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Publix Authorization Form for Appeals by Personal Representative 
 

I UNDERSTAND THAT THIS AUTHORIZATION IS VOLUNTARY 
 

 
Pursuant to the Review of Claims subsection of the Claims Processing section of the PPO Member 
Handbook (“Handbook”) for the Publix Super Markets, Inc. Group Health Benefit Plan (the “Plan”), a 
Plan Member must act on his/her own behalf if he/she wants to exercise his/her rights under this plan. 
To authorize a representative to act on his/her behalf, a Member must complete, sign, date and submit 
this authorization form for review of a denied claim. If a Plan Member authorizes a representative to act 
on his/her behalf, the Member will not be afforded the right to appeal a claim on his/her own behalf, 
but will instead be delegating that right to the authorized representative. 

 
If both the front and back sides of this form are not fully completed, Publix and Blue Cross Blue Shield 
will be unable to process your request. 

 

 
Please print your responses. 

 
 

1.   Publix Associate/Subscriber Information 
 

Last Name First Name Middle Initial 

Publix Personnel Number Social Security Number Birth Date (MM/DD/YYYY) Telephone Number 
 

( ) - 

Street Address City, State and ZIP Code 

 
2.   Plan Member Information (Individual who is authorizing a personal representative) 

 

Last Name First Name Middle Initial 

Subscriber ID number (from BCBS ID Card) Social Security Number Birth Date (MM/DD/YYYY) Telephone Number 
 

( ) - 

Street Address City, State and ZIP Code 

Date(s) of Service Claim Number (if known) 

Provider Procedure 

 
3.   Authorized Personal Representative 

I authorize the following person or entity to submit an appeal to the Plan, and assume my appeal rights 

under the Plan for the above claim in question. This authorized personal representative is also 

authorized to receive records and healthcare information regarding my appeal of the above claim in 

question. If any costs or fees are associated with providing the authorized person or entity with the 

requested documentation, I agree to be responsible for the payment of such cost or fees. 
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Individual or Company authorized to submit an appeal Telephone Number (including area code) 

Street Address City, State and ZIP Code 

This authorization will remain valid until the first of the following events occurs: 
 

 The appeal process for the claim in question is completed; 

 You tell us in writing the authorization is void or revoked; or 

 The expiration of 24 months from the date of your signature. 
 
 
 

4.   ACKNOWLEDGMENT: Your signature below means that you understand and agree to the 
following: 

 Information disclosed as permitted by this authorization may include my protected health 

information which may be re-disclosed by the recipient and may no longer be protected by 

federal or state privacy regulations. 

 My ability to enroll in a Publix Group Health Benefit Plan (the “Plan”), and my eligibility for 
benefits and payment for services, will not be affected if I do not sign this form. However, 
without my witnessed signature, my request to authorize the person or entity named in Section 
3 above will not be completed. 

 All terms, conditions and administrative processes and provisions of the Plan, including but not 
limited to the Assignment and Attachment subsection of the General Provisions section of the 
Handbook, are still in full force and effect. 

 I must complete a HIPAA Authorization Form from Blue Cross Blue Shield and/or Publix Super 
Markets and return it with this form; unless I am the member’s treating health care provider and 
affirm I/we already have a HIPPA authorization on file. 

 I understand that if any information on this authorization form or the HIPAA Authorization form 
is incomplete or incorrect that this form will not be processed. 

 

 
 
 
 
 
 

Member Signature Date 
 
 
 
 

 
Witness Signature Date 

 
 
 

 
Return this completed form and relevant documentation, if required, to: 

Columbia Service Center 
Attention: Appeals Coordinator/Publix Dedicated Unit AX-830 

P.O. Box 100121 
Columbia, SC 29202-3121 


