The intent of this message is to provide the Managed Long Term Care plans with information
concerning requesting Personal Health and Medicaid case information for potential and current
enrollees.

DOH-5247 - Medicaid Authorized Representative Designation/Change Request allows a
consumer to assign, change or discontinue an authorized representative at renewal or at any time
following application. This form also allows the plan to assist the consumer with their Medicaid
application and renewal.

Medicaid Authorized Representative
Designation/Change Request

NEW YORK STATE DEPARTMENT OF HEALTH
Office of Health Insurance Programs

Applicant’Recipient
Name
Address
Sreet Ap
City SEk Zip
Daie
Case Number
I you have nok previously provided an Authorized Representative to act on your behalf and would like to do so, please provide his/her name
and address.
Name
Address
Sreet At
City S Tip
Phone# | ) - Ohome Owork Jeall Dother
If you previously provided an Authorized Representative and would like to di inue or change to nNEw.

[ Discontinue Cumrent Authorized Representative

Name
Address

Street Apts

Cty = Zip
Phone# | ] - [COhome [Jwork [Jcell [Jother

[ Designate NewAuthorized Rep tativ

Name
Address

Street Apts

Cty S=e Zip
Phone# | ] - [COhome [Jwork [Jecell [Jother

I understand my designated Authorized Representative will have access to my personal health information.
I would like my Autherized Representative fo (check all that appily):

[ Apply for andior renew Medicaid for me
[] Discuss my Medicaid application or case, if needed

[[] Get notices and comespondenice

I understand this designation will remain in effect until | change or disconfinue it

Signabure of Applicant/Recipient Date


https://www.health.ny.gov/health_care/medicaid/publications/docs/gis/17ma017_english.pdf



