SHAWNEE STATE UNIVERSITY 
Notice of Personal Representative

Employee Health Benefit Plan
(Authorized Representative)

COVERED PERSON

Name: 

Member ID# 


Home Address: 

Work Phone # 

Home Phone # 

Date of Birth:     ______/______/______
If Covered Person is not an employee of Shawnee State University, please indicate:

· Your relationship to the employee:
 FORMCHECKBOX 
 Spouse
 FORMCHECKBOX 
 Child
 FORMCHECKBOX 
 Other (describe): 

· The employee’s Member ID # 

PERSONAL REPRESENTATIVE

Name: 

Phone # 


Address: 

Fax # 

Relationship to Covered Person: 

Date of Birth:     ______/______/______
AUTHORIZATION

I, 
, hereby authorize the Personal Representative identified above to act on my behalf on the following matters:  (choose one or both)
 FORMCHECKBOX 

Claim Filing and Appeals.  All matters relating to the claim filing and appeal procedure under the Shawnee State University Employee Health Benefit Plan(s) (the “Plan”), including sending and receiving any and all past, present or future eligibility, coverage, health or other information about myself in connection with the Plan’s claim filing and appeal procedure.

 FORMCHECKBOX 

Protected Health Information.  All matters relating to my rights under the Privacy Rules (HIPAA) created or received by the Plan, including matters relating to the exercise of any right I may have to (i) provide authorization or consent for use or disclosure of such health information or (ii) request access, amendment, accounting, restrictions, confidential communications, or notice of privacy practices.  I understand that this authorization may be invalid to the extent prohibited by applicable law.

I understand that the Plan Administrator (and/or its designated agent) may deem any act or omission by the Authorized Representative in any matter covered by this authorization as if they are my own act or omission, and that the Plan Administrator (and/or its designated agent) will have no duty to separately confirm the authority of the Authorized Representative.  This authorization does not provide anyone the authority to act on my behalf regarding any matter not covered by this authorization.  This authorization is valid until the Plan Administrator (or a designated agent) receives a written notice from me that specifically terminates this authorization.  This authorization revokes any and all previous authorizations that I may have signed with respect to the foregoing matter(s).

Signature of Covered Person: 

Date: 


NOTARIZATION (Required)
STATE OF 


COUNTY OF 


I,_________________________________, a Notary Public, do hereby certify that on this ________ day of ____________________, 20_______, personally appeared before me______________________________, known to me to be the person whose name appears as the Covered Person shown on this document, and swore and acknowledged to me that he/she executed this document for the purpose expressed above.


Notary Public, State of 



My commission expires: 
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