AR'ZQ.NA Consent For An Assistor

HEALTH CARE COST
CONTAINMENT SYSTEM

Application ID: CPAO Name:

Assistor Full Name:

The State of Arizona requires your consent before a Community Partner — Assistor Organization
(CPAQO) may continue assisting you with your application for public assistance programs through
Health-e-Arizona Plus (HEAplus). For purposes of this document, the term “CPAQO” includes the
individual Assistor, their organization, and any of its employees, volunteers, or contractors.

1. Providing Your Consent:

By providing your consent, you authorize the Community Partner Assistor Organization (CPAQO) to
access, review, and use the private and personal information contained within your Health-e-Arizona
Plus (HEAplus) application for every individual listed in the application. This authorization allows the
CPAO to view a wide range of information necessary to assist you with completing, submitting, and
managing your application. Such information may include, but is not limited to:

e Data obtained from federal and state verification systems, including details related to
citizenship or immigration status, proof of Arizona residency, income information, and
employment records.

o Official notices, letters, and correspondence issued to you by the State of Arizona regarding
your benefits, application status, or required actions.

e Eligibility determinations and decisions made by the State concerning your application for
Medical Assistance, Nutrition Assistance, or Cash Assistance programs.

The State of Arizona requires all CPAOs to maintain strict confidentiality and to use the information
solely for the purpose of assisting with your application. The State may revoke an CPAQ’s access to
HEAplus if confidentiality requirements are violated. However, the State is required to advise you that
information shared with the CPAO may not fall under the protections of the federal Health Information
Privacy Rules contained in 45 C.F.R. Part 164.

2. Declining Your Consent:
If you choose not to provide consent, or if at any time you decide to revoke a previously granted
consent, this decision will not impact your eligibility for any public assistance programs, including
Medical Assistance (AHCCCS), Nutrition Assistance (SNAP), or Cash Assistance (TANF). Your right
to apply for, be evaluated for, and receive these benefits remains fully protected regardless of
whether you choose to receive help from a CPAO.
Declining or revoking consent simply means that the CPAO will no longer be permitted to view or
access any information in your HEAplus application. You may still complete all required steps
independently using any of the State-supported application methods. These options include:
You may complete your application without assistance in any of the following ways:
e Applying online through your own HEAplus account by visiting
https://www.healthearizonaplus.qgov.
e Submit a paper application at any DES/FAA office.
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Duration of Your Consent:

Your consent will remain in effect for one year from the date you sign this form, after which it will
automatically expire without any further action required by you. If at any time before the one-year
period ends you decide that you no longer wish to allow the CPAO access to your information, you
may revoke your consent at your discretion by contacting the HEAplus Customer Support Center at
1-855-432-7587. Once revoked, the CPAO will no longer have access to your application information.

Please select one option below:

[ 11, (Print name) , GIVE consent for the State of Arizona to
disclose my household’s personal information to the CPAO named above for purposes of assisting
with my application for benefits.

[ 11, (Print name) , DO NOT GIVE consent for the State of
Arizona to disclose my household’s personal information to the CPAO named above. | prefer to
complete my application without assistance.

Customer Signature: Date Signed:

Verbal Consent Authorization: (for phone or remote assistance)

If assistance is being provided by phone or when a written signature cannot be immediately obtained,
the Assistor must request verbal permission before accessing your HEAplus information. Verbal
consent authorizes the Assistor to help you during the current interaction only. Written consent will still
be required to continue receiving assistance thereafter.

During the interaction, the Assistor must ask:
Do | have your verbal consent to assist you in applying for State benefits using Health-e-Arizona Plus
(HEAplus)? ] Yes [ | No

Assistor Consent Attestation:

[, (Assistor Full Name) , hereby attest
that (Customer Full Name) has provided
consent for the State of Arizona to disclose their household’s personal information to me and to the
CPAO identified above for the sole purpose of assisting with their public benefits application.

| acknowledge and understand that all consents—whether written or verbal—are subject to review
and audit by the State of Arizona and/or AHCCCS, and that any failure to comply with applicable
confidentiality, security, or program requirements may result in corrective action, including but not
limited to suspension or termination of my HEAplus system access and any associated CPAO
participation agreements.

Assistor Signature: Date Signed:
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