AUTHORIZED REPRESENTATIVE DESIGNATION FORM 

[to be signed by the patient and included with 

any correspondence from a  provider acting as authorized representative] 
TO:

[Health Plan or Plan Administrator] 
FROM:
[Patient Name]



[Patient Address]



[Insurance ID Number]

Regulations promulgated under the Mental Health Parity and Addiction Equity Act (MHPAEA) (29 C.F.R. §2590.712(d)(1)-(2)) and ERISA (29 C.F.R. §2560.503-1) permit health plan participants and beneficiaries to designate an authorized representative to:  (i) request access to certain plan documents; (ii) pursue a benefit claim or (iii) pursue appeal of an adverse benefit determination.  

As a participant or beneficiary in _______________[health plan], I hereby designate ______________________ as my Authorized Representative for the purposes of requesting information or assisting me in further accessing the mental health or substance use disorder benefits available to me under my health plan.  

This designation shall automatically terminate upon termination of the treatment relationship, unless earlier terminated by me in writing.   

____________________________
Signature of Patient/Insured
____________________________

Print Name of Patient/Insured: 

____________________________

Date
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