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Authorized Representative for Member Appeal 
 

Section 1: Appointment of Authorized Representative 
 
Member Name: ______________________________________________________________________________________ 

Address: ___________________________________________________________________________________________ 

Telephone Number: ____________________________________ Email: ____________________________________ 

Identification Number: __________________________________ Date of Birth: ______________________________ 

 
I appoint: 

Authorized Representative Name: _______________________________________________________________________ 

Address: ___________________________________________________________________________________________ 

Telephone Number: __________________________________________________________________________________ 

 
as my authorized representative for the purposes described in Sections 2 and 3 below. I understand this agreement is 
voluntary and made to confirm my directions. 
 
 
Section 2: Scope of Authority 
 
The above named authorized representative may act on my behalf in requesting a member appeal for:  
 
Dates of service ___________________________________________________ only 
 
Provider _________________________________________________________ only 
 
Claim number (if claim has been filed) _________________________________ only 
 
 
Section 3: Options for Disclosures: 
 
In order for disclosure of my protected health information to be made to the above named representative, separate PHI 
Disclosure Form(s) must be completed. 
 
 
Section 4: Expiration and Revocation 
 
Expiration: This authorized representative appointment will expire at the completion of this appeal. or upon my revocation 
(see below). Any appeal requests submitted by a member-authorized represented and already in process will be completed 
with the representative of the member authorized.  
 
Revocation: I understand that I may revoke this authorization at any time by giving written notice of my revocation to: Attn: 
Appeals Department, Companion Benefit Alternatives, P.O. Box 100185, Columbia, SC 29202, Fax:  1-803-714-6456. 
 
I understand that revocation of this appointment will not affect any action Companion Benefit Alternatives, Inc. took in 
reliance on this appointment before my notice of revocation was received. 
 
 
Section 5: Signature 
 
I, ___________________________________________, have had full opportunity to read and consider the contents of this 
appointment, and I confirm that the contents are consistent with my direction. I understand that, by signing this form, I am 
confirming the appointment of my authorized representative, the scope of my authorized representative’s authority, the 
expiration of this appointment and the option of revoking of this appointment. 
 
Signature: _________________________________________ 

Date: _____________________________________________ 


