[Please Print]

Personal Representative Request Form

This form identifies a person who has legal authority to act on a member’s behalf in making decisions
related to the member’s health care. This provision applies to persons with legal guardianship, power
of attorney, or other documented legal authority to act on behalf of a member. Questions regarding
this form should be directed to the Member Services Department at the number located on the
back of the member’s identification (ID) card.

Member Information: (Include any letters in front of the identification number on the member ID
card.)

Name: (First, Middle, Last, Title) Member ID Number:

Address: (including zip code) Date of Birth: (Month/Day/Year)
Home Telephone Number: Daytime Telephone Number: Email Address:

(including area code) (including area code)

Health Plan: (The Health Plan is your insurance carrier or HMO. Please enter the Health Plan
name as it appears on the member’s ID card.)

Personal Representative Information:

Name: (First, Middle, Last, Title) Personal Rep. Mother’s Maiden Name:
(will be used for identity verification)

Address: (including zip code) Telephone Number: (including area code)

A copy of a Power of Attorney or other legal document must be attached to this form in order
for it to be processed. Attach supporting documentation and describe (for example: Power of
Attorney, Custodial Order, Executor of Estate).

Type of Documentation:

Signature/Date: (The member’s legal Personal Representative must sign and date this form for
it to be processed.)

Print Name:

Personal Representative Signature:

Date:
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Important Information about Personal Representatives

e The federal Privacy Rule requires your Health Plan to follow certain procedures before it may provide access
to your Protected Health Information (PHI) to someone other than you. PHI is information about you that can
reasonably be used to identify you and that relates to your past, present or future physical or mental health or
condition, and the provision of health care to you or the payments for that care.

e Your Health Plan will release PHI to your Personal Representative upon receipt of documentation supporting
their legal authority to make health-related decisions on your behalf (for example: a valid Power of Attorney,
guardianship or other legal document).

e Your Health Plan will also recognize as a Personal Representative an executor, administrator, or a person
recognized by law as having authority to act on behalf of a deceased member or the member’s estate.

e Your Health Plan will not however, treat someone as your Personal Representative if we reasonably believe:
(1) you may be subject to domestic violence, abuse or neglect by the Personal Representative; (2) treating
the person as your Personal Representative could endanger you; or (3) in the exercise of professional
judgment (for example, in a licensed professional’s judgement), your Health Plan decides that it is not in your
best interest to treat the person as your Personal Representative.

e A Personal Representative designation will remain in effect until the member, a court order, or an applicable
law revokes it.

e To assist your Health Plan in responding to this request, please complete this form by printing or typing into
the spaces provided. Attach additional pages if necessary to clarify your request. Attach a copy of the
document supporting your Personal Representative’s legal authority to act on your behalf.

e Mail or fax the completed form and supporting documentation to:

Member Correspondence
P.O. Box 41890
Philadelphia, PA 19101-1890
Fax Number: 215-241-2042 or 1-888-457-3013 (Toll Free)

¢ If you have any questions about his form, please call the Member Services Department at the number on the
back of your member identification card.
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Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: /£ &: nREY L, B AR RHENIES
WrBIAR %S . H 1-800-275-2583.

Korean: CHLIAIEL: S22 AIE6IAlE 22, A0
A& NMHIAE 222 0 Q)
1-800-275-2583 2 Z M3IotAAIL.

Portuguese: ATENCAO: se voceé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: YUsil: % dR YAl detdl &, A [A:ges
UMl sl Al dHIRL HI2 Guded B,
1-800-275-2583 Sl $3.

Vietnamese: LUU Y: Néu ban n6i tiéng Viét, ching toi
sé cung cap dich vu ho trg ngdn nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHIMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKY,
TO MoXeTe GecnnaTtHO BOCNONb30BaTbCA yCnyramu
nepesoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

A salll aclisel) hladd (48 (A yall A2l Chaatii ¢S 1)) 1dh eala
.1-800-275-2583 ad 1 Jucail | Jlaally &l 4l

French Creole: ATANSYON: Si w pale Kreyodl

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Telugu: g deyg & wsdY b Beord P a3

2008, Q) FEL BeD PRI 290 EDSTLDIS
ow. 1-800-275-2583 (TTY: 711) s BSabod.

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: &a7e7 & If¢ 39 f@dr aterd g ar 3maes fav
HEA H ST FETIAT {aTU 3Tl g1 Pl
1-800-275-2583 |

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstiitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii#% : REHEGENS HAGEDO HIL, ST VA
S A=A (R & ZFRIHWIZIZT £,
1-800-275-2583~FBEahH < 72 &\,
Persian (Farsi):
oo 4g den i ladd (€ o Cimaa a8 R taa g
1-800-275-2583 o e b 2l (e aa) i e (sl OISG1
28 il

Navajo: Dii baa aké ninizin: Dii saad bee yanilti’go
Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh.
Hodiilnih koji’ 1-800-275-2583.

Urdu:
S S s ean e g b G BN S0 A
S JS L0 Al Alaad (lae () e i
1-800-275-2583

Mon-Khmer, Cambodian: ﬁ;&i[ﬁgﬂmiimigﬂiﬂ%
wrsiigasunwmeanys-igi ymanigi 1n:
SSWIAM AN SNSE S I IANAHATNWHE
AniGT gieugIFnie 1-800-275-25837
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Discrimination is Against the Law

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

This Plan provides:

e Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.

If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our 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.qov/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, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at
http://www.hhs.qov/ocr/office/file/index.html.
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