Instructions for completing N%
the Designation of Representative/Authorization Form Wel I pOInt

This form is to be used for a grievance or an appeal and to allow a party to act as the Authorized Representative in carrying
out a grievance or an appeal.

If you have any questions, please feel free to call us at the customer service number on your member identification card.
Please read the following for help completing page one of the form.

Part A: Member information

This section app“es to the memb_er who is aSkmg for Designation of Representative/Authorization Form Wel IpOlntﬂ
the release Of hIS or hel“ |nf0rmat|on tO another perSOH This form is to be used for a grievance or an appeal (see Section D) and to allow a
. . ;lz_ﬂrty to act as the /;\uthorlzedg Representative in carrying out a grievance or an appeal. . .
or Company ora request to appomt an Authonzed is form is to be filled out by an individual if there is a request to release an individual’s health information to another
. ) . . Eerson or company. Please include as much information as you can. (If an individual wants to designate an Authorized
Representatlve. Please |nC|Ude as mUCh mformatlon as P:ﬁ{e:.enﬁs:hneortir:;itrer:;(t)i:r?rlevance and appeal, use the'Member Authorization form.)
yOU can. Member last name Member first name il\lqiigglle Mﬁw?mﬁgte of )
@ Print your last name, first name, and middle initial. e it s Ciy State |ZIP code
0 Write your date of birth in this format; mmddyyyy I(J\A%Hn;reegfé%r&wuormer %Zvﬂlt/hmaorggecgllame number zgggtiigigggggga?i%w%% grgeu%gﬁmaggion ‘@
(If you were born on October 5, 1960, you would ¥ |
. Part B: Person or company who will receive this information
erte 1 0051 960) The following people or companies have the right to receive my information. They must be 18 years of age or older.
Please enter first and last name. By entering first/last name below, that person may receive my information.
o erte your fu” Street addl‘eSS Clty State and ZlP COde My spouse (entergigst and last name) My parents (if you are over 18 — enter first and last name[s])
0 erte your day’ume phone number My domestic-partner (enter first and lastname) Ll\‘/{l’yrriggg;agﬁg Hpg{(g;grlgsgteggésgtﬁrytgﬁ Hg\;geit?fthe
(including area Code) My adult children (enter first and last name[s]) gérggéﬁgtgagrﬁ(t)‘::/nittigarséng&n{eo,i;o)[?)u have it, name of

@ Write your cell/mobile number (including area code.) Part C: Information that can be released
. . | allow the following information to be used or released by Wellpoint on my behalf:
O Identification number $

Check only one box.
O AIl my information. This can include health, a diagnosis (name of illness or condition), claims, doctors and

YOU W|” flnd thls number on your member %tpoerrn?;?clztmg;%reolglv(\j/?rusn?gsdsfll{]flsng;)a;rlg\tg&rgztlg)x(“ke illing and banking). This doesn’t include sensitive
identiﬁcation Card- m g%nly limited information may be released (check all boxes below that apply to you).
O Appeal [ Eligibility and enrollment O Referral
@ Group number Gt andcomogs Gl _ Dioae
You will find this number on your member 5 etor and Pt oy e et g oo o ey

[ Diagnosis (name of illness or condition) and procedure (treatment):

|dent|fl Catl onca rd . |f yOU r |dent|f|Cat|on ca rd does nOt @I also approve_tt]e re_lease of (I_1e fc;llowing types of sensitive information by Wellpoint (check all boxes that apply to you):
have a group number leave this blank. o Sonsttive information

O Just sensitive information about topics checked below

[} Abustel(sexuallphysicall ] kiAIV orI ﬁl DISh O 5eplrog.uctivg h?_alth 3 ternity, etc.)
. . mental ) O Mental healt! including abortion, maternity, etc.
Part B. Person or company WhO can receive E gubsgantce %J_se disorder '2 O Sexually transmitted illness
. om . enetic testing
thisi nfo rmation 1 Specify time period of records to be disclosed:
Description of records that may be disclosed:
H H 2 Unless | specify otherwise on this form, | intend this disclosure to include all substance use disorder records maintained
e CheCk the bOX that app|IeS tO yOU erte the fu” byWeIIpo_lpm a{)yout me. | understand that my substance use disorder records are protected under Federal and State
fth that tust B s e PO | 2t oS, o Ly T (0 Gantol e approve o 55 Beoched
name o e person or Company d you want us 10 PartE. | understagd that | cannot cancel this approval vzhen this form has alread)?geen used fo disclose information.

give your information to. Please don't use a general ooty D Bith ol boh goctvs ant SpontivsaLe aborm, a3 any Gl T Cargof s 4
term like “my daughter” or “my son” as it will not be | wesssens o

accepted. You need to be specific.

@ If you check “Other,” give the first and last name
(if available), the name of the company (if applicable),
and how they relate to you.

Part C: Information that can be released

This section tells us what information you would like us
to release: all or just some.

® For “all of your information,” check the first box
(this does not include sensitive information.)

@ For “limited information,” check the second box
and the boxes that apply to you.

® Some topics may be very personal or sensitive to you.
If you wish to approve the release of this type of
information, check the box(es) that apply to you.
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Please read the following for help completing page two of the form.

Part D: Person or company who can act as my

authonzed representatlve Part D: Person or company who can act as my authorized representative
. . . . The followinghperson or compaT)y has the right to act as my Authorized Representative. AnlAutI?ogized Representaltive
is a person who you appoint to be your representative in carrying out a grievance or appeal, including any external
Th|S SeCt|0n te”S us Who you have g|Ven the rlg ht to aCt r%viewtrighttshthat ntﬁy b? availalf)le to yofu. Thety ml{ISt be 12yt?frs_ ofda[ge or old?r.t_PIease also complete Part B and C
T H H H above to authorize the release of your information to your Authorized Representative.
as your AUthorlzed Representatlve in Carrymg OUt da Please check each box that applies and enter first and last name.
g ri evance or appea| Part B and C m USt a|so be My spouse (enter fiﬁnd last name) My parents (if you are over 18 — enter first and last name[s])
i i i My domestic partner (enter first and Tast-name) My insurance broker or agent (enter the name of the

completed to authorize the release of your information. y partrer St name) My Insurance broker ar agont (nterthenarme

0 CheCk the bOX that app|ieS tO yOU. Write the fUH name My adult children (enter first and last name[s]) Other (enter first and last name ,if you have it, name of
company, and how it’s rel@i to you)
of the person or company that you want to act as
your Authorized Representative. Please don'’t use a
general term like “my daughter” or “my son” as it will
not be accepted. You need to be specific.
external review rights that may be available to me.

13 th) H y
@ If you check “Other”, give the first and last name mal review right
. . . . O To disclose information at my request.
(if available), the name of the company (if applicable, Part G: Review and approval
I have read the contents of this form. | understand, agree, and allow Wellpoint to the use and release of m

and hOW they relate to you ' information as | have stated above. | also understandgthat signing this form is of my own free will. | undergtand that
Wellpoint does not require that | sign this form in order for me to receive treatment or payment, or for enrollment or
. being eligible for benefits.
Part E: Date you r approval exp"’es | have the right to withdraw this approval at any time b¥fgiving written notice of my withdrawal to Wellpoint.

I understand that my withdrawing this approval will not affect any action taken before | do so. | also understand that
information that’s released ma¥, be given out by the person or group who receives it. If this happens, it may no longer

Part E: Date your approval expires

If this document was not already withdrawn, this approval will end on the earliest of the following dates:
[ At the conclusion of the grievance or appeals process. OR

[0 One year from the signature date in Part G.

Part F: Purpose of this approval
O To allow an individual to act as my Authorized Representative in carrying out a grievance or appeal, including any

You have tWO ChOiceS Of When you Would ||ke th|S be protected under the HIPAA Privacy Rule. | am entitled to a copy of this form.
appl’oval tO end Member signature or Designated Legal Represena‘ve/Guardian signature Date (MMDDYYYY)
. X
9 CheCk the f| rS’[ bOX fOF the CO”C'USiOn Of the EglsnigP;tee?hli-:gzlctri{oer?rn)enslznitfa;tl:li?al:/zrgi:crL;entation supporting Legal Representation.
g rievance or appea| process. grﬂgqjsar'?jm Ignsg;e?]chf%?ﬁgnr%%?ﬁ l%rr,]eprl éggg ;TJ% rrnni?rtr;]gefrotl’lz \[A)ﬁrr]eént such as a personal representative, legal representative
. « Acopy of a healthcare, general or Durable Power of Attorney. OR
o CheCk the SeCOﬂd bOX for an earller date . f\e ggeusré r%g?i%re ct>(r) zgegnd%?m:nmtgteigg E)Z?]ta?fhows custody or other legal documentation showing the authority of the legal
(please provide details.) Please complete the fllowing:
Legal representative (print full name) e Legal relationship to member
Part F: Purpose Of thIS approval Legal representative street address City State [ZIP code
This section tells us the reason you've asked for the Sigraure Date (MMDDYYYY)
release Of your Informatlon' Please return the completed form to:
Wellpoint

@ Check the first box to let us know who to give out this
information as shown on this form.

Be sure to keep a copy of this form for your records.

O Check the second box to let us know what
information to give out (identified in Part C.)

Part G: Review and approval Examples of legal documents:

@ Sign your name and put the date on the form. + Health Care, General or Durable Power of Attorney. This document
Your name and signature must match the gives someone you trust the legal power to act on your behalf and make
information in Part A. health care decisions for you.

O If you are signing this form on behalf of another * Legal Guardianship. This is when the court appoints someone to care
person, or if you have Power of Attorney for for another person.
healthcare, or arfe a Iegal .guardlanl conservator + Conservatorship. This happens when a judge appoints a responsible
you must do the following: person to make decisions for someone who can't make responsible
*You must complete the Designated Legal decisions for him/herself.

Representative/Guardian section. « Executor of estate. This type of document would be used when the
* You must also provide us with a copy of the legal person who is being represented has died.

document showing that you are approved and
include it with this form.



N
Designation of Representative/Authorization Form Wel I pOIntw

This form is to be used for a grievance or an appeal (see Section D) and to allow a
[?arty to act as the Authorized Representative in carrying out a grievance or an appeal.
his form is to be filled out by an individual if there is a request to release an individual’s health information to another
Eerson or company. Please include as much information as you can. (If an individual wants to designate an Authorized
epresentative not related to a grievance and appeal, use the Member Authorization form.)

Part A: Member information

Member last name Member first name Middle |Member date of
initial birth (MMDDYYYY)

Member street address City State  |ZIP code
Daytime phone number Cell/mobile phone number |Identification number Group number
(with area code) (with area code) (see identification card) (see Identification card)

Part B: Person or company who will receive this information

The following people or companies have the right to receive my information. They must be 18 years of age or older.
Please enter first and last name. By entering first/last name below, that person may receive my information.

My spouse (enter first and last name) My parents (if you are over 18 — enter first and last name([s])

My domestic partner (enter first and last name) My insurance broker or agent (enter the name of the
company and first and last name, if you have it)

My adult children (enter first and last name[s]) Other (enter first and last name ,if you have it, name of
company, and how it’s related to you)

Part C: Information that can be released

| allow the following information to be used or released by Wellpoint on my behalf:
Check only one box.

O All my information. This can include health, a diagnosis (name of illness or condition), claims, doctors and
other healthcare providers and financial information (like billing and banking). This doesn’t include sensitive
information (see below) unless it is approved below.

OR

[J Only limited information may be released (check all boxes below that apply to you).
] Appeal (1 Eligibility and enrollment ] Referral
O Benefits and coverage  [J Financia O Treatment
[ Billing [0 Medical records [ Dental
(1 Claims and ﬁayment (1 Pre-certification and pre-authorization [ Vision
O Doctor and hospital (for treatment approvals) J Pharmacy

[J Diagnosis (name of illness or condition) and procedure (treatment):

| also approve the release of the following types of sensitive information by Wellpoint (check all boxes that apply to you):
O] All sensitive information?

OR
[ Just sensitive information about topics checked below
O Abuse (sexual/physical/ CJHIV or AIDS O Reproductive health® _
mental) _ [0 Mental health (including abortion, maternity, etc.)
O Substance use disorder ' O Sexually transmitted illness
O Genetic testing

1 Specify time period of records to be disclosed:
Description of records that may be disclosed:

2 Unless | specify otherwise on this form, | intend this disclosure to include all substance use disorder records maintained
by Wellpoint about me. | understand that my substance use disorder records are protected under Federal and State
confidentiality laws and regulations and cannot be disclosed without my written consent unless otherwise provided for
in the laws and regulations. | also understand that | may revoke (or cancel) this ap%roval at any time, or as described in
Part E. | understand that | cannot cancel this approval when this form has already been used fo disclose information.

3 Reproductive health includes, but it not limited to, both male and female infertility, maternity, pregnancy loss, miscarriage,
family planning, birth control, both elective and spontaneous abortion, and any other related care or services.
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Part D: Person or company who can act as my authorized representative

The following person or company has the right to act as my Authorized Representative. An Authorized Representative
is a person who you appoint to be your representative in carrying out a grievance or appeal, including any external
review rights that may be available to you. They must be 18 years of age or older. Please also complete Part B and C
above to authorize the release of your information to your Authorized Representative.

Please check each box that applies and enter first and last name.

My spouse (enter first and last name) My parents (if you are over 18 — enter first and last name[s])

My domestic partner (enter first and last name) My insurance broker or agent (enter the name of the
company and first and last name, if you have it)

My adult children (enter first and last name[s]) Other (enter first and last name ,if you have it, name of
company, and how it’s related to you)

Part E: Date your approval expires

If this document was not already withdrawn, this approval will end on the earliest of the following dates:
(1 At the conclusion of the grievance or appeals process. OR

[10ne year from the signature date in Part G.

Part F: Purpose of this approval

[0 To allow an individual to act as my Authorized Representative in carrying out a grievance or appeal, including any
external review rights that may be available to me.

(1 To disclose information at my request.

Part G: Review and approval

| have read the contents of this form. | understand, agree, and allow Wellpoint to the use and release of my
information as | have stated above. | also understand that signing this form is of my own free will. | understand that
Wellpoint does not require that | sign this form in order for me to receive treatment or payment, or for enrollment or
being eligible for benefits.

| have the right to withdraw this approval at any time by giving written notice of my withdrawal to Wellpoint.

| understand that my withdrawing this approval will not affect any action taken before | do so. | also understand that
information that’s released may be given out by the person or group who receives it. If this happens, it may no longer
be protected under the HIPAA Privacy Rule. | am entitled to a copy of this form.

Member signature or Designated Legal Representative/Guardian signature Date (MMDDYYYY)
X

Designated Legal Representative/Guardian —
Complete this section only if you have documentation supporting Legal Representation.

If this form is signed by someone other than the member or parent, such as a personal representative, legal representative

or guardian on behalf of the member, please submit the following:

« A copy of a healthcare, general or Durable Power of Attorney. OR

+ A court order or other documentation that shows custody or other legal documentation showing the authority of the legal
representative to act on the member’s behalf.

Please complete the following:

Legal representative (print full name) Legal relationship to member

Legal representative street address City State | ZIP code

Signature Date (MMDDYYYY)

X

Please return the completed form to: ot Mot Wolpoint Maryian, Ina- i Now S Wellpot N ereey, . In Temecets Woltoomt ™
Tennessee, Inc.; In Texas: members in the Medicaid Rural Service Area and the STAR Kids programs are served by Wellpoint

We"po | nt Insurance Company; all other Wellpoint members in Texas are served by Wellpoint Texas, Inc.; In Washington: Wellpoint
Washington, Inc. In West Virginia: Wellpoint West Virginia, Inc. For Medicare Part C, services provided by: In Arizona:

Wellpoint Texas, Inc. or Wellpoint Ohio, Inc. for HMO products, and Wellpoint Insurance Company for LPPO products.; In
lowa: Wellpoint lowa, Inc.; In New Jersey: Wellpoint New Jersey, Inc. for HMO services, and Wellpoint Insurance Company
for LPPO products.; In Tennessee: Wellpoint Tennessee, Inc. or Wellpoint Texas, Inc. for HMO products, and Wellpoint
Insurance Company for LPPO products.; In Texas: Wellpoint Texas, Inc. or Wellpoint Insurance Company. For Medicare
Part D (Arizona & Texas), services provided by Wellpoint Insurance Company. For Individual, In Florida: Coverage provided
by Simply Healthcare Plans, Inc. doing business as Wellpoint Florida, Inc.; In Maryland: Coverage provided by Wellpoint

Be sure to keep a copy Of this form for your records. Maryland, Inc.; In Texas: Coverage provided by Wellpoint Insurance Company.

Save and Print SR
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