
AUTHORIZATION OF PERSONAL REPRESENTATIVE TO BE COMPLETED BY EMPLOYEE

At my request, and for my convenience, I,  _____________________________ hereby 

authorize UnitedHealthcare Insurance Company and any representatives thereof involved 

in the administration of my critical illness claim to recognize _________________________ 

as my Authorized Personal Representative in relation to such claim.  

In connection therewith, I understand that ______________________________ may be 

given access to information concerning my claim, including personally identifiable health 

information, and hereby authorize the disclosure of such information to said person when 

requested or as may be necessary to carry out the purpose of this Authorization.  I direct that 

UnitedHealthcare Insurance Company not require any further authentication of the identity 

of my Authorized Personal Representative beyond the identification of his/her name in writing 

or orally at the time of any communication.  

I further understand that any information provided to my authorized personal representative 

hereunder may be subject to further disclosure by said person, and I agree to hold 

UnitedHealthcare Insurance Company and its representatives harmless in connection with 

any such disclosure.

This Authorization shall remain valid so long as my claim shall remain open, but I understand 
that it may be revoked in writing by me at any time.

Date:  ____/____/______

Signature: ___________________________________________
             PLEASE SIGN AND DATE IN INK

Please fax, email or mail this statement to UnitedHealthcare Specialty Benefits, at the following locations: 
Fax: 888 505 8550    Unsecured E-mail:  FPCustomerSupport@uhc.com   Mail:  PO Box 7466 Portland ME 04112-7466


