= BlueAdvantage
Administrators of Arkansas

An Independent Licensee of the Blue Cross and Blue Shield Association

Designation of Authorized Appeal Representative

Wal-Mart Stores, Inc. Associates Health and Welfare Plan (the“Plan”)

Plan Participant Name

| dentification Number of Plan Participant

The Plan is a self-funded ERISA plan. The Plan will accept appeals only from you, the Plan participant, unless you
properly designate someone else to appeal on your behalf. In order to properly designate someone else to pursue
an appeal on your behalf, the Plan requires that you and the person you wish to designate as your Authorized
Appeal Representative must each sign this form, indicating that both you and the person you designate as your
Authorized Appeal Representative agree to the terms and conditions stated in this form. If you or your designated
Authorized Appeal Representative do not agree to any statements or terms set forth in this form, do not sign this
form.

Once you and your designated Authorized Appeal Representative have each signed this form and returned it to the
Claim Administrator at the address listed below, please understand that you have authorized the following to occur:

1. By signing this form, you give permission for the Authorized Appeal Representative to exercise your appeal rights
under the Plan.

2. Signature of this form also gives the Authorized Appeal Representative access to all of your medical information
and claims for health care benefits under the Plan, to the extent that any of them are relevant to your appeal.

3. Signature of this form authorizes the Plan and any of its representatives, including the Claim Administrator for the
Plan, BlueAdvantage Administrators, to communicate directly with the Authorized Appeal Representative with
regard to your appeal, as well as all related information such as claims, medical records, explanations of benefits,
telephone calls, correspondence, your address, telephone numbers, social security number and Plan identification
numbers, premium payments or other Plan eligibility data.

4. Upon proper submission of this signed form, the Plan, via the Claim Administrator or otherwise, will communicate
directly to your Authorized Appeal Representative — rather than to you — the Plan’s decision regarding your appeal,
as well as other information related to the appeal.

If you wish to designate an appeal representative, please complete parts A through D of this form and forward it to the
Claim Administrator at the address shown at the bottom of this form.

A. IDENTIFICATION OF CLAIMS YOU WISH TO APPEAL.
Please list the claims you authorize the Authorized Appeal Representative to appeal for you:

Name of Health Care Provider Date(s) of Service Amount You claim is owed by Plan

Name of Health Care Provider Date(s) of Service Amount You claim is owed by Plan

NOTE: If all claims will not fit in the spaces provided above, you may submit an additional page, showing the
requested details, however, the additional page MUST BE SIGNED AND DATED BY YOU or it will not constitute a valid
authorization for the Authorized Appeal Representative to represent you with respect to appeal of any such identified
claims.




B. IDENTIFICATION OF YOUR AUTHORIZED APPEAL REPRESENTATIVE
In the space below, enter the full name of your Authorized Appeal Representative, along with their address and
telephone number.

Name of Authorized Appeal Representative (Please Print)

Address of Authorized Appeal Representative

Telephone Number of Authorized Appeal Representative

C. YOUR SIGNATURE

(Signature of Plan Participant)

(Print Name)

(Date Signed)

D. SIGNATURE OF AUTHORIZED APPEAL REPRESENTATIVE

The undersigned hereby accepts designation by the above-named Plan Participant to act as Authorized Appeal
Representative. The undersigned understands and agrees that any claim for benefits allegedly due under the Plan,
whether asserted on behalf of the Plan Participant or asserted by the undersigned on its own behalf as assignee or agent
of the Plan Participant, is subject to and governed by the terms and conditions, policies and procedures of the Plan. The
undersigned hereby agrees to abide by all terms and conditions of the Plan, including such allowances and payment
limitations as the Plan, by its terms, may establish. In accepting this designation, the undersigned hereby represents that
it will keep the Plan Participant fully informed on a timely basis of the status of any appeal and of all related
communications exchanged with the Plan or its third party administrator, BlueAdvantage Administrators of Arkansas. The
undersigned agrees to fully discharge the undersigned’s obligations to the Plan Participant in acting as the Plan
Participant’s agent with respect to any appeal. Should the Plan Participant at any time indicate to the undersigned a
desire to revoke this designation, the undersigned agrees to immediately cease acting on behalf of the Plan Participant,
and to provide prompt, written notice of the same to the Plan and its third party administrator, BlueAdvantage
Administrators of Arkansas.

Signature of Authorized Appeal Representative

Print Name

Date Signed

E. ADDRESS OF CLAIM ADMINISTRATOR:

Please return this signed form to the Claim Administrator at:
BlueAdvantage Administrators of Arkansas
P.O. Box 1460
Little Rock, AR 72203-1460




NON-DISCRIMINATION AND LANGUAGE ASSISTANCE NOTICE

NOTICE: Our Company complies with applicable federal and state civil rights laws and does
not discriminate, exclude, or treat people differently on the basis of race, color, national origin,
age, disability, or sex.

We provide free aids and services to people with disabilities to communicate effectively with
us, such as qualified sign language interpreters, written information in various formats (large
print, audio, accessible electronic formats, other formats), and language services to people
whose primary language is not English, such as qualified interpreters and information written
in other languages. If you need these services, contact our Civil Rights Coordinator.

If you believe that we have failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Civil Rights Coordinator
601 Gaines Street, Little Rock, AR 72201
Phone: 1-844-662-2276; TDD: 1-844-662-2275

You can file a grievance in person, by mail, or by email. If you need help filing a grievance our
Civil Rights Coordinator is 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 SW., Room 509F, HHH Building, Washington, DC 20201
Phone: 1-800-368-1019; TDD: 1-800-537-7697

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

ATTENTION: Language assistance services, free of charge, are available to you. Call
1-844-662-2276.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linguistica. Llame al 1-844-662-2276.

VER ¢ PN TR ?’E‘EAHW SRR '”EEDHF[%,P%M %iﬂ’r%1 -844-662-2276.

CHU Y: Néu ban ndi Tiéng Viét, cé cac dich vu hd tro ngdn ngr mién phi danh cho ban.
Goi s 1-844-662-2276.

Fo: F=0HE MEotAN=E B2, A0 N& NMHIASE RF22 016t = /JUSLICH
1-844-662-2276 H2Z M3atoll =HAIL.
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PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-844-662-2276.

BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3blKe, TO BaM AOCTYMNHbI 6ecnnaTtHble ycryru
nepesoga. 3BoHUTE 1-844-662-2276.

1-844-662-2276 4l Josi) ey el il 55 &y sl 82 Losall ladi (0 ey yal) oot i 1) 1Alaada

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou.
Rele 1-844-662-2276.

ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont proposés
gratuitement. Appelez le 1-844-662-2276.

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac¢ z bezptatnej pomocy jezykowe;j.
Zadzwon pod numer 1-844-662-2276.

ATENGAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue
para 1-844-662-2276.

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-844-662-2276.

BB BAEZHEINDIES., BEHOSEIREECFAWELETEY . 1-844-662-2276
FT. BEREICTITERSIEZESL,

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-844-662-2276.

Chile Sl S )yl Jﬁyu&&\ﬁo&ﬂ\)‘;@jdu SaS 5 ciladd ¢ariS e G“JGOL.U.‘\-J;\ s
280 il 1-844-662-2276 ol s ¢ sl

YAl o7l A4 AorRLdl ollddl S, dl [:965 AL Ui Al dHIZL HIZ BUEs, 89, 5l 52 1-844-662-2276.

& &: I3 3T TZaT qrad § ar ardeh {70 IO | ATIT HgadT 9970 394 5| 1-844-662-2276 9%
T L

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj.
Hu rau 1-844-662-2276.

S JB 3 1-844-662-2276 0w Vlawd Abglee W Blous S ode S oLy U S %)T ¢ 0w g 90, g“‘JT )§| ol

TU0990: 11799 VIVEDIWIZY 290, NIVVINIVFOBCTDAIVWIFI, LOBVCT I,
ccovBwanlviu. dns 1-844-662-2276.

LALE: Ne kwdj kdnono Kajin Majol, kwomarofi bok jerbal in jipafi ilo kajin ne am ejjelok wonaan.
Kaalok 1-844-662-2276.
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