4D DENVER HEALTH APPOINTMENT OF
MEDICAL PLAN n.. PERSONAL REPRESENTATIVE FORM

o4 DENVER HEALTH
MEDICAID CHOICE

Denver Health Medical Plan, Inc. (DHMP) must follow certain procedures before it may provide access to your
Protected Health Information (PHI) to someone other than the Member. The purpose of appointing a Personal
Representative is to enable another individual to act on your behalf with respect to: 1) making decisions about
your health benefits; 2) requesting and/or disclosing your Protected Health Information; and 3) exercising
some or all of the rights you have under your health insurance benefit plan. A Personal Representative may be
legally appointed or designated by a Member to act on his/her behalf. Designating a Personal Representative
is voluntary and can be a family member, friend, advocate, lawyer or an unrelated party. You may change or
revoke the appointment of a Personal Representative at any time. If you choose to revoke an appointment,
please complete Section H below and return to DHMP.

SECTION A: MEMBER/SUBSCRIBER INFORMATION

Member Name: (Last, First, Middle Initial) Date of Birth: Telephone #:

| | ( ) -
Address: Group #: (as shown on the Member’s ID Card)
City, State, Zip: Member ID #: (as shown on the Member’s ID Card)
Subscriber Name: (if different from Member) Date of Birth: Telephone #:

| I ( ) -

SECTION B: PERSONAL REPRESENTATIVE INFORMATION

Name: (Last, First, Middle Initial) Date of Birth: Telephone #:

| | ( ) -
Address: Mother’s Maiden Name: (for identity verification)
City, State, Zip: Last 4 digits of Social Security #:
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SECTION C: PERSONAL REPRESENTATIVE’S RELATIONSHIP TO MEMBER (select one)

(O Parent/guardian of a minor - Attach a copy of the minor’s birth certificate or proof of guardianship
(O Power of attorney with authority to make health care decisions on behalf of a member - Attach a copy of
signed Power or Attorney form

O Executor or administrator of the deceased member’s estate - Attach Letters Testamentary or other legal
documents evidencing executor or administrator status

O Other: (Please describe your relationship to the member and attach proof of your authority to make
health care decisions on behalf of the member)

SECTION D: TYPE OF INFORMATION TO BE DISCLOSED/USED/RECEIVED BY THE PERSONAL
REPRESENTATIVE (select all that apply)

(O Prior Authorization/Referral Info O Enrollment/Benefits
O Case Management O Pharmacy Information
(O Member ID Card O claims

O Premium Invoices O Grievance and Appeals

O Plan Documents (e.g., Member ID Card, Member O All documents and information available,
Handbook, Explanation of Benefits) without limitation

QO Other:

SECTION E: PLEASE RETURN THIS COMPLETED FORM AND ALL SUPPORTING DOCUMENTATION TO
THE FOLLOWING MAILING ADDRESS OR FAX NUMBER

Mailing Address: Secured Fax #:
Denver Health Medical Plan, Inc. 303-602-2025
Attn: Compliance Department

938 Bannock Street, MC 6000

Denver, CO 80204

SECTION F: MEMBER/SUBSCRIBER’S SIGNATURE:

| have completed the above information. | acknowledge that by signing this form | authorize DHMP to treat
my Personal Representative as myself.

Signature of Member/Subscriber Date
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SECTION G: PERSONAL REPRESENTATIVE’S ACCEPTANCE OF APPOINTMENT

l, hereby accept the Member’s
appointment. | acknowledge that by signing this form | have authority to act on behalf of the Member.

| have attached the required documentation, where applicable, to establish my status as the Personal
Representative. | certify that the information on this Personal Representative form is true, correct and
accurate to the best of my knowledge. | understand that the Company may request information, now or in
the future, as it deems necessary to confirm my Personal Representative status.

Signature of Personal Representative Date

IMPORTANT NOTE: The appointment of a Personal Representative is valid for one year from the member
signature date. You may revoke the appointment at any time by completing the revocation section
(Section H) and returning it to DHMP at the address provided.

SECTION H: REVOCATION OF APPOINTMENT OF PERSONAL REPRESENTATIVE

| understand that by signing this section | am revoking my appointment of Personal Representation and no
longer want the individual, (print individual’s name legibly below),

to act as my Personal Representative. | understand that this revocation applies to any future disclosures of
Personal Health Information, whether verbal or written, and any future actions. | further understand that any
disclosures or actions already taken by the Personal Representative and/or DHMP during the appointment

of representation time period cannot be revoked. The revocation date that will be used is the date DHMP
receives this revocation form.

Signature of Member/Subscriber Date

Please mail or fax form to:
Denver Health Medical Plan, Inc.
Attn: Compliance Department
938 Bannock Street, MC 6000
Denver, CO 80204

Fax: 303-602-2025

Page 3 of 3







Accessibility Report





		Filename: 

		Personal Representative Form - DHMP 2019_508.pdf









		Report created by: 

		Heidi Golicz-Miranda, Managing Partner



		Organization: 

		Idiomas, LLC







 [Personal and organization information from the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Member Name: (Last, First, Middle Initial): 
	Subscriber Telephone Number: 
	Member Date of Birth Month: 
	Member Date of Birth Day: 
	Member Date of Birth Year: 
	Member Area Code: 
	Member Telephone Number: 
	Address: 
	Group  as shown on the Members ID Card: 
	City State Zip: 
	Member ID  as shown on the Members ID Card: 
	Subscriber Name if different from Member: 
	Subscriber Date of Birth Month: 
	Subscriber Date of Birth Day: 
	Subscriber Date of Birth Year: 
	Subscriber Area Code: 
	PERSONAL REPRESENTATIVE Name: (Last, First, Middle Initial): 
	Last 4 digits of Social Security: 
	PERSONAL REPRESENTATIVE Date of Birth Month: 
	PERSONAL REPRESENTATIVE Date of Birth Day: 
	PERSONAL REPRESENTATIVE Date of Birth Year: 
	PERSONAL REPRESENTATIVE Area Code: 
	PERSONAL REPRESENTATIVE Telephone Number: 
	Address_2: 
	Mothers Maiden Name for identity verification: 
	City State Zip_2: 
	Other: (Please describe your relationship to the member and attach proof of your authority to make health care decisions on behalf of the member)_3: 
	Other: (Please describe your relationship to the member and attach proof of your authority to make health care decisions on behalf of the member)_1: 
	Other: (Please describe your relationship to the member and attach proof of your authority to make health care decisions on behalf of the member)_2: 
	PERSONAL REPRESENTATIVE’S RELATIONSHIP TO MEMBER (select one): Off
	Prior Authorization/Referral Info: Off
	Other TYPE OF INFORMATION TO BE DISCLOSED/USED/RECEIVED BY THE PERSONAL: 
	Other: Off
	Case Management: Off
	Member ID Card: Off
	Premium Invoices: Off
	Plan Documents: Off
	Enrollment/Benefits: Off
	All documents and information available,   without limitation: Off
	Pharmacy Information: Off
	Claims: Off
	Grievance and Appeals: Off
	Date: 
	Personal representative’s Name: 
	Date_2: 
	individual’s name: 
	Date_3: 


