NOTICE OF REVOCATION OF CONSENT TO REPRESENTATION IN APPEALS OF UTILIZATION
MANAGEMENT DETERMINATIONS AND OF AUTHORIZATION TO RELEASE OF MEDICAL
RECORDS IN UM APPEALS AND INDEPEMDEMT ARBITRATION OF CLAIMS

You may, at any time, revoke the consent you gave allowing a health care provider to represent you in an appeal of
a UM determination and allowing the release of your medical records to the DOBI, the IURO and medical
professionals that contract with the {URO. You may use this form to revoke your consent, or you may submit some
other written evidence of your intent to revoke consent, if you prefer. Either way, if you have not yet received a
Stage 2 UM determination from the carrier, send the written and signed revocation to the carrier at the address
indicated in the carrier’s written notice to you regarding the carrier’s initial UM determination. If you have

received a Stage 2 UM determination, then your revocation should be sent to:

New Jersey Department of Banking and Insurance
Consumer Protection Services
Office of Managed Care — Attn: IHCAP
P.O. Box 329
Trenton, NJ 08625-0329
OR for courier service to: 20 West State Street OR by fax to: (609)633-0807

You may also want to send a copy of your notice of revocation to the health care provider.

ONLY COMPLETE AND SEND THIS IN WHEN AND IF YOU WISH TO REVOKE YOUR CONSENT!

REVOCATION OF CONSENT TO REPRESENTATION AND RELEASE OF MEDICAL RECORDS
IN UM DETERMINATION APPEALS

[ 1 hereby revoke my consent to representation by and my authorization to the release of medical
information in an appeal of an adverse UM determination. | understand that by revoking my consent, the UM
appeal may not be pursued further by my health care provider. | understand that this revocation may occur after
my personal and medical information has already been shared with the DOBI, the IUROs and medical professionals
with whom the [UROs contract, but that no further distribution of records in this matter will occur based on my
authorization, and that all of my medical and personal information is required to be maintained as confidential by
all parties. '

Signature: Ins. ID#: Date:
Relationship to Patient: O | am the patient O | am the Personal Representative

Contact Information of Personal Representative
Please provide the following contact information IF it is different from the patient’s contact information:

PRINT NAME:
ADDRESS:

PHONE: FAX: EMAIL:

Health Care Provider: The Patient or his or her Personal Representative MUST receive a copy of both
sides/pages of this document AFTER PAGE 1 has been completed, signed and dated.



