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AmeriHealth Caritas Personal Representative Request Form

Please print clearly in blue or black ink.
Next

A product of AmeriHealth Caritas North Carolina, Inc.

This form will need to be completely filled out for it to be processed. This includes attaching legal
documentation (see page 2).

This form allows another person to make health care decisions for an AmeriHealth Caritas Next member. This
person must have legal authority to act on your behalf. This includes legal guardianship or health care power
of attorney. If you have questions, you can call Member Services at 1-833-613-2262 (TTY 1-844-214-2471).

Member information

First name: Middle initial: Last name:

Date of birth (MM/DD/YYYY):

Member ID number:

/
Address line 1:
Address line 2:
City: State: ZIP code:

Home phone number (including area code):

Mobile phone number (including area code):

Email address:

Personal representative information

First name: Middle initial: Last name:

Address line 1:

Address line 2:

City: State: ZIP code:
Home phone number (including area code): ( )
Mobile phone number (including area code): ( )

Email address:

Date of birth:
(MM/DD/YYYY) / /

Please keep a copy of this form for your records.

Relationship to member:




Personal Representative Request Form

A copy of legal documentation must be attached to this form.

If you do not attach legal documentation, this form cannot be processed.

Type of documentation you are attaching:

[ 1 Power of attorney for health care decisions [] other (please specify):
L] Legal guardianship
[] custodial order

D Executor of estate

Signature and date of member’s legal personal representative

Name (print):

Personal representative’s signature:

Date (MM/DD/YYYY): /I l/

Please keep a copy of this form for your records.



Personal Representative Request Form

Important information about personal representatives

The federal Privacy Rule requires AmeriHealth
Caritas Next to follow certain procedures before

it may provide access to your protected health
information (PHI) to someone other than you. PHIl is
information about you that can reasonably be used
to identify you and that relates to your past, present,
or future physical or mental health or condition and
the provision of health care to you or the payments
for that care. AmeriHealth Caritas Next will release
PHI to your personal representative upon receipt of
documentation supporting their legal authority to
make health-related decisions on your behalf (for
example, a valid power of attorney, guardianship,
or other legal document). AmeriHealth Caritas Next
will also recognize as a personal representative an
executor, an administrator, or a person recognized
by law as having authority to act on behalf of a
deceased member or the member’s estate.

This is what you need to know:

Information about your health is very personal.
We are committed to protecting your privacy.
Please read this form carefully. This form will
need to be completely filled out for it to be
processed. This includes attaching legal
documentation.

AmeriHealth Caritas Next will not, however,

treat someone as your personal representative

if we reasonably believe: (1) you may be subject
to domestic violence, abuse, or neglect by the
personal representative; (2) treating the person as
your personal representative could endanger you;
or (3) in the exercise of professional judgment (for
example, in a licensed professional’s judgment),
AmeriHealth Caritas Next decides that it is not

in your best interest to treat the person as your
personal representative.

NCEX_244014002

This is what you need to know:

We care about your well-being. If we think your
personal representative will misuse your health
information, we will not give it to them.

A personal representative designation will remain
in effect until the member, a court order, or an
applicable law revokes it.

This is what you need to know:

If you allow for a personal representative, this
document will remain effective until it is canceled.
You can cancel this if you want to. You just have to
tell us. A court order or other laws can also cancel it.

To assist AmeriHealth Caritas Next in responding

to this request, please complete this form by
printing or typing into the spaces provided. Attach
additional pages if necessary to clarify your request.
Attach a copy of the document supporting your
personal representative’s legal authority to act on
your behalf.

This is what you need to know:

This form will need to be completely filled out

forit to be processed. This includes attaching legal
documentation. You may use additional pieces of
paper if you need more space to write.

Mail the completed form and supporting
documentation to:

AmeriHealth Caritas Next
Consent Processing Center
P.0. Box 7092

London, KY 40742-7092

Questions? Call Member Services at 1-855-375-8811
(TTY 1-866-209-6421).

B

AmeriHealth Caritas
Next

A product of AmeriHealth Caritas North Carolina, Inc.

www.amerihealthcaritasnext.com



L

AmeriHealth Caritas
Next

A product of AmeriHealth Caritas North Carolina, Inc.

Notice of Nondiscrimination

AmeriHealth Caritas Next complies with
applicable federal civil rights laws and
does not discriminate based on race,
color, national origin, age, disability,
creed, religious affiliation, ancestry,
sex, gender identity or expression, or
sexual orientation. AmeriHealth Caritas
Next provides free aids and services to
people with disabilities to communicate
effectively with us, such as, qualified
sign language interpreters and written
information in other formats. If you need
these services, contact the Member
Services number on the back of your
card. If you believe that AmeriHealth
Caritas Next has failed to provide these
services or discriminated in another way,
you can file a grievance with AmeriHealth
Caritas Next Attention: Appeals and
Grievances, P.0. Box 7379, London, KY
40742 or fax: 1-844-201-6798.

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 at: U.S. Department
of Health and Human Services, 200
Independence Avenue SW, Room

509F, HHH Building Washington, DC
20201, phone: 800-368-1019, TTY:
1-800-537-7697, Complaint forms

are available at https://www.hhs.gov/
sites/default/files/ocr-cr-complaint-
form-package.pdf.

OTH-NonDiscrimination(2025)-NC

We speak your language

We provide free language services and information to people whose primary
language is not English. To talk to an interpreter, call the Member Services number
on the back of your card.

Ofrecemos servicios lingiisticos e informacion sin cargo a las personas cuya
lengua materna no es el inglés. Para hablar con un intérprete, llame al nimero
de Servicios al Miembro que figura en el dorso de su tarjeta.
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Chuing t6i cung cap thong tin va cac dich vu ngdn nglr mién phi cho nhimng
ngudi c6 ngdn ngii chinh khong phai la tiéng Anh. D& noi chuyén véi thong dich
vién, hay goi dén so dién thoai clia Dich Vu Hi Vién & mat sau thé clia quy vi.
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Nous fournissons gratuitement des services linguistiques et des informations
a ceux dont la langue principale n’est pas l’anglais. Pour communiquer avec un
interpréte, appelez I’équipe service aux adhérents au numéro indiqué au dos
de votre carte.
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Mbl npefocTaBnsem 6ecnnatHble A3bIKOBbIE YCYri 1 MHDOPMALMIO IOAAM, AN
KOTOPbIX aHTMUACKUIA He ABNAETCA POAHBIM. YT06ObI 06paTUTLCSA K NEPEBOAYNKY,
MO3BOHMUTE N0 HOMEPY, YKa3aHHOMY Ha 00PaTHON CTOPOHE BaLLEro Y0CTOBEPEHUS.

Nagkakaloob kami ng mga libreng serbisyo sa wika at impormasyon sa mga
indibidwal na ang pangunahing wika ay hindi Ingles. Upang makipag-usap sa isang
interpreter, tumawag sa numero ng Member Services sa likod ng iyong card.

AN Acl ASlA (:9hes il Al Wl HEAl Yelot 53 lA
ol YlaMs eunt 2id% otell. geula WA cld scl 1,
AMIRL sL8ell W WA AeA Acll aleR UR Sl 5.



We speak your language %
igugNgsiuhagman Shidnsihwssfnigiglsgnisumnsmanfywisissmmansiign 4
By uNwHYWwERTHITH NG guiuighinegiRipuiishnguninisinighistanivagn 4
Wir bieten Menschen, deren Muttersprache nicht Englisch ist, kostenlose Sprachdienste und Informationen an. Wenn Sie mit einem

Dolmetscher oder einer Dolmetscherin sprechen mdchten, rufen Sie bitte die Nummer des Mitgliederservice auf der Riickseite [hrer
Karte an.
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