
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
ARK C

O
M

PAN
Y

H
ighm

ark Blue C
ross Blue Shield and Keystone H

ealth Plan W
est are Independent Licensees of the Blue C

ross Blue Shield A
ssociation. H

ighm
ark is a registered service m

ark of H
ighm

ark, Inc. 
Blue C

ross, Blue Shield and the C
ross and Shield sym

bols are registered service m
arks of the Blue C

ross and Blue Shield A
ssociation, an association of independent Blue C

ross and Blue Shield Plans.






