Assister Case Association Form (oo

This form should not be submitted if an assister has already used another form of associating with the
consumer's application or enrollment (see Policies and Procedures on Navigator One Stop).

From:
ASSISTER NAME* PHONE NUMBER* EXTENSION ASSISTER ID NUMBER*
ASSISTER ORGANIZATION* ASSISTER EMAIL ADDRESS*

Re:
PRIMARY APPLICANT NAME* DATE OF BIRTH* DATE OF APPLICATION (IF KNOWN)

ADDRESS (STREET, CITY, STATE, ZIP CODE)*

List all additional household members who are applying for or enrolling in health care coverage:

NAME DATE OF BIRTH NAME DATE OF BIRTH
NAME DATE OF BIRTH NAME DATE OF BIRTH
NAME DATE OF BIRTH NAME DATE OF BIRTH

Please select the reason for using this form (only one reason should be selected):
O Assisted with submitting a paper Renewal Form for a consumer in a “Need to Renew” stafus.
O Assisted with submitting a Minnesota Health Care Programs Application for Certain Populations (DHS-3876).

O Assisted a consumer who submitted an Application for Health Coverage and Help Paying Costs (DHS-6696
or DHS-6741) and the assister was not entered on Appendix C.

O Assisted a consumer who submitted an online application through MNsure.org and the Assister ID and
organization were not entered on the signature page and the assister and consumer were not associated
through the assister portal at the time the application was submitted.

O Assisted arenewing consumer with actively selecting a qualified health plan for the new plan year and the
assister and consumer were not associated through the assister portal at the time the enrollment was
completed.

With the submission of this form, the identified assister is associated with the case for the purposes of payment
and information sharing (a separate Authorization for Release of Information, DHS-3549, will be requested by
DHS or the county).

Both the assister and primary applicant must sign this form (electronic signatures are not acceptable).

ASSISTER'S SIGNATURE* DATE*

PRIMARY APPLICANT'S SIGNATURE* DATE*

All required (*) fields must be completed or the form cannot be processed.
Fax completed form to the Assister Resource Center within 30 days at 651-431-7572.


https://www.mnsure.org/assister-central/navigator-one-stop/policy-procedures/index.jsp
https://www.mnsure.org/assister-central/navigator-one-stop/index.jsp

1-855-366-7873

Attention. If you need free help interpreting this document, call the above number.
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Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent document, veuillez appeler au
numéro ci-dessus.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab ntaub ntawv no pub dawb,
ces hu rau tus najnpawb xov tooj saum toj no.

Hophodonmboari. dseiadhmbosietenmadanoimofaddebadh Basd8omsladgh.c3:mb 803881 coicorai ghonanl.

el gy, of #Ae] UlF olalE Frl Aol RRE ATAE 2ee weA 99
Az e AL Q.

Tusogau. naman naudegnaunauzos e tunaucdensawius, 99instufmas tangagifigl.
Hubachiisa. Dokumentiin kun tola akka siif hilkamu gargaarsa hoo feete, lakkoobsa gubbatti kenname bilbili.

BHumanue: ecnu Bam HYyHa GGCHHH.TH&H oMok B YCTHOM MEPEBOAE NAHHOIO JOKYMEHTA, NO3BOHHUTE 110
YKA3aHHOMY Bblllle Tenedony.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda qoraalkan, lambarka kore wac.

Atencion, Si desea recibir asistencia gratuita para interpretar este documento, llame al nimero indicado
arriba.
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Cha y. Néu quy vi can duge gitp d& dich tai lidu nay mién phi, xin goi s6 bén trén.

For accessible formats of this publication or assistance with
additional equal access to human services, write to
AEO@MNsure.org, call 855-366-7873 (MNsure Contact

Center) or use your preferred relay service. (ADA1 [9-15]))
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