Appeals or Grievance We"Sen Se

Representative Form HEALTH PLAN

This form lets you give one person permission to file one appeal or one grievance on your behalf. This
form does not broadly grant access to your protected health information. IMPORTANT: Member
must sign and date this form.

Member information (please print information clearly)

Member's name Date of birth

WellSense member ID number Phone

Appeals or grievance details or case number

| hereby authorize the person listed below to act as my Representative for the above referenced Member
Grievance or Member Internal Appeal. | understand that | am granting this person permission to act on my
behalf, which may include reviewing health or payment information related to the above referenced
Grievance or Internal Appeal. WellSense Health Plan will act on this information until | revoke or amend this
authorization in writing. This authorization expires on the date WellSense mails the Grievance or Internal
Appeal decision notice related to this matter. By adding my name below, | confirm that | am the individual
named and that my signature is legally binding. | understand that | may withdraw my consent at any time
by contacting WellSense at wellsense.org/contact-us.

Member’s signature*: Date:

Appeal or grievance representative information (please print information clearly)

Name of health care provider or other person member has appointed to Representative’s phone
represent them during member grievance or member internal appeal: and extension:

* If the member already has a Legal Representative, and the Legal Representative signs this form,
copies of the Legal Representative documents must accompany this form.

Submit completed forms with attachments to:

Mail: WellSense Health Plan Massachusetts Email: MemberQuestions@wellsense.org
100 City Square, Suite 200 New Hampshire Email: NHmembers@wellsense.org
Charlestown, MA 02129

Fax: 617-897-0805
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