
Section 1: Your information

Your name
Date of Birth or DCN
Home address
Mailing Address
Phone number
Email address

Your name
Date of Birth or DCN
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I Accept
I Decline

Section 2: Your authorization to be represented:

Section 3: Authorized representative agreement and acceptance

Your authorization to be represented *
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"\ MISSOURI DEPARTMENT OF SOCIAL SERVICES 
FAMILY SUPPORT DIVISION 
APPOINTING AN AUTHORIZED REPRESENTATIVE 

llndlvldual acting as authorized rep,resentative due to affiliation with an organization or faclllty: fill out and
sign this section. 

urgamzation o.- ra.c,lily name 

Compass Health Network 
Org.1nization o.- facility a<Jdress 

Organization o.- facility e-mail Frganization oi- facility telephone 

I represent the organization or facility named above. I have provided: proof of my identity to the Family Support 
Division. 11 have knowledge of tihe applicant's or participant's situation well enough to complete their application or act on 
t:heirbehalf. 11 will not knowingly make a false or misleading statement. lhide information. or fail to report any fact or event 
that is required t.o be reported by any law, regulation. or rule of this State or the United States. 

Unless my permiss,ions are ilimit.ed to submitting an application on behalf or the participant, I will report changes to
FSD on behalr or the participant as needed. I will inform FSD if I am no longer an authorized representative. 

I understand I must do the foUowing once I stop being an authorized representative: 
• Immediately stop using the EBT card .
• Notify FSD of the cha:nge in authorized representative status withiin 48 hours .

I agree to be the applicants authorized representative. I will protect the privacy of any information I get while ac,ting as 
an authorized representative as required by Federal, State. and local laws, regulations, and directives about privacy. 

If submitting electronically - I have agreed to submit this authorization by electronic means. I understand that an electronic 
sianature has the same leaal effect and can be enforced in the same wav as a written sfa,nature. [ii] I aaree 

Aulhorized representative's signature 

I

Date 

R.eturn Information 

Upload your document Visit mydssupload.mo.gov to upload a copy of your document 

Maiill to: Family Support Division
PO BOX2700 
Jefferson City, MO 65102 

Fax to: 573-526-9400 
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