Humana Grievance and Appeal Department
APPOINTMENT OF AUTHORIZED REPRESENTATIVE FORM

Member Name Member ID Number (to be completed by member)

l, , appoint
Name of Member Name of Authorized Representative

to act on behalf of

Name of Member

in connection with any claim for coverage or benefits identified in reference # including receipt of any
approval(s) or authorization(s) that are required before medical service(s). | authorize my representative to receive any,
and all information related to this case that is provided to me, and to act for me and for my minor dependent, if named
above, in providing any information to the group health plan in relation to the disputed claims, approvals, or
authorizations. This document is not intended to authorize access to any personal health information unrelated to the
disputed claims, approvals, or authorizations.

Important Information About Your Rights

| have read and understood the following statements about my rights:

e | may revoke this authorization, which relates only to information related to the grievance or appeal of the case
described above, at any time prior to its expiration date by notifying the Humana Grievance and Appeal
department in writing, but the revocation will not have any effect on any actions that Humana took before it
received the revocation.

e The duration of this authorization extends through all levels of internal appeal, unless | revoke the authorization
prior to completion of the appeal process.

e | may see and copy the information described on this form if | ask for it.

e |am not required to sign this form to receive my health care benefits (enrollment, treatment, or payment).

e The information that is used or disclosed pursuant to this authorization may be redisclosed by the receiving entity. |
have the right to seek assurances from the above-named persons/organizations authorized to receive the
information that they will not redisclose the information to any other party without my further authorization.

Signature of Member* Date*

Address: Telephone Number:

l, , hereby accept the above appointment.
Name of Authorized Representative

I am a/an

Relationship to member
Signature of Authorized Representative Date
Address: Telephone Number:

* The date of the member’s signature must be on or after the denial of the disputed claims, approvals, or authorizations.
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Important OO
At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion,
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil
Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are
ways to get help.
= You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711.
= You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at https:/focrportal.hhs.gov/
ocr/portal/lobby.jsf, or ot U.S. Department of Health and Human Services, 200 Independence Avenue, SW,
Foom 508F, HHH Building, Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at https://www.hhs.gov/ocr/office/filefindex.html.

» California residents: You may also caoll California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file o grievance.

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Humana provides free guxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Espaiiol (Spanish): Llame al nimero arriba indicado para recibir servicios gratuitos de asistencia lingdistica.
KHBPX (Chinese): BT AN RETENTHESENESEDERS-
Tiéng Viét (Vietnamese): Xin goi sd dién thoai trén day dé nhan dugc cac dich vy ho trg ngdn ngir mién phi.
820 (Korean): = 90 X3 MU|AE HOS{H 2] HEZ FHopshEA2 .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pycckmia (Russian): MNozeoHnTe No HOMEPY, YKaZaHHOMY Brile, 4ToBbl Nony4MTe BecnnaTHele
YCyrA Nepesoga.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sévis éd pou lang ki gratis.
Frangais (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Aby skorzystac z bezptatnej pomocy jezykowej, prosze zadzwonic pod wyzej podany numer.,
Portugués (Portuguese): Ligue para o nimero acima indicado para receber servi¢os linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
H#*3E (Japanese): SHOEEZEY—EAETESIODESE. LEOBSFTERE LY
i3yla (Farsi)
23S ulad 399 oylad b B0l Dygean L3 O¥Lgud Bl glp

Diné Bizaad (Navajo): Wodahi bééash bee hani'i bee wolta'igii bich'[" hodiilnih éi bee t'aa jiik'eh saad
bee aka'anida'awo'déé nika'adoowaot.
4. sall (Arabic)
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