
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


MNsure: Where you choose health coverage
G:\Public Library\Logos\MNsure\Greyscale jpg\MNsure-logo-form-horiz-tag-bw.jpg
DHS-4790-ENG   11-14
Assister Case Association Form
Page  of 
Page  of 
DHS-4790-ENG   11-14
Fax this form to the Assister Resource Center at 651-431-7572.          *Form will not be processed if all fields are not complete
If you are submitting a paper application, fax/mail it separately to the number/location listed on the application, or directly to the county, depending on the application.
From:
Re:
TYPE OF APPLICATION
Type of application
Please check one of the following:
1.
The application submitted:
Additional household members requesting health care coverage using this application:
Name
Date of Birth
Social Security Number  
(Please use a second form if there are additional household members seeking coverage.)
2.
This application was submitted via:
This application was submitted via: 
10.0.2.20120224.1.869952.867557
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This form is to be used by consumer assistance partners for the purposes of associating with a consumer application and/or tracking that application. This form is fillable so you can type in answers, print out the completed form and fax to the number on the form.
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