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In order for this Personal Representative Form to be processed by AmeriHealth Caritas VIP Care (HMO-SNP):
» The form must be completely filled out.
« A copy of the legal document referred to on this page must be attached to this form.

The Personal Representative Form lists the person who has legal authority to act on your behalf to make health
care decisions. This information will remain on file with AmeriHealth Caritas VIP Care until revoked by you, or
revoked by a court order or law.

If you have questions, please call Member Services at 1-833-535-3767 (TTY 711). Call Monday - Friday, 8 a.m.
to 8 p.m., from April 1 — September 30, or seven days a week, 8 a.m. to 8 p.m., from October 1 — March 31.

Please print clearly in blue or black ink.

Member information
First name: Middle initial:

Last name: Date of birth (MM/DD/YYYY):
Member ID (see ID card):

Address line 1:

Address line 2:

City: State: ZIP code:
Home phone number (including area code):

Mobile phone number (including area code):

Email address:

Personal representative information
First name: Middle initial:

Last name:

Address line 1:

Address line 2:

City: State: ZIP code:
Home phone number (including area code):

Mobile phone number (including area code):

Email address:
Relationship to member: Date of birth (MM/DD/YYYY):

A copy of legal documentation must be attached to this form.

If you do not attach legal documentation, this form cannot be processed.

Type of document you are attaching:

O Health care power of attorney O Other (please explain):
O Guardianship court order (for health care decisions)
O Custodial court order

O Executor/Executrix of estate (member is deceased)

Signature and date of member’s legal personal representative

Name (print):
Personal representative’s signature: ‘ Date (MM/DD/YYYY):

Please keep a copy of this form for your records.
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Important information about personal
representatives

The federal Privacy Rule requires AmeriHealth Caritas
VIP Care to follow certain steps 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.
AmeriHealth Caritas VIP Care will release PHI to your
personal representative after we receive a document
that supports their legal authority to make health care
decisions on your behalf (for example, a valid power
of attorney, guardianship, or other legal document).
AmeriHealth Caritas VIP Care will also recognize as a
personal representative an executor, an administrator,
or a person recognized by law as having authority to
act on behalf of a deceased member or the member’s
estate.

We care about your privacy

Information about your health is very personal. We are
committed to protecting your privacy. Please read this
form carefully. This form will need to be entirely filled
out for it to be processed. This includes attaching legal
documentation.

AmeriHealth Caritas VIP Care will not 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 put you in danger; or (3) in the exercise of
professional judgment (for example, in a licensed
professional’s judgment), AmeriHealth Caritas VIP
Care decides that it is not in your best interest to treat
the person as your personal representative.

www.amerihealthcaritasvipcare.com/fl

We care about your well-being

We care about your well-being. If we think your
personal representative will misuse your health
information, we will not give it to them.

A personal representative designation will remain
in effect until the member, a court order, or a law
revokes it.

Completing the form

If you name a personal representative, this form will
remain in effect until it is canceled. You can cancel this
authority at any time. You just have to tell us by calling
Member Services at 1-833-535-3767 (TTY 711).

A court order or other laws can also cancel it.

To help AmeriHealth Caritas VIP Care respond to
this request, please complete this form by printing or
typing into the spaces provided. Attach more pages if
needed to make your request clear. Attach a copy of
the document that says your personal representative
has legal authority to act on your behalf.

Where to mail the form
Mail the completed form and supporting document to:

AmeriHealth Caritas VIP Care
Consent Processing Center
P.O. Box 7092

London, KY 40742-7092

Questions? Call Member Services at
1-833-535-3767 (TTY 711).
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AmeriHealth Caritas VIP Care

Discrimination is Against the Law

AmeriHealth Caritas VIP Care (HMO-SNP) complies with applicable Federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or sex. AmeriHealth Caritas
VIP Care does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

AmeriHealth Caritas VIP Care:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact AmeriHealth Caritas VIP Care Member Services at 1-833-535-3767
(TDD 711). We are available from 8 a.m. — 8 p.m., five days a week, April 1 — September 30, and from
8 a.m. — 8 p.m., seven days a week, October 1 — March 31.

If you believe that AmeriHealth Caritas VIP Care 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:

o AmeriHealth Caritas VIP Care Grievances and Complaints Department, P.O. Box 7140,
London, KY 40742- 7140, Phone: 1-833-535-3767 (TDD/TT: 711), Fax: 1-855-221-0046.

o You can file a grievance by mail, fax, or phone. If you need help filing a complaint or grievance,
AmeriHealth Caritas VIP Care Member Services 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.gov/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, D.C. 20201

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

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

AmeriHealth Caritas VIP Care is a HMO-SNP plan with a Medicare contract and a contract with the
Florida Medicaid program. Enrollment in AmeriHealth Caritas VIP Care depends on contract renewal.
This plan is available to anyone who has both Medical Assistance from the State and Medicare
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-833-535-
3767. Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-833-535-3767. Alguien que
hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: S 15 4L RN 55, B EDIRME X T s Y (R G (Tl B¢ 7],
PRI RAEIR S, 5 1-833-535-3767, FAIrh L LIE A R IR SR IR, X T
— IR RS,

Chinese Cantonese: &% (M1 (et fe s Sy Ir [ nT sEAF A BE R, A UL MEe it st B vodlas ik
%o MRS, &#ifidE 1-833-535-3767., FfMakh wiy A B IBSE S A St ), 5 %
— A5 B IR A%

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-833-535-3767. Maaari kayong tulungan ng isang nakakapagsalita ng

Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-833-535-3767. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 16i cdc ciu hoi vé
chudng suic khoe va chudng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-833-535-3767 s& c6 nhan vién noi tiéng Viét gilp dd qui vi. Day la dich vu
mién phi .

Form CMS-10802
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German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-833-535-3767. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Korean: QA= 95 B & oFF o] wek Ao gl =gz F8 59 AH| =&
Alsskal FUT &9 A Hl*e o] g3t % 5} 1-833-535-3767 HH o= <3
FHA L. dmolE st Hd At =9 = AU o] AH| e FEE g YTh

Russian: Ecnv y Bac BO3HUKHYT BOMNPOCbI OTHOCUTE/IbHO CTPaxoBOro unm
MeAMKaMEeHTHOro nfaaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCs HaWMMK 6ecnnaTHbIMU
ycnyramm nepeBoaumkoB. HYTobbl BOCNOb30BaTbLCSA YC/yraMm rnepeBoaymnka,
NO3BOHUTE HaM no TenedoHy1-833-535-3767. BaM oKaXXeT NOMOLLb COTPYAHUK,
KOTOpbIM roBOpUT NO-pycckn. laHHasa ycnyra 6ecnnaTtHas.

Ll 35500 Jgan sl daally alati ALkl (g1 e a2 Lol (5 8l) aa yiall ciladd 238 L) 1 Arabic

Gty le gadd o g, 1-833-535-3767 e W Juai¥) (5 g chile (u ¢5 ) 8 an yia e J paall
e et o3 s Lioay A ol

Hindi: HR ¥R 1 &al &1 AIoHI & §R H 31U fbat o} Usf & Sfare & & e gAR U gud
YT JaTE U §. Th GHITIAT UTd R & foIE, 999 89 1-833-535-3767 TR I &Y. Dl
Hfad Sl fg=<! SierdT § 3! Aee B bl . I8 U Jud 4dl &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-833-535-3767. Un nostro incaricato che parla Italianovi
fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de salde ou de medicagao.
Para obter um intérprete, contacte-nos através do niumero 1-833-535-3767. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sévis entépréet gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan1-833-535-3767. Yon moun ki pale Kreyol kapab ede w. Sa a se yon
sevis ki gratis.

Form CMS-10802
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Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-833-535-3767. Ta ustuga jest bezptatna.

Japanese: Y4l DL (SRR & FEhL AL ST 7 IS A THRBICBEZ T 5720

2, MERLOHRY —E 22 ) T T8 WE T, MR E S b Ic i,
1-833-535-3767 I B 723 v, HAGEZGT A E LR L 3, 23 EE DY
— EATT,
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