


☐ Highmark Received in HR: ___________________ 
☐ UCCI Date Completed: __________________ 
☐ COBRA

 Office of Human Resources 

 Data Change Form 

Name: __________________________________ Royal ID #: _________________________ 

Effec�ve Date of Change: ______________________ 

Check the appropriate box(es) to indicate a change to your personal informa�on as indicated below: 

☐ Name: ___________________________________________
(Please provide suppor�ng documenta�on i.e., marriage cer�ficate, divorce decree, etc.) 

☐ Physical Address:_____________________________     ☐ If different, provide mailing address:
 ______________________________       ________________________________ 

      ______________________________      _________________________________ 
     ______________________________       _________________________________ 

☐ Telephone Number: __________________________
☐ Home   ☐ Cell

☐ Marital Status: (Please provide suppor�ng documenta�on i.e., marriage cer�ficate, divorce decree, etc.)

☐ Single ☐ Married ☐ Widowed  ☐ Divorced

☐ Add ☐ Remove the following spouse/dependent(s):
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General Instructions 
Section references are to the Internal Revenue Code. 

Future Developments 
For the latest information about developments related to 
Form W-4, such as legislation enacted after it was published, 
go to www.irs.gov/FormW4. 

Purpose of Form 
Complete Form W-4 so that your employer can withhold the 
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If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only 
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest 
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RESIDENCY CERTIFICATION FORM 
Local Earned Income Tax Withholding 
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ENROLLMENT/WAIVER FORM
COMPLETE THIS APPLICATION IN ITS ENTIRETY 

IN BLUE OR BLACK INK.
DO NOT USE PENCIL OR HIGHLIGHTER.



DEPENDENT CHILD

DEPENDENT CHILD

*If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support dependent
eligibility.

**If your employer offers Act 4 adult dependent coverage, complete and attach an Act 4 Dependent Verification Form.

First Name MI Last Name Relationship to You?     q Child
q Step-child     q Adopted*     q Other*     

Social Security Number (If no SS#, write N/A) Gender Date of Birth (Month/Day/Year) Age
q Male q Female /                         /

Product Selection(s): Dependent Status if Age 26 or Older
q Medical            q Vision            q



For New Group Business:  Please send all new business materials (Small Group Business Application, Enrollment/Waiver Forms and all supporting
documentation) to the appropriate Highmark Small Group Sales Contact.

For Ongoing Enrollment: If adding new employees/contract holders/or dependents to an existing group, please fax/send Enrollment/Waiver Forms to 
one of the following addresses:

Fax (800) 290-3301

https://www.enrollmentandbilling@highmark.com

Membership Department
P.O. Box 535193
Pittsburgh, PA  15253-5193

I understand that this form enrolls those eligible persons listed above in the Products as described in the agreement between Highmark and my employer.
I authorize any payroll deductions required for the coverage and recognize that I must formally enroll my dependents on this form or they will not be covered. 

To the best of my knowledge and belief, the information provided on this application is true and correct. 

V    IMPORTANT:   AUTHORIZED SIGNATURE REQUIRED

Print Employee/Contract Holder Name Print Employer/Group Name

Employee/Contract Holder Signature Date

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim
containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

I acknowledge and agree that any personally identifiable health information about me or my enrolled dependents (“Protected Health Information”) is
protected by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and other privacy laws, and that, in accordance with those laws,
Highmark may use and disclose Protected Health Information for payment, treatment and health care operations as described in its Notice of 
Privacy Practices. I understand that a copy of Highmark’s Notice of Privacy Practices is available on Highmark’s Web site, or from the Highmark 
Privacy Office.

IV    OTHER HEALTH INSURANCE COVERAGE

Name of Insurance Carrier Group Number Effective Date Name of Policyholder

Policyholder Date of Birth Relationship to Policyholder Policy Number Policyholder Employment Status

Medicare Coverage (Please list any family member that is eligible for Medicare Benefits)

q Yes q No

q Yes q No

q Active q Retired      Date of Retirement: /          //          /

Other Group or Non-Group Health Insurance Coverage

/ /

Effective Dates Check (✓) Reason For Medicare Coverage

Age Disability End Stage
Renal Disease     

Hospital Medical Prescription
(Part A) (Part B) (Part D)

Medicare
Supplement

or Complement?
Name of Subscriber or Dependent Health Insurance Claim Number

q Yes q No

To find more information about our benefits and operating procedures, such as accessing the drug formulary or using network providers, please go to DiscoverHighmark.com/QualityAssurance; or for a paper copy, 
call 1-855-873-4106.

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation, or health status in the administration of the plan, including enrollment and benefits determinations.

We are committed to providing outstanding services for our applicants and members. If you require special assistance, including accommodations for disabilities or limited English proficiency, please call the number on the  
back of your Member ID card to request these free services (TTY/TDD users may call 711).

Highmark Blue Cross Blue Shield, First Priority Life Insurance Company (FPLIC) and First Priority Health (FPH) are independent licensees of the Blue Cross and Blue Shield Association. 
Insurance may be provided by Highmark Blue Cross Blue Shield, FPLIC or FPH.  Health care plans are subject to terms of the benefit agreement.





TA_MB
F11468 (5/13)

BENEFICIARY DESIGNATION FORM

QUESTIONS? 
For account information 
or any questions:

Call 800 842-2252 
Monday – Friday 
8 a.m. – 10 p.m. (ET)

Saturday 
9 a.m. – 6 p.m. (ET)

Or visit us online at 
tiaa-cref.org 24 hours a 
day. Have your user ID 
and password ready.

IMPORTANT INFORMATION

Use this form to update existing or to designate new beneficiary(ies) on your TIAA-CREF pension and/or 
IRA accounts. For changes to other product or account types, please visit us at tiaa-cref.org or call us  
at 800 842-2252.

Did you know that incomplete information can make it difficult for us to find your beneficiaries? 
To help ensure that your beneficiaries receive their survivor benefits, it’s important that we have complete 
information on file to locate them at all times. This includes each beneficiary’s name, address, telephone 
number, date of birth, Social Security Number or Taxpayer Identification Number and relationship to you 
and the portion of the benefits to which they are entitled. If you haven’t already done so, please update 
your beneficiary designation with all of this information as soon as possible. And, we also recommend that 
you review and update your beneficiary information periodically to make sure it continues to be accurate.

To update or change your beneficiary designation, please visit us online at www.tiaa-cref.org/profile or 
complete this Designation of Beneficiary form and mail back to us. To obtain a form, visit our website  
at www.tiaa-cref.org/beneficiary, or call us at 800 842-2252.

Selecting a Beneficiary 
A beneficiary can be an individual, an institution, an organization, a testamentary trust, or your estate. 
(Naming an estate may limit options available to your heirs. Please consult with an attorney prior to naming  
your estate or trust.) Beneficiaries can also be the children of the beneficiaries that you designate on this 
form. You can choose primary and contingent beneficiaries. Your primary beneficiary(ies) receives benefits at  
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BENEFICIARY DESIGNATION FORM

IMPORTANT INFORMATION (C
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BENEFICIARY DESIGNATION FORM
Page 1 of 8

1. PROvIde YOuR INFORMATION

First Name                    Middle Initial

Last Name                    Suffix

Social Security Number/ 
Taxpayer Identification Number  Date of Birth (mm/dd/yyyy)

/ /

Address

City             State    Zip Code

Contact Telephone Number       Extension

— —

Email Address

2. deSIGNATION TYPe (ChOOSe ONe)

Please note whether this is a new designation request or an update to an existing designation.

 New designation 

NOTE: 
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BENEFICIARY DESIGNATION FORM
Page 2 of 8

3. APPLICABLe CONTRACTS

This beneficiary designation applies to:

 ALL my active TIAA-CREF pension, annuity and IRA contracts

OR

 ONLY my TIAA-CREF pension, annuity or IRA contract set(s) indicated below:

TIAA Number     CREF Number

TIAA Number     CREF Number
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BENEFICIARY DESIGNATION FORM
Page 3 of 8

4. ChOOSING YOuR PRIMARY BeNeFICIARY

Tell us who should receive your account balance after your death.

 To the person I am legally married to at the time of my death.

NOTE: If you choose the person you are legally married to as defined under federal law at the time of your death, we will 
pay 100% to your spouse. Please do not complete any information in the primary beneficiary section if you make this 
election. We will obtain all the pertinent information about your spouse at the time of your death. If you choose this option 
and you are not married at the time of your death, we will pay the contingent beneficiaries you designate on this form.

OR

1. PRImARy BENEfIcIARy

First Name                   Middle Initial

Last Name                   Percentage

Address

City             State    Zip Code

Contact Telephone Number       Country      Gender

— —  F  M

Social Security Number/   Date of Birth/Date of Trust/ 
Taxpayer Identification Number Issue Date of Will (mm/dd/yyyy)   Relationship 

/ /

 Per stirpes**

2. PRImARy BENEfIcIARy

First Name                   Middle Initial

Last Name                   Percentage

Address

City             State    Zip Code

Contact Telephone Number       Country      Gender

— —  F  M

Social Security Number/   Date of Birth/Date of Trust/ 
Taxpayer Identification Number Issue Date of Will (mm/dd/yyyy)   Relationship 

/ /

 Per stirpes**

A beneficiary can be an 
individual, an institution, 
an organization, a trust,  
a testamentary trust,* or 
your estate. Your primary 
beneficiaries receive  
benefits after your death. 
If no primary beneficiary is 
living, the benefits become 
payable to your contingent 
beneficiaries. If none of 
the beneficiaries are  
living at the time of your 
death, the benefits go  
to your estate.

*TIAA cannot accept a 
‘Will’ as a designation. 
Testamentary trusts are 
acceptable IF we are  
provided the date 
the Will, under that 
Testamentary Trust,  
was issued.

If your percentage does 
not equal 100% or is  
not provided, we will 
prorate the unspecified 
percentage equally.

**If you check ‘per  
stirpes’ and the named 
beneficiary predeceases 
you, the monies which 
would have been paid  
to that beneficiary will be 
divided proportionately 
among his/her children  
(if any). If there are no  
living children for that 
beneficiary their portion 
will be paid proportion-
ately to the remaining 
beneficiaries in that class. 
In the event there are no 
other beneficiaries, we 
will pay your Estate. 

See Provisions at end of 
this form.
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BENEFICIARY DESIGNATION FORM
Page 5 of 8

5. ChOOSe YOuR CONTINGeNT BeNeFICIARIeS

Tell us who should receive your account balance after your death.

1. cONTINgENT BENEfIcIARy

First Name                   Middle Initial

Last Name                   Percentage

Address

City             State    Zip Code

Contact Telephone Number       Country      Gender

— —  F  M

Social Security Number/   Date of Birth/Date of Trust/ 
Taxpayer Identification Number Issue Date of Will (mm/dd/yyyy)   Relationship 

/ /

 Per stirpes*

2. cONTINgENT BENEfIcIARy

First Name                   Middle Initial

Last Name                   Percentage

Address

City             State    Zip Code

Contact Telephone Number       Country      Gender

— —  F  M

Social Security Number/   Date of Birth/Date of Trust/ 
Taxpayer Identification Number Issue Date of Will (mm/dd/yyyy)   Relationship 

/ /

 Per stirpes*

If you have more than  
one contingent beneficiary, 
benefits will be divided 
equally among the living 
beneficiaries unless you 
specify the percentage. 
The percentages for  
all of the contingent  
beneficiaries must  
total 100%. 

TIAA cannot accept a 
‘Will’ as a designation. 
Testamentary trusts are 
acceptable IF we are  
provided the date 
the Will, under that 
Testamentary Trust,  
was issued.

*If you check ‘per  
stirpes’ and the named 
beneficiary predeceases 
you, the monies which 
would have been paid  
to that beneficiary will be 
divided proportionately 
among his/her children  
(if any). If there are no  
living children for that 
beneficiary their portion 
will be paid proportion-
ately to the remaining 
beneficiaries in that class. 
In the event there are no 
other beneficiaries, we 
will pay your Estate.
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BENEFICIARY DESIGNATION FORM
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6. YO
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BENEFICIARY DESIGNATION FORM
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7. AddITIONAL ReQuIRe
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BENEFICIARY DESIGNATION FORM
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BeNeFICIARY PROvISIONS

1. Effectiveness
  This 
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BENEFICIARY DESIGNATION FORM
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AddITIONAL PROvISIONS

Provision: “Per stirpes” provision applied to a beneficiary means that if you check ‘per stirpes’ and the 
named beneficiary predeceases you, the monies which would have been paid to that beneficiary will be 
divided proportionately among his/her children (if any). If there are no living children for that beneficiary, 
their portion will be paid in proportion to the remaining beneficiaries in that class. In the event there are 
no other beneficiaries, we will pay your Estate. 

Example:

John Doe –



FRAud WARNING
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