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Ohio Department of Medicaid 

DESIGNATIONOF 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

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

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

Name of Representative Title Company 

Home Phone Work Phone Email Address

Mailing Address City State Zip Code 

I 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 Represent me at a state hearing 
 Provide verifications to the CDJFS on my behalf  Receive and respond to copies of all correspondence 
 Discuss 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



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 lingüística, servicios de 
interpretación, ayudas auxiliares y otros servicios sin costo alguno. Los servicios disponibles incluyen, entre otros: 
traducción oral, traducción escrita y ayudas auxiliares. Puede solicitar estos servicios o ayudas auxiliares llamando a la 
Línea 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. 

Nepali 
    ,  ,  ,           

    ,  ,     ,      
   /      ;  Medicaid Consumer Hotline 1-800-324-8680;    

;     TDD 7-1-1     

Arabic 

 Medicaid 8680 -324 -800 -1
1 -1 -7 . 

Haitian French Creole 
Pou ede w konprann avi sa a, gen asistans lengwistik, sèvis entèpretasyon, èd oksilyè ak sèvis ki disponib gratis, lè ou fè 
demann pou sa. Sèvis ki disponib yo gen ladan yo, men se pa sa sèlman: tradiksyon oral, tradiksyon alekri ak èd oksilyè. 
Ou kapab mande sèvis sa yo ak/oswa èd oksilyè lè w rele Liy Asistans pou Konsomatè Medicaid la nan 1-800-324-8680; 
moun ki gen pwoblèm tande yo ka rele TDD 7-1-1. 

Somali  
Si lagaaga caawiyo inaad fahanto ogaysiiskan, kaalmada luqadda, 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 maqalka liidata waxay wici karaan TDD 7-1-1. 

Ukrainian  
      ,        

,   ,       .   
, ,  ,     .     

 /   ,      Medicaid   1-800-324-
8680;        TDD 7-1-1. 

Russian  
      ,        

,   ,       .  
 ,  ,  ,     .  

    /   ,      
Medicaid   1-800-324-8680;        TDD 7-1-1. 
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Swahili 
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 à 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. 

Pashtu 

 
  Medicaid1 -800 -324 -8680  

TDD 7-1-1  

Dari 
  

  
  Medicaid 1 -800 -324 -8680 

TDD 7-1-1  

Uzbek  
Bu bildirishnomani tushunishingizga yordam berish uchun so‘rovingiz asosida bepul til yordamchi xizmatlari, og‘zaki 
tarjima xizmatlari va qo‘shimcha yordamchi vositalar taqdim etiladi. Mavjud xizmatlar qatoriga og‘zaki tarjima, yozma 
tarjima hamda yordamchi vositalar kiradi. Siz ushbu xizmatlar va/yoki qo‘shimcha yordamlar haqida Medicaid mijozlari 
uchun mo‘ljallangan 1-800-324-8680 telefon raqamiga qo‘ng‘iroq qilib so‘rashingiz mumkin; Eshitish qobiliyati 
cheklangan shaxslar TDD 7-1-1 raqami orqali bog‘lanishlari mumkin. 

Vietnamese 
 giúp b n hi u thông báo này, h  tr  ngôn ng , d ch v  phiên d n tr  giúp và d ch v  ph  tr  c cung 

c p mi n phí theo yêu c u. Các d ch v  có s n bao g i h n : d ch b ng l i nói, d ch b n và 
n ph  tr . B n có th  yêu c u các d ch v  này và/ho n ph  tr  b ng cách g i t i

-800-324-8680 i khi m thính có th  g i TDD 7-1-1. 

Tigrinya 
        '      

               
           -800-324-

8680   /           -   
TDD 7-1-1    
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