
  

 

  

 

  

 

 

 

 

 
 

 

 

YORK STATE OEPARTMENT OF t£A!.Tli 
Officeol Health lnslr.l/100 Programs 

Medicaid Authorized Representative 
Designation/Change Request 

AP11lic:anlfRtcipiont 

Name 

Address = .-------------------------- '9il 

Dai, 

Gase Nu_, ________ _ 

Zip 

ttyouhave nol p(eviouslypnwided anALChaized Representativetoactoo,oorbehalf and wrud lhlDdoso,please~ hisi1ler name 
and address_ 

Name 

Address 

or, 
Phone# L_____J ______ _ 

tt you previously proYiled an AlihO<ized Represert>tive aid wwd lb ID dis:ootilue o, a,ange lo oomeooe rew: 

D llisoontinueC"'""11AuthorizedRepfesert>tive 

Name 

Address 

Cly 
Phooe# ( __ ) _____ _ 

D llesigr,a!e ~ewAulhaized Representative 

Name 

Address 

Cly 
Phooe# ( 

I understand mydesigr,aled Aulh<Jrize<j Represe<ialivewilhave aa"5S ID my personal heallhnormatioo_ 
I wwld ike my Aulhaized Representative to (ched< al lhal ailjlly~ 

D Apply brand/°' renew Medicaid f<lf me 

D lliswss my Medcaid app!icatioo o, case. ff needed 

0 Get nooa,s and axrespondena, 

I im...iaoo this desi!,Jatioo wil remain in efred until I dalge Of discoolinue iL 

Zip 

Zip 

Zip 

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. 

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



