
WAIVER OF INSURANCE COVERAGE

A.  APPLICANT INFORMATION (Please Print):

B.  OTHER INSURANCE INFORMATION:

I elect to waive health care coverage offered by my employer through Highmark Blue Cross Blue Shield.  I currently: 
 
 q	Do not have health coverage under any health plan.
 q	Do have health coverage through (please complete the following information):

C.  VALIDATION/AUTHORIZATION STATEMENT:

q I hereby acknowledge that I have been given the opportunity to participate in the group insurance plan provided by my 
employer. If I and/or any of my eligible dependents desire to apply for this insurance at a later date, I may be required to wait 
until my group’s renewal or until a special enrollment (described below) occurs before coverage will be offered.

SPECIAL ENROLLMENT RIGHTS:
If you are declining enrollment 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 enrollment 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 enrollment within 30 days after the marriage, birth, adoption or placement for adoption.
 
 
 Employee Signature ___________________________________________________ Date _________________________

ENR-093 (R10-16)

120 Fifth Avenue
Pittsburgh PA  15222-3099

CONTRACT HOLDER NAME

NAME OF HEALTH CARE PLAN/INSURER

GROUP NUMBER          SUBSCRIBER ID NUMBER

RELATIONSHIP OF CONTRACT HOLDER TO YOU

Employee Name:  _________________________________________________________________________________ 
 
Date of Birth: __________________________        SS #: __________________________________________________ 
 
Employer Name: ____________________________________________ Hire Date:  _________________________

I decline coverage for the following individuals.  Please check () types of coverage being waived for each individual.q	

Highmark Blue Cross Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association

EMPLOYEE

SPOUSE

DEPENDENT

DEPENDENT

DEPENDENT

DEPENDENT

MEDICAL DRUG VISION

COVERAGE WAIVED

DENTAL
LAST                                                           
NAME

FIRST                                                           
NAME MI

Employees and Employers:  Please retain copies of this form for your records.
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