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CONSENT FOR ASSISTANCE
COFA PREMIUM ASSISTANCE PROGRAM


	Organization:
[bookmark: _GoBack]     
	Agent’s  / Assister’s name:
     
	NPN / Assister ID:
     

	Phone:
[bookmark: Text1]     
	Email: 
     

	Address:
     
	City, state, ZIP code:
     
	County:
     

	Applicant’s name (last, first, middle initial):
     
	Applicant’s date of birth:
     

	Names of other adults on applicant’s application:
     



	AUTHORIZATION

	I hereby allow the organization, agent, and application assister listed above to access the types of information below to help me apply for the COFA Premium Assistance Program.
☐   All types of information, including those that relate to minimum essential coverage, annual income, tobacco usage, and other health-related information.

☐   Only the following records or types of information:      
I understand that the organization, agent, and application assister will:
· Tell me about my health coverage options and the financial help I may qualify for
· Tell me about their duties and responsibilities as an agent or application assister
· Help me enroll in, and share my application information with, a public medical program or a COFA program-approved plan
· Help me in the language I speak and understand best or refer me to other partners who can help me in the language I speak and understand best
I understand that the organization, agent, and application assister may NOT:
· Charge me a fee for any assistance provided
· Choose or recommend a health insurance plan for me unless he or she is an insurance agent licensed to sell health insurance in the state of Oregon

I can cancel this authorization at any time by notifying the COFA Premium Assistance Program by phone at 1-855-268-3767 (toll-free), mail at P.O. Box 14480, Salem, OR 97309, or fax at 503-947-7092.
I understand that if I cancel this authorization, it will not apply to information that was already shared to process my application or to reimburse premiums or out-of-pocket costs.  

	Signature:

	Date:      

	This authorization is valid only while enrolled in the COFA Premium Assistance Program and for one year from the date of signing, I cancel this authorization, or otherwise specified here:
     

	If you have an authorized representative, that person may sign for you. If you are the authorized representative, you may sign here only if you and the program enrollee have completed and submitted a signed Authorized Representative form. 

	Authorized representative’s signature:

	Date:      

	Printed name: 
     

	Phone:
      


The Oregon Health Insurance Marketplace complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. If you would like help in your preferred language, free language access services are available, call 1-855-268-3767.
PLEASE MAIL OR FAX THIS FORM:
Mail:	Oregon Health Insurance Marketplace
Attn: COFA Premium Assistance Program
P.O. Box 14480
Salem, OR 97309
Fax:	503-947-7092
1-855-268-3767 – COFA.Marketplace@oregon.gov	440-5117 (8/25/COM)
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440-5143 (10/16/COM)		1-855-268-3767 – COFA.Marketplace@oregon.gov	
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