
OPTIONAL WHOLE HEALTH BALANCE PROGRAM
ELECTION FORM

ELIGIBILITY
If you are not currently enrolled in a Highmark Medigap Blue Medicare Supplement plan, you are not eligible 
to enroll in the optional Whole Health Balance Program. Do not complete this form. If you are eligible, please 
complete this form in its entirety.

NAME, HOME ADDRESS AND MAILING ADDRESS

ADDITIONAL INFORMATION
MEDIGAP BLUE MEMBER ID*: 

(*as it appears on your current Medigap Blue Identification Card)

ENROLLMENT ELECTION
Please reference the attached optional Whole Health Balance Program benefit package description.
Would you like to enroll and have optional Whole Health Balance Program hearing, vision, dental and fitness benefits 
available to you for an additional monthly subscription fee?

q   Yes, I want to enroll in Whole Health Balance Program and agree to pay the monthly subscription fee.

SIGNATURE
I hereby acknowledge and agree that I have received and reviewed the optional Whole Health Balance Program benefit 
package description. My signature below verifies that I have read, understand and agree to the terms and conditions for 
enrolling in this optional plan and agree to pay the required monthly subscription fee.

First Name Middle Initial (if applicable) Last Name Suffix

Home Address (No PO Boxes) Apt. # State CountyCity Zip

Mailing Address (PO Boxes allowed) Apt. # State CountyCity Zip

Middle Initial (if applicable)

WHB/EEF/WV

Please return your completed Election Form to: 
Highmark Blue Cross Blue Shield 

P.O. Box 535049 
Pittsburgh, PA 15253-9801

Signature Date

Signature Date

POWER OF ATTORNEY

Phone #: (            ) 

ENR-312 (R8-18)

Home Phone (with area code)
(                 )



Discrimination is Against the Law

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

• 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 Plan has failed to provide these services or discriminated in another way on 
the basis of race, color, national origin, age, disability, or sex, 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.
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