
AUTHORIZED REPRESENTATIVE  
DESIGNATION FORM

Commonwealth of Massachusetts   |   EOHHS

You can submit this form if you would like to designate 
an authorized representative to act on your behalf. If an 
authorized representative signed your application for you, 
or if you are an authorized representative applying on 
behalf of someone else, you MUST submit this form for the 
application to be processed.

You do not need to fill out this form if you live in an institution 
and want copies of eligibility notices sent to you and to your 
spouse who still lives at home. We will do that automatically.

Note: An authorized representative has the authority to act 
on an applicant’s or member’s behalf in all matters with 
MassHealth and the Health Connector, and will receive 
personal information about the applicant or member until 
we receive a cancellation notice terminating their authority, 
or upon the death of the applicant or member. Their 
authority will not automatically terminate once we process 
your application.
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You can choose someone to help you.

You may choose an authorized representative to help you 
get health care coverage through programs offered by 
MassHealth and the Health Connector. You can do this by 
filling out this form (the Authorized Representative Designation 
Form). You or a representative can sign for yourself and 
for any of your dependent children under the age of 18 for 
whom you are the custodial parent. You are not required 
to have a representative in order to apply for or receive 
benefits.

Who can help me?

1. 	 An authorized representative can be a friend, family 
member, relative, or other person or organization of 
your choosing who agrees to help you. It is up to you 
to choose an authorized representative if you want 
one. Neither MassHealth nor the Health Connector will 
choose an authorized representative for you. You must 
designate in writing (fill out Section I, Part A) the person 
or organization who you want to be your authorized 
representative. Your authorized representative must 
also fill out Section I, Part B. We sometimes refer to 
this person or organization as a “Section I authorized 
representative.”

2. 	 If you cannot designate an authorized representative 
in writing and you do not have an existing authorized 
representative or other person who is authorized by law 
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to act on your behalf, a person (not an organization) who 
certifies that they will act responsibly on your behalf 
can be your authorized representative if that person fills 
out Section II of this form. We sometimes refer to this 
person as a “Section II authorized representative.” 

3. 	 An authorized representative can also be someone 
who has been appointed by law to act on your behalf, 
or on behalf of the estate of an applicant or member 
who has died. This person must fill out Section III and 
either you or this person must submit to us, together 
with this form, a copy of the applicable legal document 
stating that this person has authority to represent 
you, or the estate of a deceased applicant or member. 
We sometimes refer to this person as a “Section III 
authorized representative.”

4. 	 Section III authorized representative may be a legal 
guardian, conservator, holder of power of attorney, or 
health care proxy, or, if the applicant or member has 
died, the personal representative of the estate.

What can an authorized representative do?

A Section I or II authorized representative may
•	fill out your application or renewal forms;

•	fill out other MassHealth or Health Connector eligibility or 
enrollment forms;

•	give proof of information reported on these forms;
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•	report changes in income, address, or other circumstances;

•	get copies of all of your MassHealth and Health 
Connector eligibility and enrollment notices; and

•	act on your behalf in all other matters with MassHealth 
and the Health Connector.

What a Section III authorized representative is authorized 
to do for you (or for the Estate of a deceased applicant 
or member) will depend on the wording of the legal 
appointment.

Please note: Eligibility notices may include information 
about other members of an applicant’s or member’s 
household. If there are multiple people in your household 
we may not be able to send copies of some of your notices 
to your authorized representative unless each household 
member has also designated the same authorized 
representative by completing a separate Authorized 
Representative Designation Form.



5

SECTION 1  
AUTHORIZED REPRESENTATIVE 
DESIGNATION  
(if applicant or member is able to sign)

Part A—to be filled out by applicant or 
member. Please print, except for signature. 

Applicant’s/Member’s Name 
_____________________________________________________

Applicant’s/Member’s date of birth (mm/dd/yyyy) __/__/____

MassHealth ID number __ __ __ __ __ __ __ __ __ __ __ __ OR 
last four digits of the Applicant’s/Member’s SSN __ __ __ __

Applicant’s/Member’s email address 
_____________________________________________________

I certify that I have chosen the following person or 
organization to be the authorized representative for myself 
and any dependent children under the age of 18 for whom 
I am the custodial parent and that I understand the duties 
and responsibilities this person or organization will have (as 
explained earlier in this form).

Applicant’s/Member’s signature             Date (mm/dd/yyyy)

_________________________________     __/__/____
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Authorized representative’s name 
_____________________________________________________ 

Authorized representative’s phone number 
_____________________________________________________

Authorized representative’s address (mailing address, city, 
state, zip) 
_____________________________________________________

Part B—to be filled out by authorized 
representative. Please print, except for 
signature.

B1. Complete if authorized representative is a person.

I certify that I will at all times maintain the confidentiality of 
any information regarding the applicant or member set forth 
above and, if applicable, the dependent children of such 
applicant or member, that is provided to me by MassHealth 
or the Health Connector.

If I am also a provider, staff member, or volunteer affiliated 
with an organization, and am acting in my capacity as a 
provider, staff member, or volunteer in connection with my 
designation as an authorized representative, I certify that 
I will at all times adhere to all applicable state and federal 
laws and regulations regarding confidentiality of information 
and conflicts of interest including those set forth at 42 
C.F.R. part 431, subpart F, 42 C.F.R. § 447.10 and 45 C.F.R. 
§ 155.260(f). 
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Authorized representative’s signature      Date (mm/dd/yyyy) 
_______________________________          ___/___/_____

Authorized representative’s printed name 
_____________________________________________________

Authorized representative’s email address 
_____________________________________________________

B2. Complete if authorized representative  
       is an organization. 

I certify, on behalf of the organization set forth below, 
that such organization will at all times maintain the 
confidentiality of any information regarding the applicant or 
member set forth above and, if applicable, the dependent 
children of such applicant or member, that is provided to 
the organization by MassHealth or the Health Connector.

I, the provider, staff member, or volunteer of the 
organization set forth below, completing this form, certify 
on behalf of myself and on behalf of the organization I 
represent, that any providers, staff members, or volunteers 
acting on behalf of the organization in connection with 
this authorized representative designation will at all 
times adhere to all applicable state and federal laws and 
regulations regarding confidentiality of information, and 
conflicts of interest, including those set forth at 42 C.F.R. 
part 431, subpart F, 42 C.F.R. § 447.10 and 45 C.F.R. § 
155.260(f).



8

Signature of provider, staff member, or volunteer 
completing form 
_____________________________________________________

Date (mm/dd/yyyy) __/__/____

Printed name of provider, staff member, or volunteer 
completing form 
_____________________________________________________

Email of provider, staff member, or volunteer completing form 
_____________________________________________________

Authorized representative organization name 
_____________________________________________________
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SECTION 2  
AUTHORIZED REPRESENTATIVE 
DESIGNATION  
(if applicant or member cannot provide 
written designation)

To be filled out by authorized representative. Please print, 
except for signature. Please provide a separate form for 
each applicant or member.

An organization is not eligible to be an authorized 
representative under this section.

I certify that the applicant or member set forth below 
cannot provide written designation and to the best of 
my knowledge does not otherwise have an individual 
who can act on his or her behalf such as an existing 
authorized representative, guardian, conservator, personal 
representative of the estate, holder of power of attorney, 
or an invoked health-care proxy. In addition, I certify that 
I am sufficiently aware of this applicant’s or member’s 
circumstances to assume responsibility for the accuracy 
of the statements made on his or her behalf during the 
eligibility process and in other communications with 
MassHealth or the Health Connector, that I understand 
my rights and responsibilities as this person’s authorized 
representative (as explained earlier in this form). If this 
person can understand, I have told the person that 
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MassHealth and the Health Connector will send me a 
copy of all MassHealth and Health Connector eligibility 
and enrollment notices and this person agrees to this, and 
I have told this person that they may remove or replace 
me as their authorized representative at any time by the 
methods described earlier in this form.

I further certify that I will at all times maintain the 
confidentiality of any information regarding the applicant 
or member set forth below that is provided to me by 
MassHealth or the Health Connector. 

If I am also a provider, staff member, or volunteer affiliated 
with an organization, and I am acting in my capacity as a 
provider, staff member, or volunteer in connection with my 
designation an authorized representative, I further certify that I 
will at all times adhere to all applicable state and federal laws 
and regulations regarding confidentially of information and 
conflicts of interest including those set forth at 42 CFR part 
431 subpart F., 42 CFR §477.10, and 45 CFR §155.260(f).

Applicant’s/Member’s name 
_____________________________________________________

Applicant’s/Member’s date of birth (mm/dd/yyyy) __/__/____

MassHealth ID number __ __ __ __ __ __ __ __ __ __ __ __ OR 
last four digits of the Applicant’s/Member’s SSN __ __ __ __

Authorized representative’s signature 
_____________________________________________________

Date (mm/dd/yyyy) ___/___/_____
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Authorized representative’s name (first, middle, last) 
_____________________________________________________

Authorized representative’s phone number 
_____________________________________________________

Authorized representative’s address 
(mailing address, city, state, zip) 
_____________________________________________________

Authorized representative’s email address 
_____________________________________________________

If the Section II authorized representative is affiliated 
with an organization, and is acting in such capacity, an 
individual authorized to act on behalf of the organization, 
such as an officer, must sign below to indicate the 
organization’s acknowledgment of and agreement with the 
representations and warranties made above.

Officer’s Name _______________________________

Officer’s Title _________________________________

Officer’s Signature ____________________________

Date (mm/dd/yyyy) __/__/____
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SECTION 3  
AUTHORIZED REPRESENTATIVE 
DESIGNATION  
(if appointed by law)

To be filled out by an authorized representative appointed 
by law (as explained earlier on this form). Please print, 
except for signature. Please submit a copy of the 
applicable legal document with this form.

I certify that I will at all times maintain the confidentiality of 
any information regarding the applicant or member as set 
forth below, that is provided to me by MassHealth or the 
Health Connector.

Applicant’s/Member’s name 
_____________________________________________________

Applicant’s/Member’s date of birth (mm/dd/yyyy) __/__/____

MassHealth ID number __ __ __ __ __ __ __ __ __ __ __ __ OR 
last four digits of the Applicant’s/Member’s SSN __ __ __ __

Authorized representative’s signature 
_____________________________________________________

Date (mm/dd/yyyy) __/__/____

Authorized representative’s name (first, middle, last) 
_____________________________________________________

Authorized representative’s phone number 
_____________________________________________________
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Authorized representative’s address  
(mailing address, city, state, zip) 
_____________________________________________________

Authorized representative’s email address 
_____________________________________________________

How does an authorized representative 
designation end?

If you decide that you no longer want a Section I or 
Section II authorized representative, you must notify us at 
the time you want the designation to end by mail, fax, or 
phone. See our contact information below. If you mail or 
fax this notice to us, the notice must include your name, 
address, and date of birth, the name of your authorized 
representative, a statement that the designation has ended 
and your signature or, if you cannot provide written notice, 
the signature of someone acting on your behalf (in the case 
of a Section II authorized representative only).

In addition, if your authorized representative notifies us 
that such person or organization is no longer acting on 
your behalf, we will no longer recognize the person or 
organization as your authorized representative. 

The authority of a Section I or Section II authorized 
representative will end upon the death of the applicant or 
member.
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A Section III authorized representative’s designation ends 
when his or her legal appointment ends. The authorized 
representative must notify us as instructed above.

In addition, an authorized representative’s designation for a 
minor child ends on the child’s 18th birthday.

How do I submit this form?

If you are applying for health benefits, send your filled-out 
Authorized Representative Designation Form to us with your 
application.

If you are already getting benefits, you must submit the 
form to us at the time you want to designate an authorized 
representative, or you want the declared designation to 
end, by

•	Mailing your form to 
		  Health Insurance Processing Center 
		  PO Box 4405 
		  Taunton, MA  02780;

•	Faxing your form to (857) 323-8300; or

•	Calling us at (800) 841-2900, TDD/TTY: 711.
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