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Authorized Representative Appointment
and Authorization for Release of Information

Member Name:

I.D. Number:
Address:

City, State, ZIP:
Telephone Number:

| appoint the individual named below as the Authorized Representative to act on my behalf with
Avera Health Plans for the purpose of (check all that apply):

O My inquiries and claims for health care benefits with the dates of service (specify):

Q Allinquiries and claims for health care benefits limited to the following dependent
members (specify names):

a All my claims or inquiries for health care benefits on and after the effective date of this
Appointment.

Q My appeal of denied claim(s) with the date(s) of service (specify):

Q Other (specify):

This Appointment is effective upon Avera Health Plans’ receipt of a fully completed and signed
original or exact copy of this form at the address stated below. This Appointment may be revoked
at any time upon written notice to Avera Health Plans, unless Avera Health Plans has taken
action in reliance upon the Appointment or the Appointment was obtained as a condition of
enrollment. In the event this Authorization is revoked, Avera Health Plans may use, disclose or
obtain Protected Health Information under other provisions of law and as described in Avera
Health Plans’ Notice of Privacy Practices. This Appointment will expire upon (check one):

Q Termination of Enroliment
o Date (specify):
O Event (specify):

| authorize the release and disclosure of any and all personal health information, including claims,
mental health, substance abuse (drug or alcohol), and AlIDS-related information, if applicable, to
the individual named below as long as this Appointment is in effect.

Avera Health Plans will not condition treatment, payment, enroliment or eligibility for benefits

based on the signing of this Appointment, unless this is for Avera Health Plans’ underwriting or
risk-rating determinations.
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REDISCLOSURE: Where information has been disclosed from records protected by federal
law pertaining to alcohol/drug abuse records or by applicable state law, federal requirements (42
C.F.R. Part 2) and state requirements prohibit further disclosure without the specific written
consent of the person to whom the information pertains, or as otherwise permitted by such law
and/or regulation. A general authorization for release of medical or other information is NOT
sufficient for these purposes. Unauthorized disclosure of alcohol/drug abuse information and
mental health information is unlawful and civil and/or criminal penalties may apply. Federal
regulations restrict any use of alcohol/drug abuse information to criminally investigate or
prosecute any alcohol or drug abuse patient.

| acknowledge that information to be released may include material that is protected by state
and/or federal law applicable to mental health or other information. My signature authorizes the
release of all such information as specified above. | hereby acknowledge that | have received a
copy of this document.

Member’s Signature (or Personal Representative if applicable) Date

Print Name of Personal Representative (if applicable)

Authority of Personal Representative (if applicable):

Q Parent or Guardian
a Other (specify):

TO BE COMPLETED BY AUTHORIZED REPRESENTATIVE

Acceptance of Appointment

| accept the Appointment as the Authorized Representative as stated above.

1% Authorized Representative 2" Authorized Representative
Signature Signature
Name: Name:
Address: Address:
City, State, ZIP: City, State, ZIP:
Telephone Number: Telephone Number:
Send Completed and Signed form to: Avera Health Plans
Attn: Privacy Officer
Fax: (605) 322-4540 3816 S EImwood Avenue, Suite 100
Retain a copy for your records. Sioux Falls, SD 57105-6538
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