Ohio Department of Medicaid

DESIGNATION OF AUTHORIZED REPRESENTATIVE

Section 1 (Please Print)
First Name of Applicant/Recipient

Last Name of Applicant/Recipient | Medicaid Billing Number or SSN | County

Street Address (include Apt #) City State Zip Code

| hereby authorize the following person or entity to act as my representative.

This authority lasts until Revoked (specify a date or event), or until it is revoked by me in writing.

Name of Representative Title Company
Client Finance Specialist Toward Independence, Inc
Home Phone Work Phone Email Address
Mailing Address City State Zip Code
81 East Main Street, Xenia Ohio 45385

| authorize my representative to do the following on my behalf:

Act on my behalf in all matters with the agency [“agency” includes the County Department of Job and Family
Services (CDJFS), the Ohio Department of Medicaid (ODM), and ODM'’s contracted designees].*

OR only the specific actions selected below:

|:| Assist with my application/renewal for benefits g Represent me at a state hearing

[ Provide verifications to the CDJFS on my behalf ] Receive and respond to copies of all correspondence
[] piscuss and receive information regarding my financial and medical information including protected health

information (PHI)*
[] other (please specify)

*NOTE You must complete ODM Form 10221 if this authorization is intended to allow the use or disclosure of PHI.

While this authorization is in effect, all notices sent by the CDJFS and/or ODM will also be sent to your authorized
representative.

Signatures. This form has no effect unless signed by both the person granting authority and by the authorized
representative. By signing below, the authorized representative agrees to maintain the confidentiality of any
information regarding the applicant/recipient provided by the agency. If the authorized representative is a provider,
staff member or volunteer of an organization, then the authorized representative also agrees to adhere to the

regulations cited in 42 C.F.R. 435.923(e).

Signature of Person Granting Authority (Applicant/Recipient or Parent/Guardian) Date
Signature of Authorized Representative Title (if employee of an organization) Date
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To help you understand this notice, language assistance, interpretation services, and auxiliary aids and services are
available upon request at no cost to you. Services available include, but are not limited to: oral translation, written
translation, and auxiliary aids. You can request these services and/or auxiliary aids by calling the Medicaid Consumer
Hotline 1-800-324-8680; individuals with a hearing impairment may call TDD 7-1-1.

Spanish

Para ayudarle a comprender este aviso, se encuentran disponibles a pedido asistencia linguistica, servicios de
interpretacién, ayudas auxiliares y otros servicios sin costo alguno. Los servicios disponibles incluyen, entre otros:
traduccién oral, traduccion escrita y ayudas auxiliares. Puede solicitar estos servicios o ayudas auxiliares llamando a la
Linea directa para el consumidor del Departamento de Medicaid de Ohio al 1-800-324-8680; las personas con
discapacidad auditiva pueden llamar al TDD 7-1-1.
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Arabic
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Haitian French Creole

Pou ede w konprann avi sa a, gen asistans lengwistik, sevis entépretasyon, ed oksilye ak sevis ki disponib gratis, l& ou fe
demann pou sa. Sevis ki disponib yo gen ladan yo, men se pa sa seélman: tradiksyon oral, tradiksyon alekri ak éd oksilye.
Ou kapab mande sévis sa yo ak/oswa éd oksilye |& w rele Liy Asistans pou Konsomaté Medicaid la nan 1-800-324-8680;
moun ki gen pwoblém tande yo ka rele TDD 7-1-1.

Somali

Si lagaaga caawiyo inaad fahanto ogaysiiskan, kaalmada lugadda, adeegyada tarjumaada, iyo kaalmooyinka iyo
adeegyada ayaa la heli karaa marka la codsado lacag la'aan adiga. Adeegyada la heli karo waxaa ka mid ah, laakiin aan ku
xaddidnayn: tarjumaada afka, turjumaadda qoran, iyo qalabyada caawinta. Waxaad codsan kartaa adeegyadan iyo/ama
caawimada caawimada adiga oo wacaya markaas Khadka Tooska ah ee Macmiilka Medicaid 1-800-324-8680;
Shakhsiyaadka magalka liidata waxay wici karaan TDD 7-1-1.

Ukrainian

LLlo6 sonomort Bam 3p0o3yMiTu 3MICT LbOro MNOBIAOMIEHHSA, 33 3aMUTOM BU MOXKeTe OTpUMaTu 6e30n1aTHy MOBHY
[0MoMOory, NOC/YrM YCHOTO NepeKknay, a TaKoX A0NoMixXHe obnafHaHHA Ta 40AATKOBI nocayru. [locTynHi nocayru
BK/11OYAlOTb, 30KPEMa, YCHUIA Nepeknad, NMCbMOBUIM NepeKknaz i 4onomMixKHe obnagHaHHA. BU MoXKeTe 3aMOBUTH L
nocnyrv ta/abo gonomixkHe obnagHaHHA, 3aTeiepOHYBaBLLM Ha rapaYvy AiHito kaieHTiB Medicaid 3a Homepom 1-800-324-
8680; ana noaen i3 Bagamu cayxy npautoe Homep TDD 7-1-1.

Russian

YT106bI MOMOYb BaM NMOHATH CMbIC/1 3TOFO YBEAOM/IEHMA, MO 3aMPOCY Bbl MOXKETE MONYYUTb HecnaaTHYIO A3bIKOBYIO
MOMOLLb, YCYTM YCTHOTO NepeBoa, a TakKe BCnomorate/ibHoe 060py0BaHMe U ONOAHUTENbHbIE YCayrn. JloCTynHble
YCAYTY BK/IOYAIOT, B YaCTHOCTU, YCTHbIN NepeBos, MMCbMEHHbIN NepeBos U BcnoMoraTesibHoe 060pyaoBaHue. Bbl
MOKETE 3aNpPOCUTb 3TU YCAYTU M/MNK BCNOMOraTe/ibHoe 060pyA0BaHUE, NO3BOHUB Ha FOPAYYIO IMHUIO KIUEHTOB
Medicaid no Homepy 1-800-324-8680; gns NtoAel c HapyLweHUuaMMU cayxa npeaycmoTpeH Homep TDD 7-1-1.
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Swalhili

Ili kukusaidia kuelewa notisi hii, usaidizi wa lugha, huduma za ukalimani, na visaidizi na huduma za ziada zinapatikana
unapoomba bila gharama kwako. Huduma zinazopatikana ni pamoja na, lakini sio tu: tafsiri ya mdomo, tafsiri ya
maandishi, na visaidizi vya ziada. Unaweza kuomba huduma hizi na/au visaidizi kwa kupiga simu ya Medicaid Consumer
Hotline 1-800-324-8680; watu walio na ulemavu wa kusikia wanaweza kupiga simu TDD 7-1-1.

Kinyarwanda

Kugira ngo tugufashe gusobanukirwa iri tangazo, ubufasha bujyanye n'indimi, serivisi z'ubusemuzi, n'ibikoresho na
servisi bifasha abafite ubumuga mu kumva biraboneka nta kiguzi utanze iyo ubisabye. Serivisi ziboneka zikubiyemo, ariko
si gusa: ubusemuzi mu mvugo, ubusemuzi mu nyandiko, n'ibikoresho bifasha abafite ubumuga mu kumva. Ushobora
gusaba izi serivisi na/cyangwa ibikoresho bifasha abafite ubumuga mu kumva binyuze mu guhamagara Umurongo
utishyurwa ufasha Abakiriya ba Medicaid 1-800-324-8680; abantu bafite ibibazo mu kumva bashobora guhamagara TDD
7-1-1.

French

Pour vous aider a comprendre cet avis, une assistance linguistique, des services d'interprétation et des aides et services
auxiliaires sont disponibles sur demande et sans frais. Les services disponibles comprennent, sans toutefois s’y limiter, la
traduction orale, la traduction écrite et les aides auxiliaires. Vous pouvez demander ces services et/ou des aides
auxiliaires en appelant la Medicaid Consumer Hotline 1-800-324-8680 ; les personnes malentendantes peuvent appeler
TDD 7-1-1.
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Uzbek

Bu bildirishnomani tushunishingizga yordam berish uchun so‘rovingiz asosida bepul til yordamchi xizmatlari, og‘zaki
tarjima xizmatlari va go‘shimcha yordamchi vositalar tagdim etiladi. Mavjud xizmatlar gatoriga og‘zaki tarjima, yozma
tarjima hamda yordamchi vositalar kiradi. Siz ushbu xizmatlar va/yoki go‘shimcha yordamlar hagida Medicaid mijozlari
uchun mo‘ljallangan 1-800-324-8680 telefon ragamiga qo‘ng‘iroq qilib so‘rashingiz mumkin; Eshitish gobiliyati
cheklangan shaxslar TDD 7-1-1 ragami orgali bog‘lanishlari mumkin.

Viethamese

DE gilip ban hiu thong bao nay, hé trg ngdn ngit, dich vu phién dich, phuong tién tro gitp va dich vu phu trg dugc cung
cap mién phi theo yéu cau. Cac dich vu cé san bao gdm, nhung khéng gidi han &: dich bang 1&i néi, dich bang van ban va
phuong tién phu tro. Ban cé thé yéu cau céc dich vu nay va/hodc phuong tién phu trg bang cach goi tgibudng day ndng
cho Ngudi tiéu dung Medicaid theo s 1-800-324-8680; ngudi khiém thinh cé thé goi TDD 7-1-1.

Tigrinya
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