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 case # 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 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 (enroliment, 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

| 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.
An electronic signature is not a valid signature.
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ENGLISH: This information is available for free in other
languages and formats. Please contact our Customer
Service number at 800-477-6931. If you use TTY, call 711,
Monday — Friday, 8 a.m. to 8 p.m.

SPANISH: Esta informacion esta disponible gratuitamente
en otros idiomas y formatos. Comuniquese con nuestro
Servicio al Cliente llamando al 800-477-6931. Si usa un
TTY, marque 711. El horario de atencion es de lunes a
viernes de 8 a.m. a 8 p.m.

CREOLE: Enfomasyon sa a disponib gratis nan lot lang
ak foma. Tanpri kontakte nimewo Seévis Kliyan nou an nan
800-477-6931. Si ou itilize TTY, rele 711, Lendi - Vandredi,
8a.m.a8 p.m.

FRENCH: Ces informations sont disponibles gratuitement
dans d’autre langues et formats. N'hésitez pas a contacter
notre service client au 800-477-6931. Si vous utilisez un
appareil de télétype (TTY), appelez le 711 du lundi au
vendredi, de 8h00 a 20h00.

ITALIAN: Queste informazioni sono disponibili
gratuitamente in altre lingue e formati. La preghiamo di
contattare il servizio clienti al numero 800-477-6931. Se
utilizza una telescrivente (TTY), chiami il numero 711 dal
lunedi al venerdi tra le 8 e le 20:00.

RUSSIAN: [JaHHYy0 MHOopMaLmio MOXHO NOMy4YnTb
BGecnnaTHo Ha Opyrux s3blkax U B dpopmatax. [na aToro
obpaTtunTechb B oTAen obcnyXMBaHUs KIIMEHTOB MO HOMEPY
800-477-6931. Ecnu Bbl nonb3oBaTtenb TTY, 3BOHUTE MO
Homepy 711 ¢ noHegenbHUKa no natHuyy, ¢ 8.00 go 20.00.



Call If You Need Us

If you have questions or need help reading or understanding this document,

call us at 800-477-6931 (TTY: 711). We are available Monday through Friday, from
8 a.m. to 8 p.m. Eastern time. We can help you at no cost to you. We can explain the
document in English or in your first language. We can also help you if you need help
seeing or hearing. Please refer to your Member Handbook regarding your rights.

Important!
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 800-477-6931 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://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health
and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building,
Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-
package.pdf.

Auxiliary aids and services, free of charge, are available to you.
800-477-6931 (TTY: 711)

Humana provides free auxiliary 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.

Humana Healthy Horizons in Florida is a Medicaid product of Humana Medical Plan, Inc.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf
https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf

English: ATTENTION: If you do not speak English,
language assistance services, free of charge, are available
to you. Call 800-477-6931 (TTY: 711).

Espaiol: (Spanish) ATENCION: Si habla espafiol, tiene a
su disposicion servicios gratuitos de asistencia linguistica.
Llame al 800-477-6931 (TTY: 711).

Kreyol Ayisyen: (French Creole) ATANSYON: Si w pale
Kreyole Ayisyen, gen sevis ed pou lang ki disponib gratis
pou ou. Rele 800-477-6931 (TTY: 711).

Tiéng Viét: (Vietnamese) CHU Y: Néu ban néi Tiéng Viét,
¢ cac dich vu ho trg ngén nglr mién phi danh cho ban. Goi
sO 800-477-6931 (TTY: 711).
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