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APPOINTMENT OF REPRESENTATIVE

Name of Party Medicare Number (beneficiary as party) or National Provider Identifier
(provider or supplier as party)

Section 1: Appointment of Representative
To be completed by the party seeking representation (i.e., the Medicare beneficiary, the provider or the supplier):

I appoint the individual named in Section 2 to act as my representative in connection with my claim or asserted right under
Title XVIII of the Social Security Act (the “Act”) and related provisions of Title XI of the Act. | authorize this individual to make
any request; to present or to elicit evidence; to obtain appeals information; and to receive any notice in connection with my
claim, appeal, grievance or request wholly in my stead. | understand that personal medical information related to my request
may be disclosed to the representative indicated below.

Signature of Party Seeking Representation Date

Street Address Phone Number (with Area Code)
City State Zip Code

Email Address (optional) Fax Number (optional)

Section 2: Acceptance of Appointment
To be completed by the representative:

l, , hereby accept the above appointment. | certify that | have not been
disqualified, suspended, or prohibited from practice before the Department of Health and Human Services (HHS); that | am
not, as a current or former employee of the United States, disqualified from acting as the party’s representative; and that |
recognize that any fee may be subject to review and approval by the Secretary.

lama/an
(Professional status or relationship to the party, e.g. attorney, relative, etc.)
Signature of Representative Date
Street Address Phone Number (with Area Code)
City State Zip Code
Email Address (optional) Fax Number (optional)

Section 3: Waiver of Fee for Representation

Instructions: This section must be completed if the representative is required to, or chooses to, waive their fee for
representation. (Note that providers or suppliers that are representing a beneficiary and furnished the items or services may
not charge a fee for representation and must complete this section.)

I waive my right to charge and collect a fee for representing before the Secretary of
HHS.

Signature Date

Section 4: Waiver of Payment for Items or Services at Issue

Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or services
must complete this section if the appeal involves a question of liability under section 1879(a)(2) of the Act. (Section 1879(a)
(2) generally addresses whether a provider/supplier or beneficiary did not know, or could not reasonably be expected to
know, that the items or services at issue would not be covered by Medicare.)

I waive my right to collect payment from the beneficiary for the items or services at issue in this appeal if a determination of
liability under §1879(a)(2) of the Act is at issue.

Signature Date
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INSTRUCTIONS AND REGULATION REQUIREMENTS

Instructions
Name of Party (required): This is the name of the person or entity which has standing to file a claim or appeal (the name of the
person who has Medicare, or the name of the provider or supplier).

Medicare Number or National Provider Identifier (required): This must be completed when the person or entity appointing a
representative has a Medicare number or National Provider Identifier. If not applicable, fill in, “not applicable”.

All fields in Sections 1 and 2 are required unless noted as optional within the field. See the regulation at 42 CFR 405.910.

Charging of Fees for Representing Beneficiaries before the Secretary of HHS

An attorney, or other representative for a beneficiary, who wishes to charge a fee for services rendered in connection with
an appeal before the Secretary of HHS (i.e., an Administrative Law Judge (ALJ) hearing or attorney adjudicator review by
the Office of Medicare Hearings and Appeals (OMHA), Medicare Appeals Council review, or a proceeding before OMHA or
the Medicare Appeals Council as a result of a remand from federal district court) is required to obtain approval of the fee in
accordance with 42 CFR 405.910(f).

The form, OMHA-118, “Petition to Obtain Approval of a Fee for Representing a Beneficiary” elicits the information required
for a fee petition. It should be completed by the representative and filed with the request for ALJ hearing, OMHA review,

or request for Medicare Appeals Council review. Approval of a representative’s fee is not required if: (1) the appellant being
represented is a provider or supplier; (2) the fee is for services rendered in an official capacity such as that of legal guardian,
committee, or similar court appointed representative and the court has approved the fee in question; (3) the fee is for
representation of a beneficiary in a proceeding in federal district court; or (4) the fee is for representation of a beneficiary in
a redetermination or reconsideration. If the representative wishes to waive a fee, he or she may do so. The form, OMHA-118,
may be found at: https://www.hhs.gov/sites/default/filessfOMHA-118.pdf

Approval of Fee

The requirement for the approval of fees ensures that a representative will receive fair value for the services performed before
HHS on behalf of a beneficiary, and provides the beneficiary with a measure of security that the fees are determined to be
reasonable. In approving a requested fee, OMHA or Medicare Appeals Council will consider the nature and type of services
rendered, the complexity of the case, the level of skill and competence required in rendition of the services, the amount of
time spent on the case, the results achieved, the level of administrative review to which the representative carried the appeal
and the amount of the fee requested by the representative.

Conflict of Interest

Sections 203, 205 and 207 of Title XVIII of the United States Code make it a criminal offense for certain officers, employees and
former officers and employees of the United States to render certain services in matters affecting the Government or to aid

or assist in the prosecution of claims against the United States. Individuals with a conflict of interest are excluded from being
representatives of beneficiaries before HHS.

Where to Send This Form

Send this form to the same location where you are sending (or have already sent) your: appeal if you are filing an appeal,
grievance or complaint if you are filing a grievance or complaint, or an initial determination or decision if you are requesting
an initial determination or decision. If additional help is needed, contact 1-800-MEDICARE (1-800-633-4227, TTY users call
1-877-486-2048), or your Medicare plan.

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You also have the
right to file a complaint if you feel you've been discriminated against. Visit https:/www.medicare.gov/about-us/accessibility-
nondiscrimination-notice, or call 1-800-MEDICARE (1-800-633-4227) for more information. TTY users can call 1-877-486-2048.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number. The valid OMB control number for this information collection is 0938-0950. The time required to prepare and distribute
this collection is 15 minutes per notice, including the time to select the preprinted form, complete it and deliver it to the beneficiary. If you
have comments concerning the accuracy of the time estimates or suggestions for improving this form, please write to CMS, PRA Clearance
Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.
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Multi-Language Insert
Multi-Language Interpreter Services

Spanish: Contamos con servicios de interpretacién gratuitos para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o de medicamentos. Para obtener un intérprete, simplemente lldmenos a
los numeros del plan que figuran en las siguientes paginas. Alguien que hable espafiol puede ayudarle. Este
€s un servicio gratuito.

Chinese Mandarin: F¢f/ 15 % 0Y [1iFARSS KO EEM IRV RRIAY T RIEE H A ERIIERE,
MBEOER, /\ﬁﬁ}‘&'HL/{'F TE LRI SEBERAER . S XEEIERARR L
Mg, LARERSS

Chinese Cantonese: F¢fi5 S8V 1 =ARF5RE ST FIRY R EY) 51 81R L A E RIS -
ME|OEE > AEHITUTEE LNABSEERERERM - EREZNABTUGESE -
HEARREARES

Tagalog: Meron kaming libreng serbisyo ng interpreter para sagutin anumang tanong na meron ka tungkol
sa aming plano ng kalusugan o gamot. Para makakuha ng interpreter, tawagan lang kami sa mga numero ng
plano na nasa sumusunod na mga pahina. Matutulungan ka ng sinumang nagsasalita ng Tagalog. Libreng
serbisyo ito.

French: Nous disposons de services d’interprétation gratuits pour répondre a toutes les questions que vous
pourriez vous poser au sujet de notre régime de soins médicaux ou de notre régime d’assurance-médicaments.
Pour bénéficier des services d’un interpréte, il suffit de nous appeler aux numéros de régime indiqués dans les
pages suivantes. Quelgu’un qui parle frangais peut vous aider. Ce service est gratuit.

Vietnamese: Chiing t6i cung cdp dich vy phién dich vién mién phi dé tra 10i bat ky cau hdi nao
quy vi cé v@ chuong trinh y t& hodc thudc cla ching toi. D& nhan dugc dich vy phién dich, chi
can goi cho ching téi theo s6 dién thoai cda chuong trinh trong cac trang sau. Nguai nao dé
ndi tiéng Viét cé thé gidp quy vi. Day la dich vu mién phi.

German: Wir bieten lhnen einen kostenlosen Dolmetscherdienst, um alle Ihre Fragen zu unserem Gesundheits-
oder Medikamentenplan zu beantworten. Um einen Dolmetscher zu finden, rufen Sie uns einfach unter den
auf den folgenden Seiten angegebenen Plan-Nummern an. Jemand, der Deutsch spricht, kann lhnen helfen.
Dieser Service ist filr Sie kostenlos.

Korean: X{3]2| 712} L= ofF ZH0|| CHet =0 Bl E8 = U= F& 5 MH|AE H3EHLCE
S| HEstH EfS HO|X|0] A= S HZ A 7] HF‘J'—IEF °F301 ot =20
EOEE 4 /ASLILE 0] Soh= F= AH[ARILICH

Russian: Mbl NpegocTaBnseMbecrniaTHeIeyCIyrnyCTHOro NnepeBoaa, YTobbl OTBETUTE HANKOLIE
BOMPOChI, KOTOPbIE MOTYT BO3HWKHYTb Y Bac O HaLLEM NJIaHe MeAULIMHCKOro CTPaxoBaHWs Unu
CTPaxoBOro MoKpLITUS IeKapCTBEHHbLIX MPENapaToB. YTo6kl NONYYMTb YCTHOMO NEPEBOAUMKA,
NPOCTO MO3BOHUTE HaM MO HOMEpPaM TMNaHOB, YKa3aHHbIM Ha CAeAytoLMX CTpaHMLaXx.
BaM NOMOXET TOT, KTO FOBOPUT MO-PYCCKX. 3Ta ycnyra NpejocTaBnseTcs 6ecnnaTHo.



lo ¢ oz yiny izl (51 g9ull ol douall Listas Jgo el 0555 08 il (6l e Dl (5998 o sio loas 4393 :Arabic
Blone i dousdl 0 wiliaclue diSey du yll Brioxty yaskd A Ciloiuall § dasdl o)l e Uy Juasyl sgw elile

Hindi: 7R TR I &a1 IS o 91X | 370 B1- @t Tohd! |t T T I & oh [od gAT UTd U
IS JaTY U= | SHINAT U & & forg, 88 FRefefed gel iR Y T4 @M -] R ofd &) &g
Tger el efery 3Ueh! Heg @k dehdT &1 g e e Hal |

Italian: Disponiamo di servizi di interpretariato gratuiti per rispondere ad eventuali domande in merito al
nostro piano sanitario o farmaceutico. Per ottenere un interprete, chiami i recapiti del piano disponibili nelle
pagine successive. Qualcuno che parla italiano Le sara d’aiuto. Si tratta di un servizio gratuito.

Portugués: Temos servicos de intérprete gratuitos para responder quaisquer perguntas que vocé possa ter
sobre nossos planos de salide ou de medicamentos. Para solicitar um intérprete, ligue para nds através dos
nimeres do plano nas paginas a seguir. Um funciondrio que fala portugués podera ajuda-lo. Este servigo
é gratuito.

French Creole: Nou gen sévis entéprét gratis pou reponn tout kesyon ou ka genyen konsénan plan sante
oswa plan medikaman nou an. Pou jwenn yon entéprét, annik rele nou nan nimewo plan yo ki sou paj annapre
yo. Yon moun ki pale Kreyol Franse kapab ede ou. Se yon sévis gratis li ye.

Polish: Oferujemy bezptatne ustugi ttumaczeniowe w przypadku pytan dotyczacych naszego planu
zdrowotnego i lekowego. Aby skorzysta¢ z ttumacza, prosimy zadzwoni¢ do nas pod numery podane na
kolejnych stronach. Pomocg postuza osoby moéwigce po polsku. Ustuga jest bezptatna.

Japanese: SHDEE /S VELIFAAR TS VICODLWTOBBICEE X T A EMNOERY —
EXZCHFHAWLEREITE T, BRRY—EXZCHAICEDICIE. LMBOR—JICHEITETZ
VOEBSETHEHELLET V. BEBEZEH I ARy IR LEWELEYT. CNFERDT—
EATT:

Hawailan: Aia ia makou he mau lawelawe mahele ‘Olelo manuahi e pane i nd ‘ano ninau au
no ka makou papahana malama olakino a ho'olako la'au. No ka ‘imi i mea mahele ‘lelo, e
kelepona wale mai ia makou ma na helu kelepona e waiho nei ma k&ia mau ‘ac‘ac e koe nei.
Na kekahi mahele ‘dlelo Hawal'i e kdkua ia ‘oe. He lawelawe manuahi kéia.

llocano: Addaankami kadagiti libre a serbisio ti panagipatarus tapno masungbatan dagiti aniaman a
saludsodmo maipapan iti salun-at wenno plano iti agas. Tapno makaala iti tagaipatarus, tawagannakami
laeng kadagiti numere ti plano kadagiti sumaganad a panid. Matulongannaka ti maysa a tac nga agsasao iti
Ilocano. Daytoy ket libre a serbisio.

Samoan: E iai a matou auaunaga fa‘aliliu upu fua e tali ai so’o se fesili e te ono iai e uiga i la matou fuafuaga
fa'alesoifua maloloina po’o vaila’au. Mo le mauaina o se fa’aliliu upu, na’o le vala’au mai i numera o fuafuaga o lo’o
i itulau nei. E mafal e se tasi e tautala i le gagana Samoa ona fesoasoani ia te oe. Ose auaunaga € leai se totogi.
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