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Disability Benefit Specialist Program Extended Services Agreement
This agreement lists the services I agreed to provide to you. It also explains your right to confidentiality, and your rights and responsibilities while receiving help from a disability benefit specialist (DBS).
[bookmark: Text1]Today’s date:      	 Agency:      	
Your name:      	 My name:      	
Section 1: How I am helping you 
[bookmark: Check1]|_|	Giving you information, discussing options, and/or other advice about:      	.
|_|	Helping you apply for: 
	|_| Medicaid	|_| Social Security Disability Insurance (SSDI) benefits
	|_| BadgerCare Plus	|_| Supplemental Security Income (SSI) benefits
	|_| FoodShare	|_| Other:      	
[bookmark: _Hlk213249124]|_|	Helping you enroll in a Medicare plan. You chose this plan as the one that you think best meets your needs and budget:
	|_| Medicare Advantage Plan:      	
	|_| Medicare Prescription (Part D) Plan:      	
	|_| Other:      	
|_| Helping you to complete a review or renewal for      	.
You must complete the review or renewal by      	.
|_| Helping you to dispute an overpayment of benefits by asking for:
	|_| A waiver of overpayment
	|_| A request for reconsideration
	|_| A request to change the amount that you need to pay back each month
|_|	Helping you to file an appeal for      	.
	You must submit your appeal by      	.
|_| Advocating for you by      	
|_| Acting as your representative to appeal the denial of: 
	|_| BadgerCare Plus eligibility 	|_| BadgerCare Plus coverage of      	
	|_| Medicaid eligibility 	|_| Medicaid coverage of      	
	|_|	FoodShare eligibility	|_| Medicare coverage of      	
	As your representative, you authorize me to act on your behalf to help you with your appeal.
|_|	Acting as your appointed representative with the Social Security Administration (SSA) to help you with your:
	|_| Initial application.
	|_| Reconsideration.
	|_| Other:      	
	See the Appointed Representative Agreement attached to this agreement for additional details.
|_| Other:      	
[bookmark: _Hlk207033676]We can change this agreement verbally or in writing. Changes are marked next to the checked box with my initials and the date we agreed to the change.
|_|	Section 2: Important information about Medicare counseling (if applicable)
I used the Medicare Plan Finder tool to find information about available Medicare plans. The Medicare Plan Finder tool is a website managed by the U.S. Centers for Medicare and Medicaid Services (CMS). 
I provided you with an estimate of your prescription drug costs based upon the information you gave me about your prescriptions and the current prices listed in Plan Finder. The accuracy of your estimate is dependent on the accuracy of the information that you gave to me about your medications. It also depends upon the accuracy of the information the insurance plans gave to CMS.
The Medicare Plan Finder does not guarantee pricing or coverage. Information on the Medicare Plan Finder may change at any time. These changes can affect how much your medications will cost you:
· Drug prices can change during the year. 
· The insurance plan can change how they cover your medications during the year. 
· Insurance plans can change the pharmacies that they work with during the year. 
Your insurance provider will send you letters when these changes happen. You are responsible for reading your letters to stay up to date on changes to your prescription drug coverage. 
I am not directly affiliated with CMS, the Medicare program, or any provider contracted by CMS. I am not an insurance agent or broker. I cannot recommend a specific Medicare plan. I am not responsible for problems related to your Medicare enrollment or coverage. 
I am a State Health Insurance Assistance Program (SHIP) counselor trained to provide unbiased information and assistance. I may be able to help you exercise your rights under your Medicare plan if you have problems related to your Medicare enrollment or coverage.
Section 3: Your rights and responsibilities
You have the right to confidentiality. I will not share information about you or your case without your permission, unless:
· I need to share information about your case with my supervisor, my technical assistance provider, or the Wisconsin Department of Health Services (DHS) program manager to:
· Get advice on how to best help you.
· Report data that is required in the reporting and case management system.
· Review my work for quality assurance purposes. 
[bookmark: _Hlk207034003]I am allowed to by law. 
You give me permission to share information, on a need-to-know basis. You have given me permission to speak to the person(s) listed below about you and your case:
	Name
	Who this person is
	What I can share

	     	
	     	
	     	

	     	
	     	
	     	

	     	
	     	
	     	


I will ask you to sign a release of information when you give me permission to share information with another person or organization.
[bookmark: _Hlk207034240][bookmark: Text2]|_| The       employs more than one disability benefit specialist who can access your case information. This allows my co-workers to help you if I am not available. 
[bookmark: _Hlk213652760]|_| The       stores your case information electronically. Other staff members scan documents I get from you, I get from others, or I create. 
All of us must keep your information confidential. We cannot share information about you or your case without your permission, unless allowed to by law.
|_| You give me permission to store these documents in the statewide reporting and case management system. Giving me permission to store these documents in the statewide system means that they will be available to other agencies. Staff at those agencies will only be able to see these documents if you ask for services at their agency.
	|_| Power of attorney for healthcare or finance	|_| Letter(s) of guardianship
	|_| Medicaid authorized representative form	|_| Other decision-making authority papers
You have the right to information about your case. I will:
· Tell you when I act on your case. 
· Return your messages. You can contact me at      	. I usually return messages in       business days. Business days do not include weekends or holidays.
· Give you a copy of this agreement.
· Give you a copy of your case file if you request it.
[bookmark: _Hlk207034414]You have the right to tell us if you are not happy with the services you are getting. I will give you the information you need to know to make a complaint. I can help you make the complaint, if you ask. 
When receiving disability benefit specialist services, you are responsible for:
Contacting me      	 to keep your case open. Things to tell me about right away are:
· If your phone number changes. 
· If your email address changes.
· If where you live and/or where you get mail changes.
· If your medical condition worsens, you are told that you have a new medical condition, and/or your medical treatment changes.
· If you start or stop working or the amount of time that you work increases or decreases.
· If you get letters and/or other forms about your benefits. 
· Sharing letters and/or other forms that you get related to your benefits, if I ask for them.
· Telling me about deadlines and/or hearing dates related to your benefits.
|_| I am helping you with Social Security disability benefits. You must also:
· Tell Social Security about everything that you know about your medical condition, treatment, and work history that is related to your disability claim.
· Give Social Security all evidence that you have and that is related to your disability claim.
Section 4: Signatures
[bookmark: _Hlk213249239][bookmark: _Hlk213765553]Signature – Client
_____________________________________ 	Date signed:      	
Name – Client (print or type name):      	

Signature – Legal Guardian
_____________________________________ 	Date signed:      	
Name – Legal Guardian (print or type name):      	

Signature – Disability Benefit Specialist
_____________________________________ 	Date signed:      	
Name – Disability Benefit Specialist (print or type name):      	
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Disability Benefit Specialist Program Extended Services Agreement
Appendix: Appointed Representative Agreement
You have sent a completed Claimant’s Appointment of Representative (SSA-1696, PDF) form to the Social Security Administration (SSA) to name me as your appointed representative. 
Section 1: Length of appointment of representative status
As indicated on your Extended Services Agreement, I am acting as your appointed representative with SSA to help you with your:
|_| Initial application.
|_| Reconsideration.
|_| Other:      	
This agreement ends when SSA decides your claim. We will sign new forms if we agree that I will continue to help you after you receive your decision.
This agreement will end early if:
· You send a completed Claimant’s Revocation of the Appointment of Representative form (SSA-1696-SUP1, PDF) to SSA to end the appointment before a decision is made on your claim.
· I terminate your case and send a Representative’s Withdrawal of Acceptance of an Appointment form (SSA-1696-SUP2, PDF) to SSA before a decision is made on your claim. If I terminate your case, I will send you a notice of termination and a copy of the withdrawal of the appointment of representation.
I must terminate your case and withdraw my appointment if:
· You do not provide SSA with all the information and records that you know about to help them decide your claim.
· You intentionally withhold or give false information to SSA to get benefits for which you are not eligible.
I may terminate your case and withdraw my appointment if you do not do your best to meet your responsibilities. 
Section 2: My duties as your representative
As your representative, I can:
· Discuss your claim with SSA.
· Review documents in your file with SSA.
· Interview you and other witnesses at informal and formal administrative hearings with SSA.
As your representative, I must tell SSA if I know that you have intentionally withheld or given false information to get benefits for which you are not eligible.
As your representative, I cannot:
· Sign an application on your behalf.
· Testify at an administrative hearing on your behalf.
· Withdraw from my status as your appointed representative if it would be considered disruptive by SSA under the Code of Federal Regulations, title 20, sections 404.1740 and 416.1540.
Withdrawing my appointment during your initial application or reconsideration appeal is generally not considered disruptive to your claim. 
Section 3: Signatures
By signing this form, you accept that the following are true:
I am not an attorney. I am a non-attorney advocate who is helping you with your claim under the rules governing the Social Security Administration.
· I do not work for or receive payments for my services from the Social Security Administration.
· You understand that I will keep your case confidential, as described in the Extended Services Agreement.
· You accept your responsibilities in the Extended Services Agreement and will do your best to meet the responsibilities.
Signature – Client
_____________________________________ 	Date signed:      	
Name – Client (print or type name):      	

Signature – Legal Guardian
_____________________________________ 	Date signed:      	
Name – Legal Guardian (print or type name):      	

Signature – Disability Benefit Specialist
_____________________________________ 	Date signed:      	
Name – Disability Benefit Specialist (print or type name):      	



