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Appointment of Representative

Use this form to appoint a representative to act on your behalf for your claim, appeal, grievance or request. By signing
this form and appointing this representative, you agree that the representative will be the main contact and have
authority to make requests, present evidence, get information, and receive all communication about your action. This
person may see your personal medical information. All fields in Sections 1 and 2 are required unless marked optional.

Section 1: Information about the person appointing the representative
This section must be completed by the patient, provider or other person appointing a representative.

Name Medicare Number or National Provider Identifier
Mailing address Phone number (with area code)

Cro W o
City State ZIP code

1] NN
Email (optional) Fax (optional)

Cro e g
Signature Date signed (mm/dd/yyyy)

LM

Section 2: Information about the representative
This section must be completed by the representative.

Representative name

Professional status or relationship to the person in Section 1 (attorney, relative, etc.)

Mailing address Phone number (with area code)

o P i
City State ZIP code

1] 1]
Email (optional) Fax (optional)

1) : ||

By signing below, you agree to act as a representative and certify that you haven’t been disqualified, suspended, or
prohibited from practice before the Department of Health and Human Services (HHS) or otherwise disqualified from
acting as a representative. Any fee to be charged for acting as a representative may be subject to review and approval
by the Secretary. If you’re charging a fee, go to instructions on page 2.

Signature Date signed (mm/dd/yyyy)
NN

Representative must complete the sections below, if applicable (go to instructions on page 2)

Section 3: Waiver of fee for representation
Providers and suppliers who furnished the items or services at issue can’t charge a fee for representation and must sign
below to waive their fee. Representatives who choose to waive their fee for representation must also sign below.

| waive my right to charge and collect a fee for representing the person in Section 1 before the Secretary of HHS.
Signature Date signed (mm/dd/yyyy)
R RN

Section 4: Waiver of payment for items or services at issue

If you’re a provider or supplier and you furnished items or services to the patient you’re representing, if the appeal
involves a question of whether you or the patient didn’t know, or couldn’t reasonably be expected to know, that
Medicare wouldn’t cover the items or services.

I waive my right to collect payment from the patient for the items or services at issue in this appeal if a determination
of liability under §1879(a)(2) of the Act is made.

Signature Date signed (mm/dd/yyyy)

N RN
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Instructions and Regulation Requirements

Instructions

All fields in Sections 1and 2 are required unless marked “optional.” If the person or entity appointing a representative
doesn’t have a Medicare number or National Provider Identifier, fill in “not applicable.” Go to the regulation at 42 CFR
405.910: ECFR.gov/current/title-42/chapter-1V/subchapter-B/part-405/subpart-l/section-405.910

Waiver of Fee for Representation Section 3 is required when a representative is required, or has agreed, to waive or not
charge a fee for their representation. Waiver of Payment for Items or Services at Issue Section 4 is required if a provider
or supplier who furnished items or services to the patient represents the patient and liability (knowledge of non-
coverage) under §1879(a)(2) of the Act is at issue in the appeal. Go to 42 CFR 405.910(f).

An appointment of a representative is considered valid for one year from the date this form is signed by both the person
appointing a representative and the appointed representative. A completed form can be used for other appeals or
actions during the one-year period it’s valid. Unless revoked, the representation is valid for the duration of the claim,
appeal, grievance, or request for which it was filed.

Charging fees for representing patients before the Secretary of HHS

An attorney, or other representative for a patient, who wants to charge a fee for services rendered in connection with an
appeal before the Secretary of HHS (i.e., an Administrative Law Judge (ALJ) hearing or attorney adjudicator review by
the Office of Medicare Hearings and Appeals (OMHA), Medicare Appeals Council review, or a proceeding before OMHA
or the Medicare Appeals Council as a result of a remand from federal district court), is required to have the fee approved
in accordance with 42 CFR 405.910(f).

The representative should complete the form OMHA-118, “Petition to Obtain Approval of a Fee for Representing a
Beneficiary” and file it with the request for ALJ hearing, OMHA review, or request for Medicare Appeals Council review.
Fee approval is not required if: (1) the appellant being represented is a provider or supplier; (2) the fee is for services
rendered in an official capacity such as that of legal guardian, committee, or similar court-appointed representative, and
the court approved the fee; (3) the fee is for representing a patient in a proceeding in federal district court; or (4) the fee
is for representing a patient in a redetermination or reconsideration. Representatives are permitted to waive their fee if
they choose. Get form OMHA-118 here: HHS.gov/sites/default/files/OMHA-118.pdf

A provider or supplier who furnished the items or services to a Medicare patient that are the subject of the appeal may
represent that patient in an appeal, but the provider or supplier may not charge the beneficiary any fee associated with
the representation. (42 CFR 405.910(f)(3).)

Approval of fee

The fee approval requirement ensures that a representative is paid fairly for their services and that patient fees are
reasonable. In approving a requested fee, OMHA or Medicare Appeals Council will consider the nature and type of
services rendered, the complexity of the case, the level of skill and competence required, the amount of time spent on
the case, the results achieved, the level of administrative review needed, and the amount of the fee requested.

Conflict of interest

Sections 203, 205 and 207 of Title XVIII of the United States Code make it a criminal offense for certain current and
former officers and employees of the United States to render certain services in matters affecting the government or
to aid or assist in prosecuting claims against the United States. Individuals with a conflict of interest are excluded from
serving as representatives of patients before HHS.

Where to send this form
Send this form to the same location you send your claim, appeal, grievance, or request.

Get help & more information
For questions about this form, contact your Medicare plan or call 1-800-MEDICARE (1-800-633-4227). TTY users call
1-877-486-2048.

You have the right to get Medicare information in an accessible format, like large print, braille, or audio. You also have
the right to file a complaint if you feel you’ve been discriminated against. Visit Medicare.gov/about-us/accessibility-
nondiscrimination-notice, or call 1-800-MEDICARE for more information.

Paperwork Reduction Act: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0950.
The time required to prepare and distribute this collection is 15 minutes per notice, including the time to select the preprinted form,
complete it and deliver it to the beneficiary. If you have comments concerning the accuracy of the time estimates or suggestions for
improving this form, please write to CMS, PRA Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.
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Notice of Non-Discrimination

Doctors HealthCare Plans, Inc. complies with applicable Federal civil rights laws and does not discriminate or
exclude people on the basis of race, color, creed, religion, national origin, age, disability, political affiliations or
beliefs, or sex (including pregnancy, sexual orientation, and gender identity).

Doctors HealthCare Plans:
» Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)
» Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
— Information written in other languages
* Ifyou need these services, contact Member Services/Civil Rights.

If you believe that Doctors HealthCare Plans has failed to provide these services or discriminated in another way,
you can file a grievance with:

Doctors HealthCare Plans, Inc.
Attn: Member Services/Civil Rights
2020 Ponce De Leon Blvd, PHI

Coral Gables, FL 33134

Telephone: 833-342-7463 (TTY: 711)
Fax: 786-578-0293,

Email: civilrights@doctorshcp.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Member Services/Civil Rights, 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 https://www.hhs.gov/ocr/complaints/index.html.




NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE, AUXILIARY AIDS AND SERVICES

English: ATTENTION: If you speak English, free language assistance services are available
to you. Appropriate auxiliary aids y services to provide information in accessible formats
are also available free of charge. Call 833-342-7463 (TTY:711) or speak to your
provider.

Spanish: ATENCION: Si habla espafiol, estan disponibles servicios de asistencia lingiistica
gratuita para usted. También estan disponibles sin carga adecuada apoyos y servicios para
proporcionar informacion en formatos accesibles. Llame al 833-342-7463 (TTY:711) o hable
con su proveedor.

Haitian Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed aladispozisyon w
gratis pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay enfomasyon nan foma
?ksesib yo disponib gratis tou. Rele nan 833-342-7463 (TTY:711) oswa pale avek founise w
a.

Arabic:
il g 5 51 LS dgilaall 45 salll s luall Chland Sl 58 65008 oAy yall Aalll Chas®i i€ 13 did
- A8l e Ll Ulae Lea) Josea sl Say ity oo glaal) a8 0l Spilie chland g 3aclies
MAeadll avae ) Gaaas 5F (1-833-342-7463) (TTY: 711)

Chinese Traditional: /i %: WREIGEE], M DLABRM G EE S IR . 1

A] DL By HE i E’Jiﬁﬁﬁlﬁﬁﬁiﬂ&ﬁ, D) g A e B o T 833-342-7463

(TTY:711) BB AIHRALE 5o

Chinese Simplified: j: = 5% UE[EPI] PATE e 2 N IEIRBNE S AR S . BATTIE
TPMLIE Y B) T EAAR S, ARG R E S . 2 833-342-7463 (SUAHL1E:

(TTY 711) B HIE R 55 B AR

French: ATTENTION: Si vous parlez Francais, des services d'assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des
informations dans des formats accessibles sont également disponibles gratuitement.
Appelez le 833-342-7463 (TTY: 711) ou parlez a votre fournisseur.

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachhilfe-
Dienste zur Verfiigung. Angemessene Hilfsmittel und Dienste zur Bereitstellung von
Informationen in zuganglichen Formaten sind ebenfalls kostenlos verfugbar. Rufen Sie
833-342-7463 (TTY: 711) an oder sprechen Sie mit lhrem Anbieter.

Gujarati: & Al UL %) di JoUdl wladl &), dl Hed MINLSIY AsiUdl M) dHIRL

Hl2 GUas] Y B, Hisedla Yol ¥ d@ MLl wludlef] A13| A ASIUS Altlotl Wl Al M) ULl
éé{i e 5 GUAW Y B. 833-342-7463 (TTY:711) UR ST 52\ WYd| dHRL UReldl A1d dld
5.

Italian: ATTENZIONE: Se parli Italiano, sono disponibili servizi di assistenza linguistica
gratuiti per te. Sono disponibili anche ausili e servizi appropriati per fornire informazioni in
formati accessibili, anch'essi gratuiti. Chiama il 833-342-7463

(TTY:711) o parla con il tuo fornitore.

Korean: F£2|: [T 0{]E AI2SIA|l= 42 22 20| X&) MH|AE 0|24 £
AELICE 0|8 7tesst WAoo s FHE NIdt= M EX 7|7 A MHAE RER
M-S & LIC}, 833-342-7463 (TTY:711) HOZ TS}t AHLE MH|A X3 YA O

=25t AI2.
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Polish: UWAGA: Osoby mow1ace po polsku moga skorzystac z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych
formatach sa rowniez dostepne bezp{atme Zadzwon pod numer 833-342-7463 (TTY:711)
lub porozmawiaj ze swoim dostawca”.

Portuguese: ATENCAO: Se VOCé fala Portugués, servigos de assisténcia linguistica
gratuitos estdo disponiveis para vocé. Ajudas e servicos auxiliares apropriados para
fornecer informacées em formatos acessiveis também estao disponiveis gratuitamente.
Ligue para 833- 342-7463 (TTY:711) ou converse com seu prestador de servicos.

Russian: BHUIMAHWE: Ecnv Bbl FOBOPUTE Ha PYCCKWUIA, BaM AOCTYMHbI 6eCNNaTHbIE YCIyri
A3bIKOBON noaaep>xkn. COoTBETCTBYIOLME BCMIOMOraTe /ibHble CPeAcTBa U YC/yru Mo
npeAocTaBaeHMI0 MHOPMaLUMKM B AOCTYMHbIX popmaTax TaKKe npeaocTaBaAlnTCA
6ecnnatHo. Mo3BoHUTe no TenedoHy 833-342-7463 (TTY:711) unu obpatmTecb K CBOEMy
NOCTaBLUMKY YCAyr.

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na
tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa 833-342-7463 (TTY:711) o makipag-usap sa iyong provider.”

Thai:_vunaue: innaaladae Ine isduinsanyaiundasiuaeInd uanannil
fofivasacfiauaruinisthewmdaalidayalusluuuiieindelalas biviae 1@
TsaTnshinsia 1-833-342-7463 (TTY: 711) w3ausamylriusnisuadnn”

Vietnamese: LUU Y: Néu ban ndi ti€ng Viét, chiing t6i cung cdp mién phi cac dich vu ho
trg ngdn ngilr. Cac hé tre dich vu phu hgp dé cung cap thong tin theo cac dinh dang dé tiép
can ciing duvoc cung cap mién phi. Vui long goi theo s6 Nguoi khuyét tat: 833-342-7463
(TTY:711) hoic trao déi véi ngudi cung cap dich vu cda ban.”
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