&

Effective Date Employer/Group Name Group Number

First Name Mmi Last Name Social Security Number (If no SS#, write NfA)
Address Email Address
City State |Zip County Home/Cell Phone

Special Enrollment Type (if applicable)
O Rehired Employee [0 COBRA Continuant Start Date

O Single/Widowed [ Married [ Divorced O HIPAA Life Event
(Please attach a copy of COBRA Election Notice or HIPAA Certificate to support eligibility.)

Marital Status (Please check one):

Full-Time Hire (or Rehire) Date (Month/Day/Year)| Hours Worked Per Week Gender
O Male 0O Female [0 Non-binary
Date of Birth (Month/Day/Year) Product Elections
O Medical Product Name: O Vision 0O Dental

First Name Ml [Last Name Relationship to You? s
O Spouse [0 Domestic Partner

Date of Birth (Month/Day/Year)

Social Security Number (If no SS#, write N/A) | Gender
O Male O Female 0O Non-binary

Product Selection(s):
O Medical O Vision O Dental

Note: +If your employer offers Domestic Partner coverage, please attach a Domestic Partner Affidavit and supporting documents to this
_I' .

First Name MiI | Last Name Relationship to You? [J Child
O Step-child 0O Adopted* [ Other*

Social Security Number (If no SS#, write N/A) | Gender Date of Birth (Month/Day/Year)

O Male O Female [ Non-binary

Product Elections Dependent Status if Age 26 or Older
O Medical O Vision O Dental O Disabled O Act 4**

*If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support
dependent eligibility.

**If your employer offers Act 4 adult dependent coverage, complete and attach an Act 4 Dependent Verification Form

First Name Ml | Last Name Relationship to You? 0O Child
O Step-child [0 Adopted* [ Other*
Social Security Number (If no SS#, write N/A) | Gender Date of Birth (Month/Day/Year)
0O male 0O Female [ Non-binary

Dependent Status if Age 26 or Older

Product Elections
O Act 4**

O Medical O Vision [ Dental O Disabled

MEMEW-129-C4 ENR-129 (R9-24)
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ast Name

elationship to You? i
[1 Step-child [J Adopted* [1 Other*

Social Security Number (If no SS#, write N/A)

Gender
{1 Male [ Female [ Non-binary

Date of Birth (Month/Day/Year)

Product Elections

O Medical O vision [1 Dental

Dependent Status if Age 26 or Older
[ Disabled O Act 4**

*If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support

dependent eligibility.

**|f your employer offers Act 4 adult dependent coverage, complete and attach an Act 4 Dependent Verification Form.



| HEREBY DECLINE MEDICAL COVERAGE: REASON FOR DECLINING MEDICAL COVERAGE:

0 For myself [1 I already have medical coverage.
E3 For family members ONLY: [J 1 don't have other medical coverage and don’t want coverage at this time.

[ For myself and ALL family members

[ For the following family members:

[ For myself

[ 1 don’t have other cove

[ For family memb d don’t want coverage at this time.

[ For myself and

{ HEREBY DECLINE DENTAL
[J For myself

REASON FOR DECLINING DENTAL COVERAGE:

[ 1 already have dental rage
[ 1 don’t have other covera®Qen n’t want coverage at this time.

[ For family mem

[ For myself and

| hereby acknowledge that | have been given the opportunity to participate in the group insurance plan provided by my employer and that |
have declined coverage for myself and/or my dependents as noted above. If | and/or any of my eligible dependents desire to apply for this
insurance at a later date, | may be required to wait until my group’s renewal or until a special enrollment (described below) 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/Contract Holder Signature (please hand sign if this is a paper request). Date

ONLY SIGN IF YOU ARE WAIVING COVERAGE

Special Enroliment Rights:

If you are declining enroliment for yourself or your dependents {(including your spouse) because of other health insurance or group health plan
coverage, you may in the future be able to enroll yourself and your dependents in this plan, provided that you request enroliment within 31
days after you and your dependent’s 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, if you have a new eligible dependent as a result of marriage, birth, adoption or
placement for adoption, you may be able to enroll yourself and your eligible dependents, provided that you request enroliment within 30
days after the marriage, birth, adoption or placement for adoption. To request special enrollment or obtain more information, contact your
employer or call the toll-free Highmark Member Service number: 1-800-345-3806 (TTY/TDD: Dial 711).
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Other Group or Non-Group Health Insurance Coverage

Name of Insurance Carrier Group Number Effective Date Name of Policyholder

Policyholder Date of | Relationship to Policyholder | Policy Number Policyholder Employment Status

Birth [ Active [IRetired Date of Retirement:

Medicare Coverage (Please list any family member that is eligible for Medicare Benefits)
Check {41) Reason For
Effective Dates Medicare Coverage Medicare
End Stage | Supplement
Name of Subscriber or Health Insurance Claim | Hospital | Medical | Prescription Renal or
Dependent Number (Part A) | (Part B) (Part D) | Age | Disability| Disease Complement?

0O O (| OYes [INo
0 O O OYes [INo
(] O O OYes [INo

| understand that this form enrolls those eligible persons listed above in the Products as described in the agreement between Highmark and

my employer. | authorize any payroll deductions required for the coverage and recognize that | must formally enroll my dependents on this
form or they will not be covered.

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

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.

l acknowledge and agree that any personally identifiable health information about me or my enrolied dependents (“Protected Health
Information”}is protected by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) 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 the Highmark Notice of Privacy Practices is available on
the Highmark Web site, or from the Highmark Privacy Office.

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/Contract Holder Signature (please hand sign if this is a paper request) Date

For New Group Business: Please send all new business materials (Small Group Business Application, Enroliment/Waiver Forms and
supporting documentation) to your Highmark Small Group Sales Contact.

For Ongoing Enroliment: If adding new employees/contract holders or dependents to an existing group, please send Enrollment/Waiver
Forms to one of the following addresses:

Email: enrolimentandbilling@highmark.com

Membership Department
P.O. Box 890172
Camp Hill, PA 17089-0172

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

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network
providers, please go to DiscoverHighmark.com/QualityAssurance; or for a paper copy, call 1-855-873-4108.
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<HIGHMARK @

Anindependent Lkense of the Bloe Cross and Blus Shield Assoristaon

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 ot 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 fo communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large prini, audio, accessible electronic formats, other formats)

« Provides free language services to people whose primary language is not English, such as:
- Quualified 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 fo 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, Pitisburgh, 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 o 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.goviocr/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.himl.

ATTENTION: If you speak English, assistance services, free of charge, are available to you. Call the number on the back of your ID card (TTY:711).

ATENCION: Si usted habla espaiol, servicios de asistencia lingilistica, de forma gratuita, estan disponibles para usted. Llame al niimero en la parte posterior de su
tarjeta de identificacion (TTY: 711).

BEER © RARR DS SRRt R IRE RS - W TS NP IS (TTY < 1D -

A8 A (TTY: TH ) 255 il O S Culy 53 ail g0 bl by Sl (e e 33 085 ) ooy 10 5 RS Thath 1208 e Siineas s i 3 40 Lad 81 4558
LB BINE MNBSIAE ZES S 8 S0 MBELICH 1D 3E S0M U HSR2 MBIBIMAIR (TTY: 711).

Kominike : Si se Kreyol Ayisyen ou pale, gen sévis entépreét, gratis-ticheri, ki la pou ede w. Rele nan nimewo ki nan do kat idantite w la (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Contatti il numero riportato sul retro della sua carta didentita (TTY: 711).

ATTY:711) 0y 1D R 19 0MT YOWRIND T SPIN TN ONIL NI 7T UDI PR KD YAUTVIN , FRYOR {19 719 ,0001IW0 §71 JXIOW [BIVT WETK 078 1R 2N I09K

TUAICESs R @i 9% Qe STy S U, SrEE S O A SIS STErge AAEd $oEE 9A0s | WivwE RS Fd (17 1)
PEL AT HYE (TR ST
NEAU LS Y UR PUEIPRIPRPRO B W8 i PN PTG i 3 PR 0% V. IREPE T FUA T FLUDE E-L FOR JUTUREQE L VIR HL, JUR Je S U

UWAGA: Dia 0s6b méwigcych po polsku dostepna jest bezplatna pomoc jezykowa. Zadzwon pod numer podany na odwrocie karty
ubezpieczenia zdrowotnego (TTY: 711).

ATTENTION: Si vous parlez frangais, les services d'assistance linguistique, gratuitement, sont a votre disposition.
Appelez le numéro au dos de votre carte d'identité (TTY: 711).

ATTY: 711) oS 08 gy peaionl g 5ol (SES (Al 5 s i o S ol e o ey g S8 e S s o3 9200l Bl b o

Ues_BS_M_1Col_8pt_blk_1c_2023



CHU Y: Néu quy vi néi tiéng Viét, chiing toi cung cap dich vu hd trg ngdn ngit mién phi cho quy vi. Xin goi s6 dién thoai & mat sau thé ID clia quy vi (TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika. Tawagan ang numero
sa likod ng iyong ID card (TTY: 711).

MPOZOXHK: Ze nepimtwon nou pAdte EAANVIKG, o1 SiaBéoipeg unnpeoieg yAwaooikng Borbsiag oag mapéyoviat Swpedav. Kakéote Tov apiBpd oTo niow HéPoE TG
Tautétnrag cac{TTY:711).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Highmark Benefits Group: PPO Blue $0 100/80 Gold

Coverage Period: 10/01/2025 - 09/30/2026
Coverage for: Individual/Family Plan Type: PPO

The Su‘mmary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows ybu how you and the g}_am would

; share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.myhighmark.com or call 1-800-345-3806. For
-~ general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
~You can view the Glossary at www.HealthCare.gov/sbc-glossary/ or call 1-800-345-3806 to request a copy.

What is the overall deductible?

$0 individual/$0 family network.
$500 individual/$1,000 family out-of-network.

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each family member must meet their own individual deductible until the
total amount of deductible expenses paid by all family members meets the
overall family deductible.

Are there services
covered before you meet your
deductible?

Yes. Emergency room care is covered before you
meet your out-of-network deductible.

Copayments and coinsurance amounts don’t count
toward the network deductible.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost-sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for
specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket limit
for this plan?

$9,200 individual/$18,400 family network out-of-
pocket.
$18,400 individual/$36,800 family out-of-network.

The gut-of-pocket limit is the most you could pay in a year for covered services.
If you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in the out-
of-pocket limit?

Premiums, balance-billed charges, and health care
this plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket

Will you pay less if you
use a network provider?

Yes. See www.mvyhighmark.com or call 1-800-345-
3806 for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing).

Be aware your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

Do I need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

An example of a benefit book can be found at https://shop.highmark.com/sales/!/sbc-agreements.
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Primary care visit to treat an injury or
illness

$25 copay/visit

All copayment and coinsurance costs shown in this chart are after your overall deductible has been met, if a deductible applies.

20% coinsurance

You may have to pay for services that
aren't preventive. Ask your provider if

Specialist visit $75 copay/visit 20% coinsurance the services needed are preventive.
Then check what your plan will pay for.
Preventive No charge 20% coinsurance
care/screening/immunization Please refer to your preventive
schedule for additional information.
Diagnostic test (x-ray, blood work) $75 copay/visit 20% coinsurance Copayments, if any, do not apply to
diagnostic services prescribed for the
Imaging (CT/PET scans, MRIs) $350 copay/visit 20% coinsurance treatment of mental health or substance
abuse.
Precertification may be required.
Low Cost Generic drugs $3/$6/%9 copay/prescription | Not covered Up to 31/60/90-day supply retail
(retail) pharmacy.
$3 copay/prescription
(mail order) Up to 90-day supply maintenance
$30/$60/$90 copay Not covered prescription drugs through mail order.
Iprescription
(retail) This plan uses an HCR Comprehensive
$30 copay/prescription Formulary.
(mail order)
. Formulary Brand drugs $65/$130/$195 copay Not covered
| Iprescription
(retail)
$130 copay/prescription
(mail order)
Non-Formulary Brand drugs $90/$180/$270 copay Not covered
fprescription
(retail)
$180 copay/prescription
(mail order)
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Formulary Specialty drugs 20% coinsurance, $350 Not covered Up to 31-day supply specialty drug
maximum/prescription retail pharmacy.
(retail)
20% coinsurance, $700 Up to 90-day supply maintenance
maximum/prescription specialty prescription drugs through
(mail order) mail order.

Non-Formulary Specialty drugs 30% coinsurance, $500 Not covered
maximum/prescription This plan uses an HCR Comprehensive
(retail) Formulary.
30% coinsurance, $1,000
maximum/prescription
(mail order)

Facility fee (e.g., ambulatory surgery $50 copay/visit 20% coinsurance Precertification may be required.

center)

Physician/surgeon fees No charge 20% coinsurance Precertification may be required.

Emergency room care $400 copay/visit $400 copay/visit Copay waived if admitted as an

. Deductible does not apply. | inpatient.

Emergency medical transportation No charge No charge Out-of-network: Subject to network
deductible.

Urgent care $85 copayvisit 20% coinsurance The copayment, if any, does not apply
to urgent care services prescribed for
the treatment of mental health or
substance abuse.

Facility fee (e.g., hospital room) $300 copay/admission 20% coinsurance Precertification may be required.

Physician/surgeon fees $10 copay per admission 20% coinsurance Precertification may be required.

Outpatient services $75 copayvisit 20% coinsurance Precertification may be required.

Inpatient services $300 copay/admission 20% coinsurance Precertification may be required.
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No charge

20% coinsurance

Cost sharing does not apply f

Childbirth/delivery professional services

$10 copay per admission

20% coinsurance

Childbirth/delivery facility services

No charge

20% coinsurance

preventive services.
Depending on the type of services, a
copayment, coinsurance, or deductible
may apply.

Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound.)

Network: The first visit to determine
pregnancy is covered at no charge.
Please refer to the Women's Health
Preventive Schedule for additional
information.

Precertification may be required.

? Home health care

No charge

20% coinsurance

Combined network and out-of-network:
60 visits per benefit period, aggregate
with visiting nurse.

Precertification may be required.

Rehabilitation services

$75 copay/visit

20% coinsurance

Combined network and out-of-network:
30 combined physical medicine and
occupational therapy visits and 30
speech therapy visits per benefit
period.

Limit does not apply to services for the
treatment of a mental health or
substance abuse diagnosis.
Precertification may be required.
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Habilitation services

$75 copay/visit

20% coinsurance

Combined network and out-of-network:
30 combined physical medicine and
occupational therapy visits and 30
speech therapy visits per benefit
period.

Limit does not apply to services for the
treatment of a mental health or
substance abuse diagnosis.
Precertification may be required

Skilled nursing care No charge 20% coinsurance Combined network and out-of-network:
120 days per benefit period.
Precertification may be required.

Durable medical equipment No charge 20% coinsurance Precertification may be required.

Hospice services No charge 20% coinsurance Combined network and out-of-network:
Respite care limit of 7 days every 6
months.
Precertification may be required.

Children’s eye exam No charge Not covered Network: One eye exam per 12-month
period up to age 19,

Children’s glasses No charge Not covered Network: One pair frames/lenses every
12 months.

| Children’s dental check-up No charge Not covered Network: One exam every 6 months.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Hearing aids e Routine eye care (Adult)
e Cosmetic surgery e Long-term care e Routine foot care
e Dental care (Adult) e Private-duty nursing e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e  Bariatric surgery e Infertility treatment e Non-emergency care when traveling outside
the U.S. See  www.bcbsglobalcore.com

e Chiropractic care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cgiio.cms.qov. The Pennsylvania Department of
Consumer Services at 1-877-881-6388. Other options to continue coverage are available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit http://www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, lock at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

o Highmark, Inc. at 1-800-345-3806.

e The Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

e Additionally, a consumer assistance program can help you file your appeal. Contact the Pennsylvania Department of Consumer Services at 1-877-881-6388.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

EThe plan’s overall deductible $0
B Specialist copayment $75
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ulfrasounds and blood work)
Specialist visit (anesthesia)

“Total Example Co:

In this example, Peg would pay:

®The plan's overall deductible $0
B Specialist copayment $75

EHospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)
Prescription drugs

Durable medical equipment (glucose meter)

In this example, Joe would pay:

EThe plan’s overall deductible $0
B Specialist copayment $75
B Hospital (facility) coinsurance 0%
®Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $0  Deductibles $0 Deductibles $0
Copayments $800 Copayments $1,400 Copayments $1,000
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions Limits or exclusions $0

_The total Pegwould payis

_Thetotal Miawouldpayis |

The plan would be responsible for the other costs of these EXAMPLE covered services.

Highmark Inc. d/b/a Highmark Blue Shield is an independent icenses of the Blue Cross Blue Shield Association.
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Insurance or benefit administration may be provided by Highmark Blue Shield, Highmark Benefits Group, or Highmark Health Insurance Company,
all of which are independent licensees of the Blue Cross and Blue Shield Association.

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers,
please go to DiscoverHighmark.com; or for a paper copy, call 1-855-873-4108.



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: Q<=m6Emmoo&msm"oq@ZQJSm_‘r:mmz?oﬁ.
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/iobby,jsf, or by mait 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.
If you speak English, language assistance services, free of charge, are available to you. Call 1-888-269-8412.

Si usted habla espafiol, servicios de asistencia lingUistica, de forma gratuita, estan disponibles para usted.
Llame al 1-888-269-8412.

AR RS T1E PR R A E RS o SYELTE 1-888-269-8412,

e

Néu quy vi néi tiéng Viét, chiing téi cung cap dich vu hé trg ngon ngir mién phi cho quy vi. Xin goi s6
1-888-269-8412.
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B=0E MBBAE 2SS 98 8 20 2= 1-888-269-8412 2 X3},

Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika. Tumawag sa
1-888-269-8412,

Ecnyt Bbl roBOpuUTE MO-PYCCKY, Bbi MOXKeTe BOCMONb30BaTbCA 6CnNaTHLIMU YCNYramu A3bIKOBOA NOAAEPXKY,
3soHuTe 1-888-269-8412.

. 1-888-269-8412 23, o Joail ol dalia dgladt 2210 B Bglaall clad Jligh gy el Zalll a2 131
Si se Kreyol Ayisyen ou pale, gen sévis entépret, gratis-ticheri, ki la pou ede w. Rele nan 1-888-269-841 2.

Si vous parlez francais, les services d'assistance linguistique, gratuitement, sont 3 votre disposition. Appelez
au 1-888-269-8412.

Dla 0séb méwiacych po polsku dostepna jest bezpfatna pomoc jezykowa. Zadzworn 1-888-269-8412.

Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para
1-888-269-8412.

Se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito. Chiamare
1'1-888-269-8412,

Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche Unterstiitzung kostenlos zur Verfligung.
Rufen Sie 1-888-269-8412.

AAGEDSREFEOH IEBT VAL L A « e 2 ZHEENC TR £, 1-888-269-8412
BWEOM U E,

- 1-888-269-8412 o o L e Ly 15 (3 Sea ath €256 o Caimn gus 6 (s 45 L L
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