
 
Tips to Appoint Personal Representative   

 

You may appoint another person to make health care decisions for you. To appoint this person to be your 

personal representative, you will need to complete the form we sent with this letter. You will also need to 

provide legal documentation showing that the person you are appointing as your personal representative has 

the legal right to act for you. 

 

Important information about this form  

 

By completing this form, you allow the person you name on this form to make health care decisions for you. 

You also allow us to share your protected health information (PHI) with the person as permitted by law. For 

your PHI to be shared with anyone else, you must give your consent, unless otherwise permitted by law.  

 

Follow the steps below to appoint a person to make health care decisions for you.   

1. Fill out the form we sent with this letter. Or ask your personal representative to fill out the form. 

2. Have your personal representative sign the form.  

3. Provide legal documentation showing that the person you are appointing as your personal 

representative has the legal right to act for you.  

4. Send the completed form back to us.  

 

You can mail it to: 

   Keystone First 

  Consent Processing Center 

P.O. Box 7092 

London, KY 40742-7092 

 

 

If you have any questions about this letter or the form we sent with the letter, we can help. Just call Member 

Services at 1-800-521-6860 (TTY: 1-800-684-5505). 



First name: Last name: Middle initial:
Member ID (see ID card): Date of birth (MM/DD/YYYY):
Address line 1:
Address line 2:
City: State: ZIP code:
Home phone number (including area code):
Mobile phone number (including area code):
Email address:

First name: Middle initial:
Last name:
Address line 1:
Address line 2:
City: State: ZIP code:
Home phone number (including area code):
Mobile phone number (including area code):
Email address:
Relationship to member: Date of birth (MM/DD/YYYY):

Type of document you are attaching:
 □ Health care power of attorney 
 □ Guardianship court order (for health care decisions)
 □ Custodial court order
 □ Executor/Executrix of estate (member is deceased) 

 □ Other (please explain):

Name (print):
Personal representative’s signature: Date (MM/DD/YYYY):

Personal Representative Form
Please print clearly in blue or black ink.

In order for this Personal Representative Form to be processed by Keystone First:
• The form must be completely filled out.
• A copy of the legal document referred to on this page must be attached to this form. 

The Personal Representative Form lists the person who has legal authority to act on your behalf to make  
health care decisions. This information will remain on file with Keystone First until revoked by you, or  
revoked by a court order or law.
If you have questions, please call Member Services at 1-800-521-6860 (TTY 1-800-684-5505).

Member information

Personal representative information

Signature and date of member’s legal personal representative

A copy of legal documentation must be attached to this form. 
If you do not attach legal documentation, this form cannot be processed.

Please keep a copy of this form for your records.
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Important information about personal 
representatives

The federal Privacy Rule requires Keystone First to 
follow certain steps before it may provide access to 
your protected health information (PHI) to someone 
other than you. PHI is information about you that can 
reasonably be used to identify you and that relates to 
your past, present, or future physical or mental health 
or condition and the provision of health care to you or 
the payments for that care. Keystone First will release 
PHI to your personal representative after we receive a 
document that supports their legal authority to make 
health care decisions on your behalf (for example, a 
valid power of attorney, guardianship, or other legal 
document). Keystone First will also recognize as a 
personal representative an executor, an administrator, 
or a person recognized by law as having authority to 
act on behalf of a deceased member or the member’s 
estate.

We care about your privacy
Information about your health is very personal. We are 
committed to protecting your privacy. Please read this 
form carefully. This form will need to be entirely filled 
out for it to be processed. This includes attaching  
legal documentation.
Keystone First will not treat someone as your 
personal representative if we reasonably believe:  
(1) you may be subject to domestic violence, abuse, 
or neglect by the personal representative; (2) treating 
the person as your personal representative could put 
you in danger; or (3) in the exercise of professional 
judgment (for example, in a licensed professional’s 
judgment), Keystone First decides that it is not in  
your best interest to treat the person as your  
personal representative.

We care about your well-being
We care about your well-being. If we think your 
personal representative will misuse your health 
information, we will not give it to them.
A personal representative designation will remain  
in effect until the member, a court order, or a  
law revokes it.

Completing the form
If you name a personal representative, this form  
will remain in effect until it is canceled. You can  
cancel this authority at any time. You just have to tell 
us by calling Member Services at 1-800-521-6860  
(TTY 1-800-684-5505). A court order or other  
laws can also cancel it.
To help Keystone First respond to this request, please 
complete this form by printing or typing into the 
spaces provided. Attach more pages if needed to make 
your request clear. Attach a copy of the document that 
says your personal representative has legal authority 
to act on your behalf.

Where to mail the form
Mail the completed form and supporting document to:
Keystone First  
Consent Processing Center 
P.O. Box 7092 
London, KY 40742-7092
Questions? Call Member Services at 
1-800-521-6860 (TTY 1-800-684-5505).



Keystone First 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. 

Keystone First 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.

Keystone First 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)

Keystone First 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 Keystone First at 1-800-521-6860  (TTY 1-800-684-5505).

If you believe that Keystone First 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: 

Keystone First,  
Member Complaints Department,  
Attention: Member Advocate, 
200 Stevens Drive 
Philadelphia, PA 19113-1570 
Phone: 1-800-521-6860, TTY 1-800-684-5505,  
Fax: 215-937-5367, or  
Email: PAmemberappeals@amerihealthcaritas.com

The Bureau of Equal Opportunity, 
Room 223, Health and Welfare Building, 
P.O. Box 2675, 
Harrisburg, PA 17105-2675, 
Phone: (717) 787-1127, TTY/PA Relay 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,  
Keystone First 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 or phone at: 

U.S. Department of Health and Human Services, 
200 Independence Avenue S.W., 
Room 509F, HHH Building, 
Washington, DC 20201, 
1-800-368-1019, 800-537-7697 (TDD).

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

Nondiscrimination Notice
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ATTENTION: If you speak English, language assistance services,  
free of charge, are available to you.

Nondiscrimination Notice
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