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AUTHORIZATION FOR THE RELEASE OF INFORMATION

[ the undersigned, understand that from tim to time

the Long Term Care facity

May require cetain information about assistance | am applying for or receiving from the NH
Department of Health and Human Services. Division of Famly Assistance (DFA). When information
cannot be provided by me personaly. | hereby authonze DFA 1o release the following information o
the Long Term Gare facily for the specific purposes outined below.

Type of Information Purpose for Requesting this Information

Date of DFA applcation(s), expected date of Basic admimistation of my long-term
elighilty, what my patient liabilty fs and the careinursing home assistance.

begn date

Date my Medcaid case opened and my Processing of Medicad reimbursements for

Medicaid Identfication Number(s) payment to the long-lerm care faciity for my

‘Sharng eligibity informaton, which can be used Processing _the inital _and _redetermination
to determine elighiity such as income and | application for Medicaid assistance
resources.

Reason for the denial of my application such as | Basic _admimstration of  my long-temm
income of resources, i appicable. careinursing home assistance.

|understand that | have the option to provide any or all of the requested information myseif.

Iunderstand that any use of the above information inconsistent with these purposes s
forbidden.

1 understand that the long-term care facilty may not elease informaton provided under this
authonzation o any other person without my writen permission

This authorization shall expire within one year of the below date or

Signature. Date

Ifthe signature above is not that of the person to whom the requested information pertains, the
relationship of the signer o that person must be indicated, the signature must be wiinessed. and
vertication that the signer has the authortty (o represent the persan In these maters with DFA
must be provided upon DFA request.

Relationship to You Witness Date




