
AUTHORIZATION TO CANCEL HIGHMARK SMALL BUSINESS COVERAGE

Thank you for your enrollment in a Highmark Small Business program. It has come to our attention that you wish to 
terminate your Small Business coverage at this time. To do so, we ask that you complete and sign this Authorization to 
Cancel Highmark Small Business Coverage form and return it as soon as possible to your Sales Representative.

By signing below, I hereby authorize that my Small Business coverage may be terminated (check all that apply):

	 q  Medical Coverage		

	 q   Dental Coverage 

	 q  Vision Coverage	

	                   C l i e n t  N a m e :

	 C l i e n t  N u m b e r :

	       G r o u p  N u m b e r (s ):   

                                                    A g e n c y  N a m e :   

R e q u e s t e d  C a n c e lla t io n  D a t e *:

* 	 (Please note that coverage will be cancelled on the f i r s t  o f  t h e  m o n t h  f o l l o w in g  t h e  p o s t m a r k e d  d a t e  o f  t h i s  f o r m . 	
	 A n y  p r e m iu m  p a y m e n t  m a d e  f o r  c o v e r a g e  b e y o n d  t h e  c a n c e l l a t i o n  d a t e  w i l l  b e  r e f u n d e d . Retroactive employer 	
	 cancellations are not permitted. Any premium payment due to Highmark for month(s) prior to termination will 		
	 be collected.)

Reason for termination (check all that apply):

	 q  Cost 			 
		  q  No Longer Offering Group Coverage 	
		  q  Moving to another carrier (Please list carrier name):

	 q  Network			 
		  q  Moving to another carrier (Please list carrier name):

	 q  Other:  (p l e a s e  s p e c i f y )

Authorized Representative Name:                                                                 

Authorized Representative Title:

Authorized Representative Signature:                                                                                                                   
   

ENR-239 (R3-21)
Highmark Blue Cross Blue Shield Delaware is an independent licensee of the Blue Cross and Blue Shield Association.   

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

F o r  H i g h m a r k  U s e  O n ly

H i g h m a r k  R e c e i v e d  D a t e
	

q  FSA 		
	
q  HSA

By typing your name on the signature line below, you understand that you are creating an electronic signature which has the same effect as a written signature, and you are 	
representing that you have reviewed and submitted this form accordingly.

			                              (please hand sign if this is a paper request)	 Date:
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