
Highmark is different 
in all the ways  

that matter most. 
Benefits, perks, and access to care  

you won’t find in other plans. 
We’ve got your back.

For coverage questions, call the number on the back of your  
member ID card or talk with your plan administrator.
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Connect with us.
We’re on most of your favorite social media 
sites, so contact us there if it’s easier for you. 
You can say hi, ask questions, or give feedback. 
Find us here:

@highmark

linkedin.com/
company/highmark

youtube.com/
highmarkhealthy



Reach out if you need help. 
Please call us if you have any questions about your plan options. 

1-855-215-9239 (TTY 711)

We’re available Monday – Friday, 8 a.m. – 4:30 p.m.

*Blue Cross and Blue Shield Association, bcbs.com

Hi there, 

We know that your Medicare plan is about more than health care. It’s also about 

peace of mind. When you choose Highmark Blue Shield, you can feel confident 

that we’ll be there when you need us. Highmark is part of a network that’s been  

providing secure and stable coverage for more than 70 years. And with 1 in 3 

Americans covered by our network, you’re in good company.*

You get more with Highmark.
Our plans offer a lot more than a great network. In this booklet, we’ll walk you 

through some of our most popular benefits and perks so you can see how easy it is 

to access care and stay on top of your health. You’ll also find plan descriptions  

and enrollment materials.

CASHIC-Schalmont CSD
10728335 - Forever Blue 799 (PPO) Plan DNU7 TRx
(OOA)
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Finding care
Our Medicare Advantage plans connect you to the doctors and 
hospitals you trust. When you choose Highmark, you get the 
security of carrying a card accepted by the region’s leading health 
systems and medical practices, including:

• Albany Medical Center

• CapitalCare Medical Group

• Community Care Physicians P.C.

• Ellis Hospital

• Glens Falls Hospital

• Hudson Headwaters Health Network

• Irongate Family Practice

• Samaritan Hospital

• Saratoga Hospital

• St. Peter’s Health Partners

If you need emergency or urgent care, you can feel safe knowing 
that you’re covered at home or on the go. Just show your member 
ID card and you’ll receive care at any hospital in the world.
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With our PPO (Preferred Provider Organization) plans, you have 
in-network access to doctors and hospitals close to home and 
across the country for all plan-covered services.

PPO plans

In order for services outside your service area to be considered  
in network, the provider must participate with the local Medicare 
Advantage PPO network-sharing program.

You can find participating 
Medicare Advantage PPO 
providers in 49 states and 
two territories: 

If you need urgent or emergency care when you’re in another 
country, you’re covered. You may be asked to pay 100% of the 
cost at the time of service. You would then submit a claim to be 
reimbursed for your share of the cost.

To find out if a doctor participates in the Medicare Advantage 
PPO network sharing program, call 1-800-810-BLUE (2583) 
option 2 or visit medicare.highmark.com.

AL, AR, AZ, CA, CO, CT, DC, DE, FL, GA, HI, ID, IL, IN, IA, KS, KY, LA, 
ME, MD, MA, MI, MN, MO, MS, MT, NE, NV, NH, NJ, NM, NY, NC, ND, 
OH, OK, OR, PA, PR, RI, SC, SD, TN, TX, UT, VT, VA, WA, WV, WI.

When you’re 
traveling in the U.S.

When you’re 
traveling outside 
the U.S.
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Supplemental  
benefits
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Dental allowance

If you’re enrolled in a plan that offers this benefit, you can  
use these dollars toward certain dental services, including:

• Cleanings

• Periodontal cleanings

• Crowns

• Fillings

You can go to any dentist you want for care. You’ll pay upfront,  
then complete a dental reimbursement form. You mail that to us,  
along with your itemized bill and receipt. Reimbursement usually  
takes four to six weeks.

If you already have dental insurance, you can use the allowance  
for copays and coinsurance related to your care. 

If you have any questions, please call 1-800-329-2792 (TTY 711)  
October 1 – March 31, 8 a.m. – 8 p.m. seven days a week 
April 1 – September 30, 8 a.m. – 8 p.m., Monday - Friday
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Vision coverage
Cost-saving vision benefits — and access to Davis Vision 
providers — keep you seeing and looking your best.

Every Highmark Medicare Advantage plan covers:

• Annual routine eye exam*
• Glasses or contacts after cataract surgery*
• Glaucoma screening
• Diagnostic eye exam
• Diabetic retinal exam

Vision allowance
If you’re enrolled in a plan that offers this benefit,  
you can use these dollars to buy certain products.

Most Highmark Medicare 
Advantage plan covers:

• Contacts
• Frames
• Lens enhancements  

(antireflective coating, tint, 
scratch-resistance)

You can use your vision 
allowance at these  
Davis Vision providers:*

• America’s Best  
Contacts & Eyeglasses

• Visionworks
• Walmart 

For more information and to find a provider near you, 
visit DavisVision.com or contact Davis Vision at:  
1-800-999-5431 (TTY 711)

Monday – Friday 8 a.m. – 11 p.m.
Saturday 9 a.m. – 4 p.m.
Sunday noon – 4 p.m.

* You must use a Davis Vision 
provider in order for coverage 
to be considered in network.
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Hearing coverage
On top of routine hearing exams, most plans include a  
lower copay for high-quality hearing aids from TruHearing.™  
If you’re enrolled in a plan that offers this benefit, additional 
information can be found below.

Protect your hearing with top-notch care and  
cost-saving perks:

• Save with discounts on hearing devices.  
They typically cost between $2,720 to $3,250 but we offer 
affordable copays of $999 or less. See your Summary of 
Benefits for discounted rate. 

• Personalized care — meet with a local provider for your 
exam plus three follow-up visits for fittings and adjustments.

• State-of-the-art technology — experience the latest 
advances in hearing aids. 

• Free first year follow-up provider visits.

• Risk-free 60-day trial period.

• Three-year extended warranty.

• 80 free batteries per device. 

To learn more, visit TruHearing.com or call 1-844-208-2624  
8 a.m. – 8 p.m., Monday – Friday (TTY 711).
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Prescription  
drug coverage
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When it comes to your medications, Highmark makes sure  
you have access to safe, cost-effective drugs through the Medicare 
Part D prescription drug benefit. The list of drugs that are 
covered is called a formulary, which includes both generic  
and brand-name medications.

Prescription  
drug tiers

The drugs in the formulary are divided into five tiers.  
To save money, your best option is to choose drugs from  
Tier 1 and Tier 2 when possible.

Tier 1  
Preferred generic drugs

Tier 2  
Generic drugs 

Tier 3  
Brand-name drugs

Tier 4  
Nonpreferred drugs

Tier 5  
Specialty drugs 

Lowest cost to you

Highest cost to you

Understand  
your prescription  
drug coverage.
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The three stages of 
Medicare prescription 
drug coverage.

Stage 1 Deductible 
You pay a set amount before your plan kicks in.  
If you have a $0 deductible, you skip this and start in Stage 2.

Stage 3 Catastrophic coverage 
You have a $0 cost share for covered Part D drugs and 
vaccinations, including insulin products. 

Stage 2 Initial coverage 
You pay the regular tier copay or coinsurance for your 
prescriptions. Once the total cost of your medications reaches 
$2,000, you move to Stage 3.
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Save money on 
prescriptions with 
mail-order pharmacy.
If you take medications regularly, Express Scripts can 
make life simpler with prescriptions delivered right to 
your door. With Express Scripts, you get:

• Free standard shipping.

• Tier 1 generic drugs for as low as $0.

• Up to a 100-day supply of Tier 1 and Tier 2 drugs  
with just one, two, or two-and-a-half copays.

• Up to a 90-day supply of Tier 3 and Tier 4 drugs with  
just one, two, or two-and-a-half copays.

To find out if your drug is in the formulary, visit  
medicare.highmark.com. You can search for a specific drug  
or a category of drugs. If your drug isn’t in the formulary,  
talk with your doctor. They can help you find an alternative. 

You have four ways to fill your prescriptions  
with Express Scripts:

1. Ask your doctor to send your prescriptions electronically  
to the Express Scripts Pharmacy.

2. Call Member Service at the number on the back of  
your member ID card.

3. Go to express-scripts.com and register for an account.
4. Visit medicare.highmark.com to print an order form  

and mail it in.

If you have questions, call 1-800-329-2792 (TTY 711).

How to fill 
prescriptions
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A medication therapy management (MTM) program is a covered 
service we may offer. You may be invited to participate in a program 
designed for your specific health and pharmacy needs.

You may decide not to participate, but it is recommended that you 
take full advantage of this covered service if you are selected.

You may qualify for this program if you:

• Have at least three of the following chronic conditions: 
Alzheimer’s disease, bone disease/arthritis (including 
osteoporosis, osteoarthritis, and rheumatoid arthritis), chronic 
congestive heart failure (CHF), diabetes, dyslipidemia, end-
stage renal disease (ESRD), human immunodeficiency virus/
acquired immunodeficiency syndrome (HIV/AIDS), hypertension, 
mental health (including depression, schizophrenia, bipolar 
disorder, and chronic/disabling mental health conditions) or 
respiratory disease (including asthma, chronic obstructive 
pulmonary disease (COPD), and chronic lung disorders).

• Are taking at least eight Part D maintenance medications.
• Have annual costs of at least $1,623 for covered Part D 

medications.

Medication therapy 
management 
program

You may qualify for assistance paying for your prescription  
drugs through Medicare’s low-income subsidy program. If you 
get this help, your monthly plan premium will be lowered by the 
amount of your subsidy.

To find out more about this program,  
call 1-800-MEDICARE (633-4227) 24 hours a day,  
seven days a week. TTY users should call 1-877-586-2048.

Extra help from 
Medicare
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Highmark wellness rewards  
and personalized wellness plan.
As a Highmark Medicare Advantage member, you’ll receive 
a Personalized Wellness Plan up to twice a year. It includes a 
checklist of preventive tests, screenings, and healthy activities to 
complete throughout the year. 

Plus, you’re automatically enrolled in the Highmark Wellness 
Rewards Program. As you check off activities on your Personalized 
Wellness Plan, you’ll earn a reward for any eligible activities.  
We’ll send you details about the Wellness Reward Card features  
at the beginning of the year. 

FitOn Health fitness benefits.
FitOn gives you access to over 13,000 gyms and studios across the 
country, plus a large library of digital fitness classes. This fitness benefit 
is available at no cost, so you can stay active on your own terms. 

Your membership comes with:

• Wellness classes to help you build healthy habits. 

• Meal planning resources with 500+ exclusive recipes.

• Educational courses for managing chronic conditions.  

• Expert advice on topics like nutrition, weight loss, sleep, 
mindfulness, stress relief, and more.  

FitOn also offers more flexibility. Beyond large chain gyms, you 
can also visit smaller gyms and private studios. So no matter where 
you are or how you exercise, you always have options nearby.

To learn more, visit Fitonhealth.com.

Highmark House Call
Get a general wellness exam, suggestions for screenings or other 
tests, and a medicine review. To schedule a no-cost in-home or 
virtual house call, call us at 1-855-215-9239 (TTY 711) or visit 
medicare.highmark.com. Click Learn, enter your ZIP code, then 
click Plan Perks and Services and then Highmark House Call.
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Chiropractic care 
Our plans give you access to routine chiropractic visits  
through a participating provider. Check the Summary of  
Benefits for details on the number of covered visits per year.

Acupuncture and  
massage therapy
If you’re enrolled in a plan that offers this benefit, you can see 
any acupuncture or massage therapy provider you choose and 
get reimbursed for the cost of your covered services up to your 
annual allowance. 
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IIMMPPOORRTTAANNTT  IINNFFOORRMMAATTIIOONN::

22002244  MMeeddiiccaarree  SSttaarr  RRaattiinnggss

Highmark Blue Cross Blue Shield or Highmark Blue Shield - H5526

FFoorr  22002244,,  HHiigghhmmaarrkk  BBlluuee  CCrroossss  BBlluuee  SShhiieelldd  oorr  HHiigghhmmaarrkk  BBlluuee  SShhiieelldd  --  HH55552266  rreecceeiivveedd  tthhee

ffoolllloowwiinngg  SSttaarr  RRaattiinnggss  ffrroomm  MMeeddiiccaarree::  

OOvveerraallll  SSttaarr  RRaattiinngg::
HHeeaalltthh  SSeerrvviicceess  RRaattiinngg::

DDrruugg  SSeerrvviicceess  RRaattiinngg::

EEvveerryy  yyeeaarr,,  MMeeddiiccaarree  eevvaalluuaatteess  ppllaannss  bbaasseedd  oonn  aa  55--ssttaarr  rraattiinngg  ssyysstteemm..

WWhhyy  SSttaarr  RRaattiinnggss  AArree  IImmppoorrttaanntt

Medicare rates plans on their health and drug services.

This lets you easily compare plans based on quality and

performance. 

 Star Ratings are based on factors that include:

Feedback from members about the plan’s service and care

The number of members who left or stayed with the plan

The number of complaints Medicare got about the plan

Data from doctors and hospitals that work with the plan

More stars mean a better plan – for example, members may

get better care and better, faster customer service.

TThhee  nnuummbbeerr  ooff  ssttaarrss  sshhooww  hhooww  

wweellll  aa  ppllaann  ppeerrffoorrmmss..

EXCELLENT

ABOVE AVERAGE

AVERAGE

BELOW AVERAGE

POOR

Geett MMoorree IInnffoorrmmaattiioonn oonn SSttaarr RRaattiinnggss OOnnlliinnee 

Compare Star Ratings for this and other plans online at mmeeddiiccaarree..ggoovv//ppllaann--ccoommppaarree.

Questions? Call us at: 1-800-329-2792 (TTY 711)

We’re available:
October 1 – March 31 7 days a week, 8 a.m. to 8 p.m.
April 1 – September 30 Monday – Friday, 8 a.m. to 8 p.m.

Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Cross Blue Shield or Highmark Blue Shield is an
independent licensee of the Blue Cross Blue Shield Association. Highmark Blue Cross Blue Shield or Highmark Blue Shield
are Medicare Advantage HMO, PPO, and/or Part D plans with a Medicare contract. Enrollment in these plans depends on
contract renewal.

H5526_23_7607_M
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2025 Forever Blue 799 (PPO) Plan DNU7 TRx (OOA) Summary of
Benefits

In-Network Out-of-Network

Important Information

Premium and Other Important
Information

If you currently pay a premium for your coverage, please reach out to your
Group Benefit Administrator to find out your cost.

Most people will pay the standard monthly Part B premium. However, some
people will pay a higher premium because of their yearly income. For more
information about Part B premiums based on income, visit
www.medicare.gov/part-d/costs/premiums/drug-plan-premiums.html or call
Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-
877-486-2048. You may also call Social Security at 1-800-772-1213. TTY
users should call 1-800-325-0778.

Plan Deductible This plan does not have a medical deductible

Combined In and Out-of-
Network
Out-of-Pocket Maximum 
(does not include Part D Drugs)

$3,000

Covered Medical and Hospital Benefits

Note: Services with a 1 may require prior authorization.

Inpatient Hospital Care1 
(includes Substance Abuse and
Rehabilitation Services)

Our plan covers an unlimited number of
days for an inpatient hospital stay.

Except in an emergency, your doctor
must tell the plan that you are going to
be admitted to the hospital.

You pay: $0 per stay. You pay: $0 per stay.

Outpatient
Hospital/Ambulatory Surgery
Center1 

You pay: $50 Copay Outpatient
Hospital 
You pay: $50 Copay Ambulatory
Surgery Center

You pay: $50 Copay Outpatient
Hospital 
You pay: $50 Copay Ambulatory
Surgery Center

CASHIC - Schalmont CSD Medicare PPO Plan DNU7 Grp
10728335

 
Services with a 1 may require prior authorization
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Doctor Office Visits
Office visit copays do not apply to the
annual deductible if applicable

You pay: $20 Copay Primary Care
Physician visit

You pay: $20 Copay Specialist visit

You pay: $20 Copay Primary Care
Physician visit

You pay: $20 Copay Specialist visit

Preventive Services 
You pay: $0 copay

Our plan covers many preventive services, including: Abdominal Aortic
Aneurysm Screening, Alcohol misuse counseling, Bone Mass Measurement,
Breast cancer screening (mammogram), Cardiovascular disease (behavioral
therapy), Cardiovascular screenings, Cervical and Vaginal Cancer Screening,
Colorectal Cancer Screening (Colonoscopy, Fecal occult blood test, Flexible
sigmoidoscopy), Depression screening, Diabetes Screening, HIV screening,
Medical nutrition therapy services, Obesity screening and counseling, Prostate
cancer screenings (PSA), Sexually transmitted infections screening and
counseling, Tobacco use cessation counseling (counseling for people with no
sign of tobacco-related disease), Vaccine, including Flu shots, Hepatitis B
shots, Pneumococcal shots, "Welcome to Medicare" preventive visit (one-
time), Yearly "Wellness" visit 

Any additional preventive services approved by Medicare during the contract
year will be covered. 
If the doctor provides you additional services, separate doctor office visit cost
sharing may apply.

Emergency Care
You may go to any emergency room if
you reasonably believe you need
emergency care.

You pay $50 Copay for each emergency room visit.

Worldwide coverage for emergency and urgently needed care.

If you are admitted to the hospital within 1-day(s) for the same condition, your
copay is waived for the emergency room visit.

Urgent Care 
This is not emergency care You pay: $35 Copay

 

 
Services with a 1 may require prior authorization
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Diagnostic Tests, Lab, Radiology
Services1

Such as MRIs and CT Scans and X-rays

You pay: $0 Copay for lab/diagnostic
services in a physician's office or
independent lab.

You pay: $0 Copay for lab/diagnostic
services in an outpatient facility.

You pay: $20 Copay for standard
imaging services.

You pay: $20 Copay for advanced
imaging services.

You pay: $20 Copay for therapeutic
radiology services.

You pay: $0 Copay for lab/diagnostic
services in a physician's office or
independent lab.

You pay: $0 Copay for lab/diagnostic
services in an outpatient facility.

You pay: $20 Copay for standard
imaging services

You pay: $20 Copay for advanced
imaging services.

You pay: $20 Copay for therapeutic
radiology services.

Hearing Services 
Medicare covered Exam to diagnose and
treat hearing and balance issues

You pay: $20 Copay You pay: $20 Copay

Hearing Services 
Routine Exam up to 1 every year. Cost
sharing is not applied to the Combined In
and Out-of-Network Out-of-Pocket
Maximum. Up to 1 every year

You pay: $45 Copay

$699 Copay per aid per year for
TruHearing Advanced.
$999 Copay per aid per year for
TruHearing Premium.

You pay: $45 Copay

Dental Services1

Preventive dental services (such as
cleaning) not covered
Authorization rules may apply for
Medicare-covered accidental dental
services.

Medicare covered dental benefits you
pay: $0 Copay.

Medicare covered dental benefits you
pay: $20 Copay.

Dental Services1

$200 Dental Annual Allowance

 

 
Services with a 1 may require prior authorization
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Vision 
Medicare covered Exam to diagnose and
treat diseases and conditions of the eye
(including yearly glaucoma screening)

You pay: $20 Copay 

You pay: $0 copay for annual
screening for diabetic retinopathy (for
people with diabetes) 

You pay: $0 copay for eyeglass or
contact lenses after cataract surgery
with a participating Davis Vision
provider.

You pay: $20 Copay 

You pay: $0 copay for annual
screening for diabetic retinopathy (for
people with diabetes) 

You pay: $0 Copay for eyeglass or
contact lenses after cataract surgery
for all other providers

Routine Vision 
A Davis Vision provider must be used to
be considered in-network

Routine eye exam (for up to 1 every
year) you pay: $15 Copay You pay: 20% Coinsurance for routine

eye exams.

$200 Annual allowance (lenses and frames) offered through Davis Vision.

Mental Health Care1 
Inpatient visit: Covered services include
mental health care services that require a
hospital stay. There is a 190-day lifetime
limit for inpatient services in a
psychiatric hospital. The 190-day limit
does not apply to inpatient mental health
services provided in a psychiatric unit of
a general hospital . 

Office visit copays do not apply to the
annual deductible.

Inpatient stay you pay: $0 per stay

Outpatient individual/group therapy
visit for other mental health care
services you pay: $40 Copay

Outpatient individual therapy visit
with a psychiatrist you pay: $20
Copay

Inpatient stay you pay: $0 per stay

Outpatient individual/group therapy
visit for other mental health care
services you pay: $40 Copay

Outpatient individual therapy visit
with a psychiatrist you pay: $20
Copay

Skilled Nursing Facility (SNF)1 
Medicare-certified skilled nursing facility

You pay: $0 Copay per admission for
days 1-100.

No prior hospital stay is required.

You pay: $0 Copay per admission for
days 1-100.

No prior hospital stay is required.

Physical Therapy1
You pay: $20 Copay for Medicare-
covered Physical Therapy visits.

You pay: $20 Copay for Medicare-
covered Physical Therapy visits.

Ambulance Services1
Medically necessary ambulance services You pay: $50 Copay Emergency - You pay: $50 Copay

 

 
Services with a 1 may require prior authorization
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Transportation (Routine)1 
Combined 24 one-way trips.
Transportation related to continued
acute care after discharge does not apply
towards the trip limit.

Not Covered Not Covered for out-of-network
transportation services.

Part B Drugs1 
Drugs covered under Medicare Part B.
See Section 1 for more Information on
Medicare Part B Drugs.

Part B covers Immunosuppressive drugs,
Oral chemotherapy drugs, Physician
administered injectables, Nebulizer drugs
and other Part B drugs

You pay: 0% Coinsurance You pay: 0% Coinsurance

Acupuncture
Medicare-covered Acupuncture visits up
to 12 visits in 90 days for chronic low
back pain

You pay: $20 Copay for Medicare-
covered Acupuncture visits.

You pay: $20 Copay for Medicare-
covered Acupuncture visits.

Acupuncture & Massage
Therapy $500 allowance combined with Massage Therapy

Chiropractic Care1

Medicare-covered chiropractic visits are
for manual manipulation of the spine to
correct subluxation (a displacement or
misalignment of a joint or body part)

You pay: $20 Copay You pay: $20 Copay

Chiropractic Care
Routine Chiropractic visits up to 12
visits per year. (Visit limit combined In-
Network and Out-of Network)

You pay: $20 Copay You pay: $20 Copay

Supplies, equipment and
devices1 Durable Medical Equipment - You

pay: $0 for compression stockings; $0
Copay for all other items.

Prosthetics - You pay: $0 for diabetic
shoes/inserts: $0 Copay for all other
items.

Diabetic supplies - You pay: $0 Copay

Durable Medical Equipment - You
pay: $0 Copay.

Prosthetics - You pay: $0 Copay.

Diabetic supplies - You pay: $0 Copay

 

 
Services with a 1 may require prior authorization
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Foot Care (podiatry services) 
Medicare covered exam -Foot exams and
treatment if you have diabetes-related
nerve damage and/or meet certain
conditions.

You pay: $20 Copay You pay: $20 Copay

Foot Care (podiatry services) 
Routine visits up to 3 visits per year.
(Visit limit combined In-Network and
Out-of Network)

You pay: $20 Copay You pay: $20 Copay

Home Health Care1 You pay: $0 Copay You pay: $0 Copay

Outpatient Rehabilitation1 
Cardiac Rehabilitation

Occupational Therapy, Physical
Therapy, Speech and Language
Therapy

You pay: $20 Copay for Cardiac
(heart) Rehabilitation services.

You pay: $20 Copay for Medicare-
covered Occupational, Physical,
Speech and Language Therapy visits.

You pay: $20 Copay for Cardiac
(heart) Rehabilitation services.

You pay: $20 Copay for Medicare-
covered Occupational, Physical,
Speech and Language Therapy visits.

Over the Counter Drug
Allowance 

Not Covered

Renal Dialysis 
Services to Treat Kidney Disease

You pay: $0 Copay

Inside service area you pay: 20%
Coinsurance for non-participating
providers.
Outside service area $0 Copay for
non-participating providers.

Wellness/Education and Other
Supplemental Benefits &
Services 

The plan covers the following
supplemental education/wellness
programs: Nationwide Fitness
Network Membership/Fitness Classes

The plan covers the following
supplemental education/wellness
programs: Nationwide Fitness
Network Membership/Fitness Classes

Hospice 
You pay: $0 copay for hospice care from a Medicare-certified hospice. You may
have to pay part of the costs for drugs and respite care. Hospice is covered
outside of our plan. Please contact us for more details.

 

 
Services with a 1 may require prior authorization
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Meals After Inpatient Discharge
(1 meal per day up to 7 days upon
Discharge from an Inpatient Hospital or
SNF Stay. Must be activated within 30
days of discharge) 

Covered

 

 
Services with a 1 may require prior authorization
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Part D Prescription Drug Bene�ts

You pay the following until you reach the True Out of Pocket (TrOOP) costs threshold of $2,000. 

Deductible - $0

InitialInitial
CoverageCoverage

PreferredPreferred
RetailRetail
PharmacyPharmacy

Tier 31 Day Supply
Up to 100 Day Supply
Tier 1 & 2
Up to 90 Day Supply
Tier 3 & 4

Tier 1 (Preferred Generic Drugs) $0 Copay $0 Copay

Tier 2 (Generic Drugs) $10 Copay $30 Copay

Tier 3 (Preferred Brand Drugs and
Generics) $25 Copay $75 Copay

Tier 4 (Non-Preferred Drugs) $40 Copay $120 Copay

Tier 5 (Specialty drugs consist of both
Generic and Brand) $40 Copay Not Available

NetworkNetwork
RetailRetail
PharmacyPharmacy

Tier 31 Day Supply
Up to 100 Day Supply
Tier 1 & 2
Up to 90 Day Supply
Tier 3 & 4

Tier 1 (Preferred Generic Drugs) $5 Copay $15 Copay

Tier 2 (Generic Drugs) $15 Copay $45 Copay

Tier 3 (Preferred Brand Drugs and
Generics) $30 Copay $90 Copay

Tier 4 (Non-Preferred Drugs) $45 Copay $135 Copay

Tier 5 (Specialty drugs consist of both
Generic and Brand) $45 Copay Not Available

Mail OrderMail Order
(Express(Express
Scripts)Scripts)

Tier Up to 100 Day Supply Tier 1 & 2
Up to 90 Day Supply Tier 3 & 4

Tier 1 (Preferred Generic Drugs) $0 Copay

Tier 2 (Generic Drugs) $20 Copay

Tier 3 (Preferred Brand Drugs and
Generics) $50 Copay

Tier 4 (Non-Preferred Drugs) $80 Copay

Tier 5 (Specialty drugs consist of both
Generic and Brand) $40 Copay for a 31 day limit supply

Mail OrderMail Order
(All other(All other
Mail OrderMail Order
Pharmacies)Pharmacies)

Tier Up to 100 Day Supply Tier 1 & 2
Up to 90 Day Supply Tier 3 & 4

Tier 1 (Preferred Generic Drugs) $10 Copay

Tier 2 (Generic Drugs) $30 Copay

Tier 3 (Preferred Brand Drugs and
Generics) $60 Copay

Tier 4 (Non-Preferred Drugs) $90 Copay

Tier 5 (Specialty drugs consist of both
Generic and Brand) $45 Copay for a 31 day limit supply

CatastrophicCatastrophic
CoverageCoverage

After reaching the True Out of Pocket (TrOOP) costs, there is $0 member cost sharing for covered Part D drugs in
the catastrophic coverage phase, including for covered insulin products and Part D vaccinations.

FormularyFormulary Fundamental

Important Message If you have prescription cost sharing more than $35/month - What You Pay for InsulinImportant Message If you have prescription cost sharing more than $35/month - What You Pay for Insulin  – The
maximum copayment for a one-month supply of covered insulin products is $35, no matter what cost-sharing tier it is on or if you have
not met your Rx deductible (if applicable).

For questions about this plan's benefits or costs, please contact Forever Blue. Call 1-866-456-7739, (TTY users call 711), Monday through Friday, between 8 a.m. and
4:30 p.m. ET. Please have Reference Code 25FB0DNU7 10728335 ready when you call.
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If you want to know more about the coverage and costs of Original Medicare, look in your current 
“Medicare & You” handbook. View it online at medicare.gov or get a copy by calling 1-800-MEDICARE 
(1-800-633-4227), 24 hours a day, seven days a week. TTY users should call 1-877-486-2048.

Highmark Blue Shield is a Medicare Advantage HMO, PPO, and/or Part D plan with a Medicare 
contract. Enrollment in these plans depends on contract renewal. Highmark Western and Northeastern 
New York Inc. d/b/a Highmark Blue Shield is an independent licensee of the Blue Cross Blue Shield 
Association. All references to “Highmark” in this document are references to the Highmark company that 
is providing the member’s health benefits or health benefit administration and/or to one or more of its 
affiliated Blue companies.

TruHearing® is a registered trademark of TruHearing, Inc. TruHearing is an independent company that 
administers the routine hearing exam and hearing-aid benefit. Davis Vision, a subsidiary of Versant 
Health, is a separate company. Express Scripts is an independent company that administers the 
pharmacy benefit for your health plan. Other Pharmacies/ Physicians/Providers are available in our 
network. Out-of-network/non-contracted providers are under no obligation to treat Plan members except 
in emergency situations. Please call our customer service number or see your Evidence of Coverage for 
more information, including the cost-sharing that applies to out-of-network services.

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.

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY:711)

Tenemos servicios gratis de interpretación para responder cualquier pregunta que pueda tener sobre 
nuestro plan médico o de medicamentos. Para obtener un intérprete, simplemente llame al número 
correspondiente a su estado de residencia. Alguien que hable español puede ayudarlo. Este servicio 
es gratis.

我们免费提供口译服务，为您解答有关我们健康计划或药物 计划的任何疑问。如需口译服务，只需拨打
您所在州相应的 电话 号 码即可。说中文的工作人员可为您提供帮助。此项服务免 费。

EGHP_24_9286_M
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If you have any questions about our plans, need help filling out this application, or
need information in another language or format (Braille), please call 1-855-215-9239 (TTY 711). 

MEDICARE ADVANTAGE
GROUP ENROLLMENT APPLICATION

 
PART 1  PLEASE CHECK WHICH PLAN YOU WANT TO ENROLL IN

Last Name ___________________________________ First Name __________________________ Middle Initial ___________

Date of Birth (MM/DD/YYYY) ____________________________  Sex  M  F  

Email Address _______________________________________________

PERMANENT RESIDENCE STREET ADDRESS: (Don’t enter a PO Box. Note: For individuals experiencing homelessness, a PO Box may be considered your permanent residence address.)

Street/Apartment # _______________________________________________________________________________

City ___________________________________  State ______  County _______________  Zip Code ___________________

Home Phone Number (      ) ________________________ Alternative Phone Number (       ) __________________________ 
area code area code

MAILING ADDRESS (ONLY IF DIFFERENT FROM PERMANENT ADDRESS):

Street/Apartment # _______________________________________________________________________________

City ___________________________________  State ______  County _______________  Zip Code ___________________

PART 3  MEDICAL ELIGIBILITY INFORMATION

PART 2  PLEASE TELL US ABOUT YOURSELF

Name (as it appears on your Medicare card):

________________________________________________________________

Medicare Number 

________________________________________________________________

Entitled to:

Hospital (Part A) Effective Date ______ / ______ / ______

Medical (Part B) Effective Date ______ / ______ / ______
You must have Medicare Part A and Part B to join a Medicare Advantage plan.

EGHP_24_6817_C       ENR-476 (9-24)

Employer or Union Name _________________________________________   Location ________________________________ 

Member plan selection: 

______________________________________________                   ______________________ ______________________

 ______________________________________________                   ______________________ ______________________

 ______________________________________________                   ______________________ ______________________

 ______________________________________________                   ______________________ ______________________

Effective Date ____________________________________        Member bill level selection:          Group bill         Member bill

Monday – Friday, 8 a.m. to 4:30 p.m. 

Mailing Address: P.O. Box 15013, Albany, NY 12212 • Physical Address: 40 Century Hill Drive • Latham, NY 12110

Please take out your red, white and blue Medicare 
card to complete this section.

• Fill out this information as it appears on your 
Medicare card.

- OR –

• Attach a copy of your Medicare card or your letter from 
Social Security or the Railroad Retirement Board.

CASHIC-Schalmont CSD

10728335 Forever Blue 799 (PPO) Plan DNU7 TRx  

  

  

  



Page 2

Doctor’s Last Name _______________________________________        First Name _________________________________

Current Patient?     Yes  No

1.  Are you the retiree?      Yes  No

 If YES, retirement date (MM/DD/YYYY) _ _________________________________________________________________________

 If NO, name of retiree _ ____________________________________________________________________________________

2.  Are you the spouse of the retiree?     Yes  No

3. Are you covering a spouse or dependents under this employer or union plan?      Yes  No

 If YES, name of spouse _ ___________________________________________________________________________________

 Name of dependents  _ ____________________________________________________________________________________

4.  Some individuals may have other drug coverage, including other private insurance, Workers’ Compensation, VA benefits or  __    
         State pharmaceutical assistance programs. Will you have other prescription drug coverage in addition to Highmark Blue  ___ 
 Shield HMO or PPO?      Yes  No

 If YES, please list your other coverage and your identification (ID) number(s) for this coverage:

 Name of other coverage_ ___________________________________________________________________________________

 ID# for this coverage _______________________________________  Group# for this coverage_______________________________

5.  Are you a resident in a long-term care facility such as a nursing home?     Yes  No

 If YES, please list the institution’s name, address, phone number, and date of admission.

 Name_______________________________   Street_______________________________   Suite#________________________

 City_________________________________________   State______________________  ZIP Code________________________

 Phone (               )________________________    County __________________________________  Date of Admission ____________

                                                                                                                                                                                                      
6.  Are you enrolled in your state Medicaid program?      Yes  No

 If YES, please provide your Medicaid number _ _____________________________________________________________________

7.  Do you, on your own or through your spouse, have any health insurance other than Medicare, such as private insurance,  ____ 
 Workers’ Compensation, or VA benefits?     Yes  No

 If YES, what kind of insurance do you have? _______________________________________________________________________

 What is the name of your insurance? ___________________________________________________________________________

8.  Do you or does your spouse work?      Yes  No

PART 4  PLEASE LIST A PRIMARY CARE DOCTOR FROM THE PROVIDER DIRECTORY

PART 5 PLEASE READ AND ANSWER THESE QUESTIONS

(MM/DD/YYYY)area code
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By completing this enrollment application, I agree to the following: 
Highmark Blue Shield HMO or PPO are Medicare Advantage Plans and have a contract with the Federal government. I will need to keep my Medicare Parts A and B. I can 
be in only one Medicare Advantage plan at a time, and I understand that my enrollment in this plan will automatically end my enrollment in another Medicare health 
plan. It is my responsibility to inform you of any prescription drug coverage that I have or may get in the future. I understand that if I don’t have Medicare prescription drug 
coverage, or creditable prescription drug coverage (as good as Medicare’s), I may have to pay a late enrollment penalty if I enroll in Medicare prescription drug coverage 
in the future. Enrollment in this plan is generally for the entire year. Once I enroll, I may leave this plan or make changes only at certain times of the year if an enrollment 
period is available (example: annual enrollment period from October 15 – December 7), or under certain special circumstances.
Highmark Blue Shield HMO or PPO serve a specific service area. If I move out of the area that Highmark Blue Shield HMO or PPO serves, I need to notify the plan so I can 
disenroll and find a new plan in my new area. Once I am a member of Highmark Blue Shield HMO or PPO, I have the right to appeal plan decisions about payment or 
services if I disagree. I will read the Evidence of Coverage document from Highmark Blue Shield HMO or PPO once I receive it to know which rules I must follow to get 
coverage with this Medicare Advantage plan. I understand that people with Medicare aren’t usually covered under Medicare while out of the country except for limited 
coverage near the U.S. border. 
I understand that, beginning on the date Highmark Blue Shield HMO or PPO coverage begins, I must get all of my health care from Highmark Blue Shield, except for 
emergency or urgently needed services or out-of-area dialysis services. I understand that, beginning on the date Highmark Blue Shield HMO or PPO coverage begins, 
using services in network can cost less than using services out of network, except for emergency or urgently needed services or out-of-area dialysis services. If medically 
necessary, Highmark Blue Shield HMO or PPO provides refunds for all covered benefits, even if I get services out of network. Services authorized by Highmark Blue Shield 
and other services contained in my Highmark Blue Shield HMO and PPO Evidence of Coverage document (also known as a member contract or subscriber agreement) will 
be covered. Without authorization, NEITHER MEDICARE NOR HIGHMARK BLUE SHIELD WILL PAY FOR THE SERVICES. 
I understand that if I am getting assistance from a sales agent, broker, or other individual employed by or contracted with Highmark Blue Shield, the employee may be paid 
based on my enrollment in Highmark Blue Shield HMO or PPO.  

Release of Information:
By joining this Medicare health plan, I acknowledge that Highmark Blue Shield will release my information to Medicare and other plans as is necessary for treatment, 
payment, and health care operations. I also acknowledge that Highmark Blue Shield will release my information, including my prescription drug event data, to Medicare, 
who may release it for research and other purposes that follow all applicable Federal statutes and regulations. The information on this enrollment form is correct to the 
best of my knowledge. I understand that if I intentionally provide false information on this form, I will be disenrolled from the plan. I understand that my signature (or the 
signature of the person authorized to act on my behalf under the laws of the State where I live) on this application means that I have read and understand the contents 
of this application. If signed by an authorized individual (as described above), this signature certifies that 1) this person is authorized under State law to complete this 
enrollment and 2) documentation of this authority is available upon request from Medicare.

PART 6  PLEASE READ AND SIGN ON PAGE 4

Signature Today’s Date

If you are an authorized representative, you must sign above and provide the following information:

Last Name ___________________________________ First Name _________________________  Middle Initial ____________

Street/Apartment# _______________________________________________________________________________

City ___________________________________  State ______  County _______________  Zip Code ___________________

Home Phone Number (      ) ________________________  Relationship to Enrollee ___________________________________ 

                                          area code 

Please include a copy of your Power of Attorney paperwork.

____________________________________________________         _____________________________________

PART 6   ENROLLEE AUTHORIZATION  — SIGNATURE

Enrollee Authorization



I would like to receive my materials in a language other than English

I would like to receive my materials in an accessible format (Braille, Large Print, Data CD, Audio CD, etc.)

Please contact Highmark at 1-800-329-2792 if you need information in an accessible format or language other than English.  
TTY users should call 711. Our office hours are:

October 1 – March 31 8 a.m. to 8 p.m., 7 days a week

April 1 – September 30 8 a.m. to 5 p.m., Monday – Friday

Please check one of the boxes below if you want us to contact you about receiving information in a language 
other than English or in an accessible format:
    

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

q No, not of Hispanic, Latino/a, or Spanish origin
q Yes, Puerto Rican 
q Yes, another Hispanic, Latino/a or Spanish origin 

q Yes, Mexican, Mexican American, Chicano/a
q     Yes, Cuban
q     I choose not to answer.

q Asian Indian
q Filipino
q Korean
q Other Pacific Islander
q White

q    Black or African American
q    Guamanian or Chamorro
q    Native Hawaiian
q    Somoan
q    I choose not to answer

Answering these questions is your choice. You can’t be denied coverage because you don’t fill them out.

What’s your race? Select all that apply.

q American Indian or Alaska Native 
q Chinese
q Japanese
q    Other Asian
q Vietnamese

What is your gender? Select One.

q Woman          q Man          q Non-binary          q I use a different term_______________________________
q I choose not to answer

Which of the following best represents how you think of yourself? Select One.

q Lesbian or gay          q Straight, that is not gay or lesbian          q Bisexual          
q I use a different term_______________________________          q I don’t know             q I choose not to answer

Page 4

Highmark Blue Shield is a Medicare Advantage HMO, PPO, and/or Part D plan with a Medicare contract. Enrollment in these plans depends on contract renewal. 
Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Shield is an independent licensee of the Blue Cross Blue Shield Association. All references to 
“Highmark” in this document are references to the Highmark company that is providing the member’s health benefits or health benefit administration and/or to one or 
more of its affiliated Blue companies.

For individuals helping enrollee with completing this form only

Name:  ____________________________________________________________________________________________________

National Producer Number (Agents/Brokers only): _________________________________________________________

Relationship to Enrollee: ___________________________________________________________________________________

Effective Date of Coverage: ________________________________________________________________________________ 

Date Received: _____________________________________________________________________________________________

Signature: _________________________________________________________________________________________________



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, including sex stereotypes and gender identity. The Plan 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 Plan 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 Plan 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 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, 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.

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY: 711)
We have free interpreter services to answer any questions you may have about our health or drug plan. To get an 
interpreter, just call the number provided for your state of residence. Someone who speaks English can help you. 
This is a free service.

OMB# 0938-1421 (Exp. 12/31/25) O65_BS_P_1Col_10pt_blk_1c_2023
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If you have any questions about our plans, need help filling out this application, or
need information in another language or format (Braille), please call 1-855-215-9239 (TTY 711). 

MEDICARE ADVANTAGE
GROUP ENROLLMENT APPLICATION

 
PART 1  PLEASE CHECK WHICH PLAN YOU WANT TO ENROLL IN

Last Name ___________________________________ First Name __________________________ Middle Initial ___________

Date of Birth (MM/DD/YYYY) ____________________________  Sex  M  F  

Email Address _______________________________________________

PERMANENT RESIDENCE STREET ADDRESS: (Don’t enter a PO Box. Note: For individuals experiencing homelessness, a PO Box may be considered your permanent residence address.)

Street/Apartment # _______________________________________________________________________________

City ___________________________________  State ______  County _______________  Zip Code ___________________

Home Phone Number (      ) ________________________ Alternative Phone Number (       ) __________________________ 
area code area code

MAILING ADDRESS (ONLY IF DIFFERENT FROM PERMANENT ADDRESS):

Street/Apartment # _______________________________________________________________________________

City ___________________________________  State ______  County _______________  Zip Code ___________________

PART 3  MEDICAL ELIGIBILITY INFORMATION

PART 2  PLEASE TELL US ABOUT YOURSELF

Name (as it appears on your Medicare card):

________________________________________________________________

Medicare Number 

________________________________________________________________

Entitled to:

Hospital (Part A) Effective Date ______ / ______ / ______

Medical (Part B) Effective Date ______ / ______ / ______
You must have Medicare Part A and Part B to join a Medicare Advantage plan.

EGHP_24_6817_C       ENR-476 (9-24)

Employer or Union Name _________________________________________   Location ________________________________ 

Member plan selection: 

______________________________________________                   ______________________ ______________________

 ______________________________________________                   ______________________ ______________________

 ______________________________________________                   ______________________ ______________________

 ______________________________________________                   ______________________ ______________________

Effective Date ____________________________________        Member bill level selection:          Group bill         Member bill

Monday – Friday, 8 a.m. to 4:30 p.m. 

Mailing Address: P.O. Box 15013, Albany, NY 12212 • Physical Address: 40 Century Hill Drive • Latham, NY 12110

Please take out your red, white and blue Medicare 
card to complete this section.

• Fill out this information as it appears on your 
Medicare card.

- OR –

• Attach a copy of your Medicare card or your letter from 
Social Security or the Railroad Retirement Board.

CASHIC-Schalmont CSD

10728335 Forever Blue 799 (PPO) Plan DNU7 TRx  
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Doctor’s Last Name _______________________________________        First Name _________________________________

Current Patient?     Yes  No

1.  Are you the retiree?      Yes  No

 If YES, retirement date (MM/DD/YYYY) _ _________________________________________________________________________

 If NO, name of retiree _ ____________________________________________________________________________________

2.  Are you the spouse of the retiree?     Yes  No

3. Are you covering a spouse or dependents under this employer or union plan?      Yes  No

 If YES, name of spouse _ ___________________________________________________________________________________

 Name of dependents  _ ____________________________________________________________________________________

4.  Some individuals may have other drug coverage, including other private insurance, Workers’ Compensation, VA benefits or  __    
         State pharmaceutical assistance programs. Will you have other prescription drug coverage in addition to Highmark Blue  ___ 
 Shield HMO or PPO?      Yes  No

 If YES, please list your other coverage and your identification (ID) number(s) for this coverage:

 Name of other coverage_ ___________________________________________________________________________________

 ID# for this coverage _______________________________________  Group# for this coverage_______________________________

5.  Are you a resident in a long-term care facility such as a nursing home?     Yes  No

 If YES, please list the institution’s name, address, phone number, and date of admission.

 Name_______________________________   Street_______________________________   Suite#________________________

 City_________________________________________   State______________________  ZIP Code________________________

 Phone (               )________________________    County __________________________________  Date of Admission ____________

                                                                                                                                                                                                      
6.  Are you enrolled in your state Medicaid program?      Yes  No

 If YES, please provide your Medicaid number _ _____________________________________________________________________

7.  Do you, on your own or through your spouse, have any health insurance other than Medicare, such as private insurance,  ____ 
 Workers’ Compensation, or VA benefits?     Yes  No

 If YES, what kind of insurance do you have? _______________________________________________________________________

 What is the name of your insurance? ___________________________________________________________________________

8.  Do you or does your spouse work?      Yes  No

PART 4  PLEASE LIST A PRIMARY CARE DOCTOR FROM THE PROVIDER DIRECTORY

PART 5 PLEASE READ AND ANSWER THESE QUESTIONS

(MM/DD/YYYY)area code
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By completing this enrollment application, I agree to the following: 
Highmark Blue Shield HMO or PPO are Medicare Advantage Plans and have a contract with the Federal government. I will need to keep my Medicare Parts A and B. I can 
be in only one Medicare Advantage plan at a time, and I understand that my enrollment in this plan will automatically end my enrollment in another Medicare health 
plan. It is my responsibility to inform you of any prescription drug coverage that I have or may get in the future. I understand that if I don’t have Medicare prescription drug 
coverage, or creditable prescription drug coverage (as good as Medicare’s), I may have to pay a late enrollment penalty if I enroll in Medicare prescription drug coverage 
in the future. Enrollment in this plan is generally for the entire year. Once I enroll, I may leave this plan or make changes only at certain times of the year if an enrollment 
period is available (example: annual enrollment period from October 15 – December 7), or under certain special circumstances.
Highmark Blue Shield HMO or PPO serve a specific service area. If I move out of the area that Highmark Blue Shield HMO or PPO serves, I need to notify the plan so I can 
disenroll and find a new plan in my new area. Once I am a member of Highmark Blue Shield HMO or PPO, I have the right to appeal plan decisions about payment or 
services if I disagree. I will read the Evidence of Coverage document from Highmark Blue Shield HMO or PPO once I receive it to know which rules I must follow to get 
coverage with this Medicare Advantage plan. I understand that people with Medicare aren’t usually covered under Medicare while out of the country except for limited 
coverage near the U.S. border. 
I understand that, beginning on the date Highmark Blue Shield HMO or PPO coverage begins, I must get all of my health care from Highmark Blue Shield, except for 
emergency or urgently needed services or out-of-area dialysis services. I understand that, beginning on the date Highmark Blue Shield HMO or PPO coverage begins, 
using services in network can cost less than using services out of network, except for emergency or urgently needed services or out-of-area dialysis services. If medically 
necessary, Highmark Blue Shield HMO or PPO provides refunds for all covered benefits, even if I get services out of network. Services authorized by Highmark Blue Shield 
and other services contained in my Highmark Blue Shield HMO and PPO Evidence of Coverage document (also known as a member contract or subscriber agreement) will 
be covered. Without authorization, NEITHER MEDICARE NOR HIGHMARK BLUE SHIELD WILL PAY FOR THE SERVICES. 
I understand that if I am getting assistance from a sales agent, broker, or other individual employed by or contracted with Highmark Blue Shield, the employee may be paid 
based on my enrollment in Highmark Blue Shield HMO or PPO.  

Release of Information:
By joining this Medicare health plan, I acknowledge that Highmark Blue Shield will release my information to Medicare and other plans as is necessary for treatment, 
payment, and health care operations. I also acknowledge that Highmark Blue Shield will release my information, including my prescription drug event data, to Medicare, 
who may release it for research and other purposes that follow all applicable Federal statutes and regulations. The information on this enrollment form is correct to the 
best of my knowledge. I understand that if I intentionally provide false information on this form, I will be disenrolled from the plan. I understand that my signature (or the 
signature of the person authorized to act on my behalf under the laws of the State where I live) on this application means that I have read and understand the contents 
of this application. If signed by an authorized individual (as described above), this signature certifies that 1) this person is authorized under State law to complete this 
enrollment and 2) documentation of this authority is available upon request from Medicare.

PART 6  PLEASE READ AND SIGN ON PAGE 4

Signature Today’s Date

If you are an authorized representative, you must sign above and provide the following information:

Last Name ___________________________________ First Name _________________________  Middle Initial ____________

Street/Apartment# _______________________________________________________________________________

City ___________________________________  State ______  County _______________  Zip Code ___________________

Home Phone Number (      ) ________________________  Relationship to Enrollee ___________________________________ 

                                          area code 

Please include a copy of your Power of Attorney paperwork.

____________________________________________________         _____________________________________

PART 6   ENROLLEE AUTHORIZATION  — SIGNATURE

Enrollee Authorization



I would like to receive my materials in a language other than English

I would like to receive my materials in an accessible format (Braille, Large Print, Data CD, Audio CD, etc.)

Please contact Highmark at 1-800-329-2792 if you need information in an accessible format or language other than English.  
TTY users should call 711. Our office hours are:

October 1 – March 31 8 a.m. to 8 p.m., 7 days a week

April 1 – September 30 8 a.m. to 5 p.m., Monday – Friday

Please check one of the boxes below if you want us to contact you about receiving information in a language 
other than English or in an accessible format:
    

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

q No, not of Hispanic, Latino/a, or Spanish origin
q Yes, Puerto Rican 
q Yes, another Hispanic, Latino/a or Spanish origin 

q Yes, Mexican, Mexican American, Chicano/a
q     Yes, Cuban
q     I choose not to answer.

q Asian Indian
q Filipino
q Korean
q Other Pacific Islander
q White

q    Black or African American
q    Guamanian or Chamorro
q    Native Hawaiian
q    Somoan
q    I choose not to answer

Answering these questions is your choice. You can’t be denied coverage because you don’t fill them out.

What’s your race? Select all that apply.

q American Indian or Alaska Native 
q Chinese
q Japanese
q    Other Asian
q Vietnamese

What is your gender? Select One.

q Woman          q Man          q Non-binary          q I use a different term_______________________________
q I choose not to answer

Which of the following best represents how you think of yourself? Select One.

q Lesbian or gay          q Straight, that is not gay or lesbian          q Bisexual          
q I use a different term_______________________________          q I don’t know             q I choose not to answer

Page 4

Highmark Blue Shield is a Medicare Advantage HMO, PPO, and/or Part D plan with a Medicare contract. Enrollment in these plans depends on contract renewal. 
Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Shield is an independent licensee of the Blue Cross Blue Shield Association. All references to 
“Highmark” in this document are references to the Highmark company that is providing the member’s health benefits or health benefit administration and/or to one or 
more of its affiliated Blue companies.

For individuals helping enrollee with completing this form only

Name:  ____________________________________________________________________________________________________

National Producer Number (Agents/Brokers only): _________________________________________________________

Relationship to Enrollee: ___________________________________________________________________________________

Effective Date of Coverage: ________________________________________________________________________________ 

Date Received: _____________________________________________________________________________________________

Signature: _________________________________________________________________________________________________



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, including sex stereotypes and gender identity. The Plan 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 Plan 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 Plan 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 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, 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.

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY: 711)
We have free interpreter services to answer any questions you may have about our health or drug plan. To get an 
interpreter, just call the number provided for your state of residence. Someone who speaks English can help you. 
This is a free service.
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About our benefits and premiums
You may be able to get Extra Help to pay for your 
prescription drug premiums and costs. To see if you qualify 
for Extra Help program, call one of the following:
• 1-800-MEDICARE (1-800-633-4227) (TTY 711), 24 hours 

a day, seven days a week.
• The Social Security office at 1-800-772-1213 (TTY 711), 

between 7 a.m. and 7 p.m., Monday through Friday.
• Your state Medicaid office.
About us
Highmark Blue Shield is a Medicare Advantage HMO, 
PPO, and/or Part D plan with a Medicare contract. 
Enrollment in these plans depends on contract renewal.
Benefits and/or benefit administration may be provided by 
or through the following entities, which are independent 
licensees of the Blue Cross Blue Shield Association:
Northeastern NY: Highmark Western and Northeastern 
New York Inc. d/b/a Highmark Blue Shield.
All references to “Highmark” in this document are 
references to the Highmark company that is providing the 
member’s health benefits or health benefit administration 
and/or to one or more of its affiliated Blue companies.
FitOn Health is an independent company offering 
members a fitness benefit. 
TruHearing is a registered trademark of TruHearing, Inc., 
a separate company. 
Care at Home℠ is a program for Highmark Blue Shield 
members and is administered by Landmark, a separate 
company. 
Well360 Virtual Health is offered by your health plan and 
powered by Amwell. Amwell is an independent company 
that provides telemedicine services and does not provide 
Blue Cross and/or Blue Shield products or services. Amwell 
is solely responsible for their telemedicine services. 
Davis Vision is an independent company that provides 
the network and administers vision benefits for Highmark 
members.
Express Scripts® is a separate company. 
Every year, Medicare evaluates plans based on a 5-star 
rating system.
Other Pharmacies/Physicians/Providers are available in 
our network.
Out-of-network/non-contracted providers are under no 
obligation to treat Plan members except in emergency 
situations. Please call our customer service number or see 
your Evidence of Coverage for more information, including 
the cost-sharing that applies to out-of-network services.
To join a Medicare Advantage plan, you must be entitled to 
Medicare Part A, be enrolled in Medicare Part B, and live 
in our service area. Our service area includes the following 
counties in New York State: 
Albany, Columbia, Fulton, Greene, Montgomery, 
Rensselaer, Saratoga, Schenectady, Warren, Washington.
The Visitor/Travel Program will include Blue Medicare 
Advantage PPO network coverage of all Part A, Part B, 
and Supplemental benefits offered by your plan outside 
your service area in 48 states and 2 territories: Alabama, 
Arizona, Arkansas, California, Colorado, Connecticut, 
Delaware, District of Columbia, Florida, Georgia, Hawaii, 
Idaho, Illinois, Indiana, Iowa, Kansas, Kentucky, Louisiana, 

Maine, Maryland, Massachusetts, Michigan, Minnesota, 
Mississippi, Missouri, Montana, Nebraska, Nevada, New 
Hampshire, New Jersey, New Mexico, New York, North 
Carolina, North Dakota, Ohio, Oklahoma, Oregon, 
Pennsylvania, Puerto Rico, Rhode Island, South Carolina, 
South Dakota, Tennessee, Texas, Utah, Vermont, Virginia, 
Washington, Wisconsin, and West Virginia. For some of 
the states listed, MA PPO networks are only available in 
portions of the state.
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, including sex 
stereotypes and gender identity. The Plan 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 
Plan 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 Plan 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 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, 
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.
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Pennsylvania, Delaware, West Virginia, and New York: 
1-844-679-6930 (TTY: 711)

We have free interpreter services to answer any questions 
you may have about our health or drug plan. To get an 
interpreter, just call the number provided for your state 
of residence. Someone who speaks English can help you. 
This is a free service.



Connect with us.
We’re on most of your favorite social media 
sites, so contact us there if it’s easier for you. 
You can say hi, ask questions, or give feedback. 
Find us here:

@highmark

linkedin.com/
company/highmark

youtube.com/
highmarkhealthy



Highmark is different 
in all the ways  

that matter most. 
Benefits, perks, and access to care  

you won’t find in other plans. 
We’ve got your back.

For coverage questions, call the number on the back of your  
member ID card or talk with your plan administrator.

04/24 MX3509929EGHP_24_7171_M


