
 
1145 Broadway, Suite 700 
Tacoma, WA 98402  

 
 

 

You may have someone represent you in an appeal. The person you list below will be accepted 
as your representative. We cannot speak with anyone on your behalf until we receive this form. 
If you need our assistance, please call us at: Phone: 1-877-644-4613, TTY: 711. Complete and 
mail or fax to: 

Coordinated Care of Washington, Inc. 
Appeals Department 
1145 Broadway, Suite 700 
Tacoma, WA  98402 

Fax: 1-877-212-6668 

Member Name: _________________________________________ 

 

 

     
 

 

 
   
   

  
   

Date: ________________ 
 
Member Medicaid Number: ________________________________ 
 
I want the following person to represent me in my Appeal. I understand that personal medical 
information related to my appeal may be disclosed to my representative.  

1. Representative Name, Address, Phone (Please Print):  

2. Brief description of the appeal for which the Representative will be acting on my behalf:  

Member Signature: ________________________________

 

 

 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

______ Date:______

1-877-644-4613 (TTY: 711) 
HCA 2015-066 / AP018 CoordinatedCareHealth.com 

 

 

      
 

_________
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