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STATEMENT OF REPRESENTATIVE

I , appoint

(Member’s name) (Representative’s name)

to act as my representative for matters related to my enrollment and membership in UCare health
plans as described below. This person will be my agent, and | authorize him/her to act for me and
in my name to the extent stated in this document in the same way that | could act if | were
present. | grant my representative the ability to do the things below by checking “Yes.” Checking
“No” means that my representative is not authorized to make those decisions. For areas marked
“Yes,” my representative will have the power stated beginning on the day that I sign this
document. He/she will continue to have these powers if | become unable to make these decisions

on my own.

| understand that if my representative is not a health care provider or another entity subject to
federal or applicable state privacy laws, my confidential information received by my
representative, as designated below, may be further disclosed by my representative without my
authorization, and may no longer be protected by privacy laws.

Q QA 1. I allow my representative to enroll me in an appropriate UCare plan
to pay any applicable insurance premiums; to select from the benefit

Yes No . L . :
options under such policies; and to pursue all insurance claims on
my behalf.
Q QA 2. | allow my representative to make decisions regarding my membership
Yes  No in UCare health plans, including changing my primary care clinic,

discussing claims and insurance-related issues, and receiving from or
discussing confidential health information about me and my health status
with UCare representatives. | understand that the information in my
health record may include information relating to sexually transmitted
diseases, acquired immunodeficiency syndrome (AIDS), human
immunodeficiency virus (HIV), behavioral or mental health services and
treatment for alcohol or drug abuse.

(continued)



Q QA 3. | instruct UCare to send gll UCare_heaIth plan member correspondence
Yes No to my representative at hls/her mal_lmg address_, shown below. | want my
representative to receive confidential information about me, such as
claims information. I understand that if I check the “Yes” box, my
representative will receive ALL member materials, updates, premium
notices, claims information, and other mail on my behalf. | understand
that the information in my health record may include information
relating to sexually transmitted diseases, acquired immunodeficiency
syndrome (AIDS), human immunodeficiency virus (HIV), behavioral or
mental health services and treatment for alcohol or drug abuse.

ad o 4, | allow my representative to make decisions, in my best interest,
Yes No regarding disenrollment from UCare health plans.

Q 4 5. Other (please explain):
Yes No

Relationship to Representative. My representative is my

(spouse, parent, child, friend, etc.)

I understand that by signing below | am giving another person the legal power to make
certain decisions for me on my behalf. I also understand that UCare will rely on this
authorization to release private information to my representative and make changes to my
member status. | understand that | may revoke these authorizations at any time by telling
UCare in writing that | wish to do so. However, I understand that my revocation of this
authorization will not affect any action UCare has taken, or any information that UCare
has already released, based upon this authorization before UCare actually received my
request to revoke it.

| understand that UCare does not condition treatment, payment, enrollment or eligibility for
benefits on the execution of this form.

(continued)
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To become effective, this document must be completed and signed by me and accepted below
by my representative. This authorization expires one year from date of signature if my
representative is performing the following activities on my behalf: appeal, denial, coverage
determination or organization determination; a decision made about an authorization or payment
for health care.

Signature of party seeking representation:

Date Signed: Phone #:

Address: Date of Birth:

UCare Member #:

If I cannot physically sign my name on this form. | can ask someone to sign for me.

Printed name of person I ask to sign for me:

Signature of person I ask to sign for me:

ACCEPTANCE BY REPRESENTATIVE: (to be completed by the representative)

The individual below, who has been designated as a representative in this document, accepts
appointment as the named representative, subject to the terms and conditions of this document.

Printed Name:

Signature:

Date Signed:

Address:

Phone #:

Return completed form to: UCare PO Box 52 Minneapolis, MN 55440-0052
Fax: 612-676-6501 | Email: CLSScanReqlng@ucare.org

Y0120_2459_8783_2231A 102019_C U2231A (10/2019)
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Notice of Nondiscrimination

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

We provide aids and services at no charge to people with disabilities to communicate effectively with us,
such as TTY line, or written information in other formats, such as large print.

If you need these services, contact us at 612-676-3200 (voice) or toll free at 1-800-203-7225 (voice),
612-676-6810 (TTY), or 1-800-688-2534 (TTY).

We provide language services at no charge to people whose primary language is not English, such as
qualified interpreters or information written in other languages.

If you need these services, contact us at the number on the back of your membership card or
612-676-3200 or toll free at 1-800-203-7225 (voice); 612-676-6810 or toll free at 1-800-688-2534 (TTY).

If you believe that UCare 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 an oral or written grievance.

Oral grievance

If you are a current UCare member, please call the number on the back of your membership card.
Otherwise please call 612-676-3200 or toll free at 1-800-203-7225 (voice); 612-676-6810 or toll free at
1-800-688-2534 (TTY). You can also use these numbers if you need assistance filing a grievance.

Written grievance

Mailing Address

UCare

Attn: Appeals and Grievances
PO Box 52

Minneapolis, MN 55440-0052
Email: cag(@ucare.org

Fax: 612-884-2021

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.gov/oct/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, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).

XIYYEEFFANNAA: Afaan dubbattu Oroomifta, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).

CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd tro ngon ngir mién phi danh cho ban. Goi sb
612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).

R RS, BT e B R S IRBI RS . BEEUE 612-676-6500/
1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534) ,

BHUMAHME: Ecnu Bbl TOBOPUTE HA PYCCKOM A3BIKE, TO BaM JOCTYIHBI OECIIATHBIE YCJIYTH IEPEeBOIA.
3Bonute 612-676-6500/1-866-457-7144 (teneraiin: 612-676-6810/1-800-688-2534).

ogaw: 1909 maudaw s 299, nwddnaugoudisoawwans, ToadE)es,

suuSwaulnman. TS 612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).

TGO 0G5 KR ROICT P OFCTIC ACKT SCERTE 1R ALIHP FHOEAPA: OL TINtAD- $TC
LLM(+ 612-676-6500/1-866-457-7144 (av(ott A-+AGTFD-: 612-676-6810/1-800-688-2534).

059D H201-56100 MRS 0B, serg) opdzIceIENc CHIRPIBEL §ELNDREH L.
032 612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).

]pmﬁ IUMS&NH‘FTSUJW ﬁ']fLﬂEBI §Mﬁﬁ8miﬁﬁﬁﬁm Ilﬁmagﬁﬁm}m A

‘E:ﬂShJﬂUUﬁHFﬁ i Qiﬁjm 612-676-6500/1-866-457-7144 (TTY: 612-676-6810/
1-800-688- 2534)ﬁ

eﬁ‘).i il laall @l 30 43 4 galll 3o lusall Chland (8 cdalll S3) Chaati cui€ 13): 4ds gale
(612-676-6810/1-800-688-2534 :aSill 5 aall cuila &8 5) 612-676-6500/1-866-457-7144

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 612-676-6500/1-866-457-7144 (ATS : 612-676-6810/1-800-688-2534).

7o) FHFOIF AL FAE A, Qo] AU M 2F TR o §344 5 Ui,
612-676-6500/1-866-457-7144 (TTY 612-676-6810/1-800-688-2534) 1 O .5 7 5} 3]

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 612-676-6500/1-866-457-7144 (TTY: 612-676-6810/1-800-688-2534).
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