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AUTHORIZED REPRESENTATIVE 
COFA PREMIUM ASSISTANCE PROGRAM


If you want someone to act on your behalf in applying for benefits and act for you on an ongoing basis, completely fill out this form. Both you and your representative must sign and date this form to be considered complete.


	

REPRESENTATIVE


	
Full name (last, first, middle initial):
[bookmark: _GoBack]     

	
Check association with applicant. Please select one.

	☐   Attorney 
☐   Institution of residence                                                        
	☐   Family
☐   Friend
	☐   Other (specify):      

	
Phone:
[bookmark: Text1]     
	
Email: 
     

	
Address:
     
	City, state, ZIP code:
     

	AUTHORIZATION

	In agreeing to be the authorized representative, I understand that I am expected to be knowledgeable of the applicant’s circumstances to be able to do all of the following:
· Completely fill out, sign the application, and be interviewed
· Provide all required proof of information necessary to help determine eligibility for the program
· Receive and respond to all program notices
· Speak on applicant’s behalf at a hearing if the eligibility decision is appealed
· Report changes
I also understand that the applicant can revoke this authorization at any time. 

	Representative’s signature:

	Date:      




	

APPLICANT


	
Full name (last, first, middle initial):
     

	
Phone:
     
	
Email: 
     

	
Address:
     
	City, state, ZIP code:
     

	AUTHORIZATION

	I authorize this representative to take care of all of the following functions and program eligibility tasks:
· Completely fill out, sign the application, and be interviewed
· Provide all required proof of information necessary to help determine eligibility for the program
· Receive and respond to all program notices
· Speak on my behalf at a hearing if the eligibility decision is appealed
· Report changes
I understand that I am responsible for the information anyone acting as my authorized representative gives, including any information that may be incorrect. I also understand that if, at any time I want the person I chose to stop being my authorized representative, it is my responsibility to contact the COFA Premium Assistance Program.

	Applicant’s signature:

	Date:      


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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440-5155 (10/17/COM)		1-855-268-3767 – COFA.Marketplace@oregon.gov	
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