FIGHMARK.
120 Fifth Avenue WAIVER OF INSURANCE COVERAGE

Pittsburgh PA 15222-3099

A. APPLICANT INFORMATION (Please Print):

Employee Name:

Date of Birth: SS #:

Employer Name: ___Delaware Valley School District Hire Date:

B. OTHER INSURANCE INFORMATION:

| elect to waive health care coverage offered by my employer through Highmark Blue Cross Blue Shield. | currently:

[ Do not have health coverage under any health plan.
[0 Do have health coverage through (please complete the following information):

CONTRACT HOLDER NAME

NAME OF HEALTH CARE PLAN/INSURER

GROUP NUMBER SUBSCRIBER ID NUMBER

RELATIONSHIP OF CONTRACT HOLDER TO YOU

O 1 decline coverage for the following individuals. Please check (¥') types of coverage being waived for each individual.

COVERAGE WAIVED

LAST FIRST

NAME NAME MI MEDICAL DRUG VISION DENTAL

EMPLOYEE

SPOUSE

DEPENDENT

DEPENDENT

DEPENDENT

DEPENDENT

C. VALIDATION/AUTHORIZATION STATEMENT:

1 hereby acknowledge that | have been given the opportunity to participate in the group insurance plan provided by my
employer. 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.

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

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

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

ENR-093 (R10-16)



Discrimination is Against the Law

The claims administrator complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability,
or sex. The claims administrator does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

The claims administrator:

- 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 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:
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 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/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.html.

Please note that your plan sponsor — and not the claims administrator - is
entirely responsible for determining member eligibility and for the design of
your plan/program.

ATTENTION: If you speak English, language 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 espafiol, servicios de asistencia linguiistica, de forma
gratuita, estan disponibles para usted. Llame al nimero en la parte posterior de
su tarjeta de identificacion (TTY: 711).

AR ARG TS AR R At e TE S TR SS -
BIRFTIRN B AL NS (TTY : 711) -

CHU Y: Néu quy vi néi ti€ng Viét, chiing téi cung cdp dich vu hé trg ngdn nglr
mién phi cho quy vi. Xin goi s6 dién thoai & mat sau thé
ID cia quy vi (TTY: 711).

BHUMAHWE: Ecniv Bbl roBOpUTE MO-PYCCKU, Bbl MOXKETE BOCMOSIb30BaTbCA
6ecnnaTHbIMK yCTyramm A3bIKOBOW NoafepKku. Mo3BoHMTE No HoMepy,
yKa3aHHOMy Ha 0bopoTe Ballein naeHTUUKALUOHHON KapTbl (HoMep ans
TekcT-TenedoHHbIX ycTponcts (TTY): 711).

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege,
un iss die Hilf Koschdefrei. Kannscht du die Nummer an deinre ID Kard
dahinner uffrufe (TTY: 711).

28 8012 AMSotAl= 222 Fol & S0l MSELIG ID ItE
LA A= HSE Mot AL (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
d'identita (TTY: 711).

3 1L i)l dalia 40 ) Aalll 845 glaad) Chlend @lligd Ay jall Al Euaatii ciS 1Y) 4
8 0y st ) Al A onal) Rl 3 35 ligh iy el 2l
(711 23Rl gl il pam (553 Qs ) iy 3 ey s 35 5l

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

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche
Unterstlitzung kostenlos zur Verfligung. Rufen Sie dazu die auf der Riickseite
Ihres Versicherungsausweises (TTY: 711) aufgefiihrte Nummer an.

2llol Ul % AR el el slletell &), dl el ULl Acul,
USAHL dMal GUANY 8. dHIRL WO UARG WBNail LA VAL ololR
UR Slet 83 (TTY: 711).

UWAGA: Dla os6b moéwigcych po polsku dostepna jest bezptatna pomoc
jezykowa. Zadzwor pod numer podany na odwrocie karty ubezpieczenia
zdrowotnego (TTY: 711).

Kominike : Si se Kreyol Ayisyen ou pale, gen sévis entépret, gratis-ticheri, ki la
pou ede w. Rele nan nimewo ki nan do kat idantite wla (TTY:711).
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ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para
vocé no seu idioma. Ligue para o nimero no verso da sua
identidade (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).
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BAA AKONINIZIN: Diné k’ehgo yanilti’go, language assistance services, éf
t’aa niik’eh, bee nika a’doowot, éi bee na’ahoot’i’. ID bee nééhozingo nanitinigii
bine’d¢¢’ (TTY: 711) ji” hodiilnih.

YA &: TGl 9 glldy dteld g, ar 39eh Jfe AfR[ere ST Heradr
JaT 3Ty §1 3T TEHT Ted (ID) FRE & NS & T AR T
BT F| (TTY: 711).
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H0eIEL w065 Saso (TTY: 711).

Tsans1u: winqaya Ine, fiusmssramdedunligu Tas laifidr1481e Tnslds
neaviiegaunaniaslseidilserruvesna (TTY: 711)

AT EfIer: Fef durs AuTe HINT Segas Hel, duTSel ST HINT
Gl AR, ATl Ww|mmmﬁw
HITAT W AR (TTY: 711) A1 ® IR

Aandacht: Indien u Nederlands spreekt, is de taaladviesdienst gratis
beschikbaar voor u. Bel het nummer op de achterkant van uw identificatie
(ID) kaart (TTY: 711).
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