SUPPLEMENT A
AUTHORIZED REPRESENTATIVE
This form allows you to designate someone to make decisions for your household regarding Prescription Advantage as well as have access to your Protected Health Information.  Protected Health Information includes all enrollment, eligibility, billing, and prescription drug claims information.
If you want to grant someone the authority to act on behalf of you please read the detailed in- formation below, fill out the necessary information, and sign where indicated.  If you and your spouse are both applying and you want someone to act on your behalf, you both must agree to have an Authorized Representative designated for your household.  You both must agree to designate the same Authorized Representative, and you both must sign this form.
An Authorized Representative has the authority to make decisions for you (and your spouse) about your Plan membership(s) and participation.  For example, a member who has designated an Authorized Representative can only terminate membership if the Authorized Representative agrees.
Prescription Advantage will send your approval letter(s), identification card(s), member notices, bills, and all other Plan correspondence to your Authorized Representative instead of to you.
By completing this form, you authorize Prescription Advantage to share all verbal and written communication and personal data with your designated Authorized Representative.
You are not required to designate an Authorized Representative.  If you do not wish to have an Authorized Representative, do not complete this supplement.
If you would like to designate an Authorized Representative, please complete and sign the reverse side of this form and return it with your application.
If you have any questions about Authorized Representatives or how to complete this form, please call Prescription Advantage customer service at 1-800-AGE-INFO (1-800-243-4636) or TTY (toll free) for the deaf and hard of hearing at 1-877-910-0241.
If you have any questions or need assistance completing this application, please call 1-800-AGE-INFO (1-800-243-4636) or TTY (toll free) for the deaf and hard of hearing at 1-877-610-0241.

SUPPLEMENT A
Authorization
I (We) designate the following person to be my (our) Authorized Representative and authorize Prescription Advantage to release my (our) Protected Health Information to:
Name of applicant/member:                               Name of spouse                                 Telephone number

Name of Authorized Representative (Please print):                                                      Telephone number

Address of Authorized Representative:



City                                               State



Zip

If the designated Authorized Representative is someone who has legal authority to make decisions on your behalf (such as a legal guardian or a person with power of attorney), please include documentation to verify this status.
By signing this form to designate an Authorized Representative, I am indicating that:
· I understand this authorization covers my Protected Health Information, including all enrollment, eligibility, billing, and prescription drug claims information.
· I understand that all Plan correspondence will go to my Authorized Representative instead of to me.  This includes approval letter(s), identification card(s), member notices, bills, and all other Plan correspondence.
· I understand that this designation will continue as long as I am a member of Prescription Advantage unless I cancel or change this permission.  I may do so at any time by sending a letter to:  Prescription Advantage, PO Box 15153, Worcester, MA 01615-0153.
· I understand that even if I cancel or change this permission, Prescription Advantage cannot take back information that has already been released.
· I understand that after Prescription Advantage releases my information to my Authorized Representative, it may no longer be protected by privacy law, and may be given out again by the person to whom the information was released.
· I understand that my actions to designate, change, or remove an Authorized Representative will not impact my ability to receive benefits from Prescription Advantage.
X ________________________________________________     Date: __________________
    Signature of applicant (or Authorized Representative if the applicant is unable to complete this form)

X ________________________________________________     Date: __________________
    Signature of spouse (or Authorized Representative if the applicant is unable to complete this form)

X ________________________________________________     Date: __________________
    Signature of Authorized Representative
P.O. Box 15153 ● Worcester, MA 01615-0153
Fax Number:  508-793-1133
