DESIGNATION OF AUTHORIZED REPRESENTATIVE
Date:


To:

Member I.D. #:



Member Name:



Patient Name:

In order to recognize someone other than the patient as an authorized representative, Public Employees Local 71, (hereinafter referred to as the “Plan”) must receive a valid Designation of Authorized Representative form that has been completed by the patient.  The Plan does not condition eligibility, enrollment, or payment of benefits upon receipt of this authorization. 
Please return this form to the Trust Office as soon as possible.  A pre-addressed envelope is enclosed for your convenience.
(A copy of this Authorization Form will be sent to your designated representative at the address given below.)
I, _______________________________________________ / __________________________________, hereby authorize the Plan and all 
      Patient Name                                                                                                                           Patient Social Security Number

Business associates acting on its behalf to recognize the person named herein as my representative for the purposes described below, and to disclose relevant health information to:
REPRESENTATIVE INFORMATION

Full Name:

Mailing Address:


Phone Number:


Relation to Patient:


The information to be disclosed is as follows (please check all that apply): 


 FORMCHECKBOX 
  All Medical and Prescription Claims
 FORMCHECKBOX 
  Specific Medical, Dental or Vision Claim:


 FORMCHECKBOX 
  All Dental Claims
       Provider:



 FORMCHECKBOX 
  All Vision Claims
       Date(s) of Service:



 FORMCHECKBOX 
  Time Loss (Short-Term Disability) Claims
 FORMCHECKBOX 
  Specific Time Loss (Short-Term) Disability) Claim:

 FORMCHECKBOX 
  Death Benefit Claim
       Date(s):



 FORMCHECKBOX 
  Flexible Spending Account (FSA) Claims
 FORMCHECKBOX 
  Other (please be as specific as possible):



 FORMCHECKBOX 
  Pension: Application
       



 FORMCHECKBOX 
  Pension: Benefit Payments
       


I request that copies of all relevant communications (explanation of benefits, letters, etc.) be sent to my authorized representative while this designation is in effect.
I understand that this Authorization does not ensure that the person I am authorizing to receive health information about me will treat such information as confidential.  I understand that I may revoke this Authorization at any time by submitting a Cancellation of Authorized Representative Form to the Plan.  This Authorization is valid for one year following the date on which it is signed below unless a different expiration date or event is indicated here, _______________________________________________________, or upon receipt by the Plan of a Cancellation of Authorization Form.
Patient Signature:

Date:

Public Employee Local 71


PO Box 91013


Seattle, WA  98111


(800) 557-8701
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