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CONSENT FOR PROVIDER TO FILE A FAIR HEARING ON
BEHALF OF THE MEMBER

Provider Name Provider Plan ID Number

Provider Address Description of Specific Service or Item
for which | agree the Provider Can File
a Fair Hearing

Provider Telephone Number Will Provider be participating with the
Member?

Name of Member Member’s Date of Birth

Member ID No.

Member Mailing Address

Member Daytime Telephone Number Member Evening Telephone Number

I, [Name of Member], agree that [Name of Provider] can request a Fair Hearing for
me with Health Partners Plans or Department of Human Services about the service or
item described above. Note: This is only a consent for the Provider to request a
Fair Hearing on behalf of the member. The member MUST attend the Fair Hearing
either in person or by telephone as per the Health Choices Member Handbook.
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If you need help, call the Member Relations number on the back of your ID card.
Si necesita ayuda, llame al nUmero de Member Relations que figura en su tarjeta de ID. HPPlans.com/Medicaid



By signing this consent form, | understand the following:

1. 1 or my representative may not file a request for a Fair Hearing about the service
or item listed in this consent form unless | or my representative takes back my
consent for the provider to request a Fair Hearing in writing. | have the right to
take back my consent at any time during the Fair Hearing process by telling
Health Partners Plans and [Name of Provider] in writing that | do not want
[Name of Provider] to continue the Fair Hearing process for me.

2. My consent to have the Provider file the request for a Fair Hearing for me will
automatically no longer be in effect if the Provider does not file a request for a
Fair Hearing or does not continue with the request for a Fair Hearing through the
end of the request for a Fair Hearing process.

3. | or my representative has read, or has been read, this consent form, and have
explained it to me until | understand it. | or my representative understands the
information in this consent form.

Signature of Member or Representative Date

Witness Signature Date

Print Witness Name

If the Member is unable to sign this Consent Form because the Member is legally
incompetent:

Name of Person Signing on Behalf of Member

Address of Person Signing on Behalf of Member

Relationship of Person Signing to Member
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If you need help, call the Member Relations number on the back of your ID card.
Si necesita ayuda, llame al numero de Member Relations que figura en su tarjeta de ID. HPPlans.com/Medicaid
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Discrimination is Against the Law

Health Partners Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, creed, religious
affiliation, ancestry, sex gender, gender identity or expression, or sexual orientation.

Health Partners Plans does not exclude people or treat them differently because of race,
color, national origin, age, disability, creed, religious affiliation, ancestry, sex gender,
gender identity or expression, or sexual orientation.

Health Partners Plans 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)

Health Partners Plans 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 Health Partners Plans at 1-800-553-0784 (TTY 1-877-
454-8477).

If you believe that Health Partners Plans has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, creed, religious
affiliation, ancestry, sex gender, gender identity or expression, or sexual orientation, you
can file a complaint with:

Health Partners Plans The Bureau of Equal Opportunity,

Attn: Complaints, Grievances & Appeals Unit Room 223, Health and Welfare Building,
1101 Market Street, Suite 3000 P.O. Box 2675,

Philadelphia, PA 19107 Harrisburg, PA 17105-2675,

Phone: 1-800-553-0784 (TTY 1-877-454-8477) Phone: (717) 787-1127, TTY/PA Relay
Fax: 1-215-991-4105 711, Fax: (717) 772-4366, or

Email: RA-PWBEOAO®@pa.gov

You can file a complaint in person or by mail, fax, or email. If you need help filing a
complaint, Health Partners Plans and the Bureau of Equal Opportunity are available to
help you.

You can also file a civil rights complaint 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, phone or
email at:

U.S. Department of Health and Human Services,
200 Independence Avenue SW.,

Room 509F, HHH Building,
Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
OCRMail@hhs.gov

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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ATTENTION: If you speak a language other than English, free language
assistance services are available to you. Appropriate auxiliary aids and
services to provide information in accessible formats are also available free of
charge. Call 1-800-553-0784 (TTY 1-877-454-8477) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacion en formatos accesibles. Llame al 1-800-553-0784 (TTY 1-877-454-8477)
hable con su proveedor.
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BHUMAHWE: Ecnu Bbl roBOpMTE Ha PYCCKWW, BaM AOCTYNHbI 6ecnnaTtHble YCnyrin A3bIkOBOW
noggepxkn. CooTBETCTBYOLWME BCMOMOraTerbHble CpeicTBa U YCIyr Nno nNpeaocTaBneHnto
WMHpopMaLMKn B AOCTYMHBIX dhopmaTax Takke npegoctaenawTed decnnatHo. [o3BoHUTE No
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ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed
ak sevis siplemante apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou. Rele
nan 1-800-553-0784 (TTY: 1-877-454-8477) oswa pale avek founise w la.

LU Y: Néu ban néi tleng Viét, chling t6i cung c&p mién phi cac dich vu hd trg ngdn ngir. Cac hé

tro dich vu phi hop dé cung cAp thdng tin theo cac dinh dang dé tiép can cling dwoc cung clp mién
phi. Vui Idng goi theo s 1-800-553-0784 (Ngudi khuyét tat: 1-877-454-8477) hodc trao ddi véi ngudi
cung cép dich vu cla ban.

YBATA: AKWo BM pO3MOBIAETE YKpaiHCbKa MOBa, BaM AOCTYMNHI Oe3KOLWTOBHI MOBHI NOCNYIA.
BignosigHi AonoMiXHI 3acoBu Ta nocnyrn Anga HagaHHA iHdopmMauii y Ao0CTYNHMUX chopmMaTax TaKox
AocTynHi 6eskolToBHO. 3aTenedoHyTe 3a HoMepoM 1-800-553-0784 (TTY: 1-877-454-8477) abo
3BEpPHITLCA 40 CBOMo NocTayanbHUKa».
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ATENCAOQ: Se vocé fala [inserir idioma], servicos gratuitos de assisténcia linguistica estéo
disponiveis para vocé. Auxilios e servicos auxiliares apropriados para fornecer informagdes em
formatos acessiveis também estdo disponiveis gratuitamente. Ligue para 1-800-553-0784 (TTY:
1-877-454-8477) ou fale com seu provedor.
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ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des
formats accessibles sont également disponibles gratuitement. Appelez le 1-800-553-0784

(TTY : 1-877-454-8477) ou parlez a votre fournisseur.
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