NEW YORK STATE DEPARTMENT OF HEALTH o o
Division of Eligibility and Marketplace Integration PI'OOf Ind“"dual. NO Longer Inca rce l'atEd

This form is for Certified Assistors to document the individual before them is no longer incarcerated.

Date:

Individual Name:

Individual Current Address:

Individual Account Number:

Proof of Identification Submitted (copy of document must be submitted with this form):
|:| Driver’s License

|:| ID card with Photo

|:| Other

L acknowledge that the above individual is currently present before me
and is currently not incarcerated. I have reviewed and attached proof of identification for this individual.

Certified Assistor Signature Assistor Certification Number

Assistor Agency

nystate

The Official Health Plan Marketplace

DOH-5183 (10/15)



