
    
 

 

   

     

   

         

  
          

             
         

  

  

    

          

                                  
        

       

   

  

    

APPOINTMENT OF REPRESENTATIVE 

Date:     Member number:  

Name: Reference/Case number: 

PART 1 --- APPOINTMENT OF REPRESENTATIVE (to be filled out by member) 

I  allow__ ____________________to  act  for  me  when  filing  a  grievance, claim  or appeal.  
(Name of person you want as your representative) 

The person I have named can act for me when giving or receiving any information 
about my grievance, claim or appeal. This includes personal medical information. 

Member: Date: 

Street Address: Phone  (with  area  code):  

City: State: ZIP Code: 

PART 2 --- ACCEPTANCE OF APPOINTMENT (to be filled out by Representative) 

I, ______________ accept  the  appointment.  I  will  act  on  behalf  of  the  
(Name of person who will be member’s representative) member to file a grievance, claim or appeal. 

Relationship to Member: (Must be 18 or older) 

Representative Signature: Date: 

Street Address: Telephone  (with  area  code):  

City: State: ZIP Code: 
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This authorization is good for one year from the date you sign this form unless you tell 
us the following: 

Date: / _/ 
Month  Day  Year  

or  Event: 

Part 3 ---YOUR INDIVIDUAL RIGHTS (Please read): 

I understand that: 

• I do not have to sign this form. 
• I can cancel this form by writing to <Health Plan> at the address below. If I cancel, it 
will not include the information that was already disclosed. 
• Once my protected health information is disclosed to the person or organization I 
named in Part 1 of this form, the information in their possession may no longer be 
protected by privacy laws. 

Please fill out this form. Mail, fax or deliver it to the address below: 

‘Ohana Heath Plan 
820 Mililani Street, Suite 200

Honolulu, Hawaii 96813 
Fax: 888-361-0713 

Member Signature:  Date: 



 'Ohana Health Plan complies with applicable Federal civil rights laws and does not discriminate, exclude people, 

or treat people differently because of race, color, national origin, age, disability or sex. 

 'Ohana Health Plan provides free aids and services to people with disabilities 
to communicate effectively with us, such as: 

• Qualified sign language interpreters 

 • Written information in other formats (large print, audio, accessible 
electronic formats, other formats) 

'Ohana Health Plan provides free language services to people whose primary 
language is not English, such as: 

• Qualified interpreters 

• Information written in other languages 

If you need these services, contact 1-888-846-4262 (TTY 711). 

 

 

 

 

 If you believe that 'Ohana Health Plan has failed to provide these services or discriminated in another way, you 

can file a grievance with: 

 'Ohana Health Plan 
 Attn: Grievance Department 
 820 Mililani Street 
 Suite 200 
 Honolulu, HI 96813 
 Toll-free: 1-888-846-4262 
 TDD/TTY: 711 
Fax: 1-813-865-6861 

You can file a grievance in person or by mail or fax. If you need help filing a grievance we are available to help 

you. Call Customer Service toll-free at 1-888-846-4262 (TTY: 711). 

You can also file a grievance with the U.S. Department of Health and Human Services, Office for Civil Rights, 
 electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/ 
portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 
 200 Independence Avenue, SW 
 Room 509F, HHH Building 
 Washington, D.C. 20201 

1-800-368-1019, 800-537-7697 (TDD) 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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