
Missouri Department of Social Services 
Family Support Division 
Appointing an Authorized Representative 
Use this form if you would like an authorized representative to help you apply for MO HealthNet 
coverage, and/or act on your behalf if you get MO HealthNet coverage. 

You can choose to have an authorized representative or you can act on your own behalf. If you already 
have a guardian, conservator, or attorney-in-fact appointed by a valid Power of Attorney under Missouri 
law, they must authorize an authorized representative for you. Even if you choose to have an 
authorized representative, the FSD may sometimes need to contact you directly. 

Instructions: 
1. Fill out and sign your name in Sections 1 and 2 
2. Have the person or organization you’re appointing fill out and sign their name in Section 3 to 

show they’re willing to do it 
3. Get your completed form to the FSD within 30 days of the date(s) you and your authorized 

representative sign and date the form  

 Section 1: Your information and authorization to be represented 
Your name: _______________________________________   Phone: _____________________ 

Address: ______________________________________________________________________ 

Social Security Number or DCN (MO HealthNet case number): ____________________________ 

The person or organization I appoint as my authorized representative is: 
Name: ________________________________________________________________________ 

I authorize this person or organization to be responsible for 
(check one or both boxes): 
� Helping me apply for MO HealthNet coverage 
� Acting on my behalf if I get MO HealthNet coverage, 

including annual reviews, and reporting changes. 

I authorize FSD to send letters and notices to my authorized 
representative: � Yes  � No 

The person or organization I have appointed is age 18 or 
older and knows my situation well enough that they can 
complete my application or act on my behalf. They will not knowingly make a false or misleading 
statement or, hide information, or fail to report any fact or event that is required to be reported by any 
law, regulation or rule of this State or the United States.   
 
I understand that I am responsible for the information given by my authorized representative, including 
any information that may be incorrect. 

Your (applicant/participant) signature: 
 
 

Date: 

Your spouse’s signature: 
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If your authorized representative 
helps you apply, your authorization 
will last until FSD makes a final 
decision on your application, or you 
can end it sooner if you tell FSD in 
writing. 

If your authorized representative 
acts on your behalf, your 
authorization will last until you end 
it by writing to FSD. 



 Section 2: Your authorization to disclose Protected Health Information  
 and other information 
Please write your name and the name of a person who can receive protected health information and 
other information about you. Write the name of a person, not an organization. 
 
I, (your name)____________________________________________________________________,  
request and authorize Family Support Division to disclose information to this person: 
 
(representative’s name) ____________________________________________________________. 

Because I’m giving this request and authorization, FSD may release to the person named above: 
• Requests for information 
• Eligibility notices and medical information about this application 
• My annual review  
• Letters about agency action  

This authorization will continue during the final decision on my application, my annual review, or agency 
action for which I gave this authorization. If I want to end my authorization sooner, I must tell FSD in 
writing before the final application, annual review, or agency action decision. 
 
I understand that the FSD is not responsible for what happens to information they release because I 
have requested and authorized them to disclose my Protected Health Information. I understand and 
agree that FSD has given me a signed copy of this form.   
 

Your (applicant/participant) signature: 
 
 

Date: 

Your spouse’s signature: 
 
 
 

 Section 3: Authorized representative agreement and acceptance 
Authorized representative: Please fill out and sign this section. 

Representative’s name: _______________________________________   Phone: ________________ 

Representative’s address: _____________________________________________________________ 

I am age 18 or older and know the applicant’s situation well enough to complete their application or act 
on their behalf. I will not knowingly make a false or misleading statement or, hide information, or fail to 
report any fact or event that is required to be reported by any law, regulation or rule of this State or the 
United States. 

I agree to be the applicant’s authorized representative for the reason and length of time stated above. I 
will protect the privacy of any information I get while acting as authorized representative as required by 
Federal, State and local laws, regulations, ordinances, and directives about privacy. 
 
Authorized Representative’s signature: 
 
 

Date: 

 
 

MO 866-2817 E 07/2016     Page 2 of 2     IM-6AR 


