform

ation regarding the
em

ployee. T
he inform

ation you m
ust com

plete includes:

1)
R

eason for A
pplication – P

lease check the appropriate box indicating 
reason for application.

2)
E

m
ployee H

ire D
ate (i.e., date em

ployee first eligible to enroll for 
benefits) – S

pecify m
onth/day/year. R

equired under the H
ealth Insurance

P
ortability and A

ccountability A
ct of 1996 (H

IP
A

A
).

3)
E

m
ployee S

tatus: P
lease check the appropriate box(es) indicating 

w
hether you are an A

ctive, R
etired, H

ourly or S
alary em

ployee.

4)
E

m
ployee H

om
e P

hone N
um

ber (including area code)

5)
E

m
ployee W

ork P
hone N

um
ber (including area code)

Item
s 6 th

ro
u

g
h

 9 sh
o

u
ld

 b
e co

m
p

leted
 b

y yo
u

r A
cco

u
n

t A
d

m
in

istrato
r.

10)
E

m
ployer N

am
e.

11)
A

ssociation N
am

e – P
lease indicate if your E

m
ployer is part of an 

association.

12)
E

m
ployee Last N

am
e, F

irst N
am

e and M
iddle Initial.

13)
E

m
ployee S

treet A
ddress, C

ity, S
tate, and Z

ip C
ode.

14)
C

heck or w
rite in Type of P

roduct and Type of C
overage for w

hich you 
are enrolling using the appropriate category (em

ployee, insured &
 

spouse/dom
estic partner, parent and child, parent and children, or 

fam
ily).

Item
s 15 through 23 ask for im

portant inform
ation about yourself and each 

eligible m
em

ber of your fam
ily. P

lease com
plete the follow

ing inform
ation for

yourself, your spouse/dom
estic partner, or your child/dependent. P

lease 
indicate the relationship to the em

ployee according to the R
elation C

odes
provided below

 the E
LIG

IB
LE

 P
A

R
T

IC
IP

A
N

T
S

 section.

H
O

W
 TO

 C
O

M
P

L
E

T
E

 Y
O

U
R

 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 E
nrollm

ent A
pplication.

R
em

o
ve in

stru
ctio

n
 sh

eet to
 co

m
p

lete ap
p

licatio
n

.
A

ll inform
ation m

ust be com
pleted as indicated.

E
N

R
O

LL-1 (R
12-04)

A
 H

IG
H

M
A

RK C
O

M
PA

N
Y

H
ighm

ark B
lue C

ross B
lue Shield and K

eystone H
ealth Plan W

est are Independent Licensees of the B
lue C

ross B
lue Shield A

ssociation. H
ighm

ark is a registered service m
ark of H

ighm
ark, Inc. 

B
lue C

ross, B
lue Shield and the C

ross and Shield sym
bols are registered service m

arks of the B
lue C

ross and B
lue Shield A

ssociation, an association of independent B
lue C

ross and B
lue Shield Plans.
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E

A
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O
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P
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N

❑
E

N
R

O
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E
N

T

❑
N

E
W

 H
IR

E
❑

R
E

H
IR

E
❑

C
O

B
R

A

❑
O

T
H

E
R

:

12. E
M

P
LO

Y
E

E
’S

 LA
S

T
N

A
M

E
                                                                                                 F

IR
S

T
M

I

10. E
M

P
LO

Y
E

R
 N

A
M

E

13. A
D

D
R

E
S

S
 - S

T
R

E
E

T
C

IT
Y

S
TA

T
E

                Z
IP

23. 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

, please give the follow
ing inform

ation:

N
am

e of E
m

ployer (if applicable):
G

roup N
o:

N
am

e of Insurance C
arrier:

E
ffective D

ate:

N
am

e of Insured:

P
olicy N

um
ber:

Insurance C
arrier P

hone #

24.
To the best of m

yy know
ledge and belief, the inform

ation provided on this application is true and correct. 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 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. Iauthorize
any payroll deductions required for the coverage and recognize that Im

ust form
ally enroll m

y dependents on this form
 or they w

ill not

E
L

IG
IB

L
E

 PA
R

T
IC

IPA
N

T
S

(If you have additional dependents, attach separate sheet.)

+
R

elation C
odes:

02 - M
ale S

pouse, 03 - S
on, 05 - F

em
ale S

pouse, 06 - D
aughter, 07 - M

ale w
ith D

isability, 08 - F
em

ale w
ith D

isability, 09 - S
tudent M

ale (age 19 or older), 10 - S
tudent F

em
ale (age 19 or older), 

11 - G
randson, N

ephew
, B

rother, 12 - G
randdaughter, N

iece, S
ister, 13 - S

tepson, 14 - S
tepdaughter, 17 - M

ale D
om

estic P
artner, 18 - F

em
ale D

om
estic P

artner

14.
C

H
E

C
K

 T
Y

P
E

 O
F

E
M

P
LO

Y
E

E
IN

S
U

R
E

D
 &

S
P

O
U

S
E

/
P

A
R

E
N

T
&

P
A

R
E

N
T

&
FA

M
ILY

C
O

V
E

R
A

G
E

 E
M

P
LO

Y
E

E
O

N
LY

D
O

M
E

S
T

IC
 P

A
R

T
N

E
R

C
H

ILD
C

H
ILD

R
E

N
IS

 S
E

LE
C

T
IN

G
:

H
M

O
❑

❑
❑

❑
❑

P
O

S
❑

❑
❑

❑
❑

P
R

O
D

U
C

T
N

A
M

E
:

❑
❑

❑
❑

❑

D
E

N
TA

L
❑

❑
❑

❑
❑

V
IS

IO
N

❑
❑

❑
❑

❑

D
R

U
G

❑
❑

❑
❑

❑

11. A
S

S
O

C
IA

T
IO

N
 N

A
M

E
 - IF

 A
P

P
LIC

A
B

LE

2. E
M

P
LO

Y
E

E
H

IR
E

 D
A

T
E

6. E
F

F
E

C
T

IV
E

 D
A

T
E

3. S
TA

T
U

S

❑
A

C
T

IV
E

❑
H

O
U

R
LY

❑
R

E
T

IR
E

E
❑

S
A

LA
R

Y

4. H
O

M
E

 T
E

LE
P

H
O

N
E

 #

(     )

5. W
O

R
K

 T
E

LE
P

H
O

N
E

 #

(     )

7. G
R

O
U

P
N

U
M

B
E

R
8.P

A
Y

R
O

LL
LO

C
A

T
IO

N
 #

9. C
LO

C
K

 #

15. LA
S

T
N

A
M

E
, F

IR
S

T
N

A
M

E
, M

.I.
16. R

E
LA

T
IO

N
  

C
O

D
E

S
E

LF
❑

M
(01)

❑
F

(04)

S
P

E
C

IF
Y

C
O

D
E

:  +

S
P

E
C

IF
Y

C
O

D
E

:  +

S
P

E
C

IF
Y

C
O

D
E

:  +

S
P

E
C

IF
Y

C
O

D
E

:  +

❑
Y

E
S

❑
N

O

❑
Y

E
S

❑
N

O

❑
Y

E
S

❑
N

O

❑
Y

E
S

❑
N

O

❑
Y

E
S

❑
N

O

❑
Y

E
S

❑
N

O

17. B
IR

T
H

D
A

T
E

M
M

 / D
D

 / Y
Y

Y
Y

18. ID
E

N
T

IF
IC

A
T

IO
N

 N
U

M
B

E
R

19. F
U

LL
N

A
M

E
 O

F
 P

R
IM

A
R

Y
C

A
R

E
 P

H
Y

S
IC

IA
N

 (P
C

P
)

20. ESTABLISHED   
PATIENT?

21. P
C

P
N

U
M

B
E

R
 FR

O
M

 D
IR

E
C

TO
R

Y
22. DIRECTORY
NETW

ORK CODE

H
B

C
B

S
 C

O
P

Y

E
N

R
O

L
L

M
E

N
T

 A
P

P
L

IC
A

T
IO

N
P

L
E

A
S

E
 P

R
IN

T
    

(C
O

M
P

LE
T

E
 A

LL
B

U
T

T
H

E
 S

H
A

D
E

D
 A

R
E

A
S

)

E
N

R
O

LL-1 (R
12-04)

M
em

bership D
epartm

ent
F

ifth A
venue P

lace
120 F

ifth A
venue

P
ittsburgh, P

A
15222-3099

A
 H

IG
H

M
A

RK C
O

M
PA

N
Y

A
n Independent Licensee of the Blue C

ross and Blue Shield A
ssociation

❑
 S

pouse
❑

 D
om

. P
art.*    +

M
E

D
IC

A
R

E
IN

F
O

R
M

A
T

IO
N

:
List any fam

ily m
em

ber that is eligible for M
edicare B

enefits:
N

am
e of M

em
ber

H
ealth Insurance

P
art A

E
ffective

P
art B

 E
ffective

Last
F

irst
C

laim
 N

um
ber

D
ate (M

o-D
ay-Y

r)
D

ate (M
o-D

ay-Y
r)

/            /
/            /

/            /
/            /

/            /
/            /

D
o you have a M

edicare S
upplem

ent or other coverage that com
plem

ents M
edicare?

■■ ■■
Yes

■■ ■■
N

o

be covered. 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 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.

S
IG

N
A

T
U

R
E

 O
F

 E
M

P
LO

Y
E

E
D

A
T

E
A

U
T

H
O

R
IZ

A
T

IO
N

 - E
M

P
LO

Y
E

R
 S

IG
N

A
T

U
R

E
D

A
T

E



H
B

C
B

S
 C

O
P

Y
E

N
R

O
LL-1 (R

12-04)

1. R
E

A
S

O
N

 FO
R

 A
P

P
LIC

ATIO
N

❑
E

N
R

O
LLM

E
N

T

❑
N

E
W

 H
IR

E
❑

R
E

H
IR

E
❑

C
O

B
R

A

❑
O

T
H

E
R

:

12. E
M

P
LO

Y
E

E
’S

 LA
S

T
N

A
M

E
                                                                                                 F

IR
S

T
M

I

10. E
M

P
LO

Y
E

R
 N

A
M

E

13. A
D

D
R

E
S

S
 - S

T
R

E
E

T
C

IT
Y

S
TA

T
E

                Z
IP

E
L

IG
IB

L
E

 PA
R

T
IC

IPA
N

T
S

(If you have additional dependents, attach separate sheet.)

+
R

elation C
odes:

02 - M
ale S

pouse, 03 - S
on, 05 - F

em
ale S

pouse, 06 - D
aughter, 07 - M

ale w
ith D

isability, 08 - F
em

ale w
ith D

isability, 09 - S
tudent M

ale (age 19 or older), 10 - S
tudent F

em
ale (age 19 or older), 

11 - G
randson, N

ephew
, B

rother, 12 - G
randdaughter, N

iece, S
ister, 13 - S

tepson, 14 - S
tepdaughter, 17 - M

ale D
om

estic P
artner, 18 - F

em
ale D

om
estic P

artner

14.
C

H
E

C
K

 T
Y

P
E

 O
F

E
M

P
LO

Y
E

E
IN

S
U

R
E

D
 &

S
P

O
U

S
E

/
P

A
R

E
N

T
&

P
A

R
E

N
T

&
FA

M
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C
O

V
E

R
A

G
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Y
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E
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N
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M
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S
T
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R

T
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C
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H
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R
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G
:

H
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U
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T
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A
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E
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D
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A
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P
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6. E
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F
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C
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 D
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T
E
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T
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C
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O
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❑
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E
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S
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R
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M
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H
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N
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(     )

5. W
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R
K
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H
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(     )

7. G
R

O
U

P
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U
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B
E

R
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A
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R
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C
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T
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C
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T
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A
M

E
, F
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T
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A
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E
, M

.I.
16. R

E
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T
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C
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D
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S
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LF
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❑
F
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S
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E
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C
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D
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S
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E
C

IF
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C
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D
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S
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E
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D
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S
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E
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C
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D
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E
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❑
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❑
Y

E
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❑
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E
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E
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T
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M
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Y
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N
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M
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A
M

E
 O

F
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R
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A
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P
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20. ESTABLISHED   
PATIENT?

21. P
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P
N

U
M

B
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R
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O
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E
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TO
R

Y
22. DIRECTORY
NETW

ORK CODE

E
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M
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N
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A

T
IO

N
P

L
E

A
S

E
 P

R
IN

T
    

(C
O

M
P

LE
T

E
 A

LL
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M
em
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ifth A
venue P

lace
120 F

ifth A
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P
ittsburgh, P

A
15222-3099

A
 H

IG
H

M
A

RK C
O

M
PA

N
Y

A
n Independent Licensee of the Blue C

ross and Blue Shield A
ssociation

P
L

A
N

U
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E
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N
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B
lue S

hield
P
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B

lue C
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P
lan

M
ajor M

ed.
P
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D
ental

B
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B
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D
 

E
 

V
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B
asic   A

B
  C

D
 

E
 

D
rug

B
asic   A

B
  C

D
 

E
 

❑
 S

pouse
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 D
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. P
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B
lue S

hield
P

lan A
rea

B
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ross
P

lan A
rea

M
ajor M

ed.
P

lan A
rea

D
ental

P
lan A
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V

ision
P

lan A
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D
rug.

P
lan A
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2. E
M

P
LO

Y
E

E
H

IR
E

 D
A

T
E
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H
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P
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23. 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) ■■ ■■
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