
Designation of Authorized 
Representative To Appeal

I, ___________________________________________ (member name), authorize the individual or entity listed below to act  
on my behalf as my authorized representative to pursue an appeal of the specific drug(s) noted below. I understand that  
personal medical information related to my appeal may be disclosed to my appointed authorized representative.

This designation is limited to the specific drug(s) listed below.
Member Information

Member Name Date of Birth

Mailing Address

Member ID Number Telephone Number

Authorized Representative Information

Name

Mailing Address

Telephone Number Fax Number

Relationship to Member Organization/Practice

Medication Information

Medication Name

Strength

Dosage

Prior Authorization (PA) Information
PA Reference Number

(if applicable)
Date of Denial
(if applicable)

Member Signature: __________________________________________________________Date  _________________________
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Mail your written request for appeal with the above information to:
Individual and Family:
BlueEssentials, Blue Cooper, Blue Reedy, Blue Congaree,  
Blue Pee Dee, Blue Beaufort, BlueExtend, BlueExtend PPO,  
Blue Direction, Blue VirtuConnect

Small Group:
Business BlueEssentials, Business Blue Basic Rx
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