205APX-A

VERMONT 3/2016

W HEALTH  APPENDIX A

CONNECT . . . .-
Frdteplntratsrigntforyos. ASSIStance Completing the Application

APPLICANT Information
Applicant first name, middle name, last name & suffix (Jr., Sr., lll, etc.) Applicant Social Security number

You can choose an AUTHORIZED REPRESENTATIVE.
You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters related to this
application, including getting information about your application and signing your application on your behalf. This person is called an Authorized

Representative. If you are a legally appointed representative for someone on the application (power of attorney, legal guardian) submit proof
with this form.

1. Name of Authorized Representative (first name, middle name, last name & suffix (Jr., Sr., Ill, etc.))

2. Address 3. Apartment or suite number

4. City 5. State 6. ZIP code

7. Phone number

8. Organization name (if applicable) 9. ID number (if applicable)

By signing, you allow this person to sign your application, get official information about the application, and act for you on all future matters
with this agency.

10. Your signature 11. Date (mm/dd/yyyy)

You can choose an ALTERNATE REPORTER.
You can give a trusted person permission to only get copies of notices about your application and about coverages for yourself and others on

the application. This person is called an Alternate Reporter. An Alternate Reporter cannot act for you or report changes for you, but they can help
you understand the notices or remind you if we ask you for information. An Alternate Reporter can also be an Authorized Representative.

1. Name of Alternate Reporter (first name, middle name, last name & suffix (Jr., Sr., Ill, etc.))

2. Address 3. Apartment or suite number

4, City 5. State 6. ZIP code

(7. Phone ntjlmber

8. Organization name (if applicable) 9. ID number (if applicable)

By signing, you allow this person to only receive copies of notices about your coverage and the coverage for others on the application and all
future matters with this agency.

10. Your signature 11. Date (mm/dd/yyyy)

If you want to change your Authorized Representative or Alternate Reporter,
contact Vermont Health Connect at 1-855-899-9600.

g NEED HELP WITH YOUR APPLICATION? Visit VermontHealthConnect.gov or call toll free 1-855-899-9600. For TTY/relay services, dial 711.



