




PROFESSIONAL ORTHOPAEDIC ASSOCIATES

Authorization of Designated Representative to Appeal A Determination

Date: ______________________________

Name: __________________________________ Member #: _____________________
(please print)

I hereby authorize __Cynthia Bennett, R.M.C.__ to appeal ________________________
(name of representative) (insurance company)

Determination concerning ________________________ on my behalf, as my designated
(description of service)

representative, and, as part of the appeal, I hereby authorize _______________________
(insurance company)

to disclose and furnish to my designated representative the following information:

All medical and financial information contained in my insurance file, along with my
insurance plan policy manual. I understand this information is privileged and
confidential. This authorization is valid for a period of one year.

Signature of Patient, Subscriber or Legal Guardian/Representative: __________________________

Printed Name of Designated Representative: ___Cynthia Bennett___________________

Signature of Designated Representative: _______________________________________
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