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Disability Application ™

®

™

County use only: County Date of application

This Health First Colorado (Colorado’s Medicaid program) 
Disability Determination Application  

must be submitted to your county office. 

Only completed and signed applications will be processed.

IF YOU NEED HELP
If you need help with this application, contact your county department of human services. Please 
complete as much as you can before contacting your county technician. Find your county’s contact 
info at CO.gov/cdhs/contact-your-county.

HOW TO COMPLETE THIS APPLICATION
The information you give on this application will be used to decide if you meet the disability criteria 
for Health First Colorado Colorado s edicaid program  ene ts. Colorado also allo s people to ualify 
for limited disa ility if they are employed. our nancial eligi ility ill e determined separately from 
this application. Please remember that having a disability does not guarantee you will qualify for 
Health First Colorado enrollment. 

•  f you e er applied to the ocial ecurity dministration  for isa ility ene ts  include
copies of all letters and notices from SSA about your disability application.

•  DO NOT LEAVE ANSWERS BLANK. If you do not know the answer, or the answer is “none” or
“does not apply,” please write: “don’t know” or “none” or “does not apply.”

•  Each address should include a ZIP code. Each phone number should include an area code. You
must provide complete information for each doctor you identify on this application. Failure to
provide complete information may result in those medical records not being used to make a
decision on your case.

•  Do not ask a doctor or hospital to complete this application. You may get help from a friend,
counselor, case manager, county technician or family member.

•  Be sure to show complete dates (month/day/year), and pro ide an e planation if the uestion
asks for detail or if you want to give additional information.

•  If you need more space or want to tell us more about an answer, please use the Section 8
Remarks on page . ro ide the num er of the uestion eing ans ered.

•  You may send copies of any medical records you have with this application. If you don’t have
copies, the person who reviews your application can get them free of charge.

•  There are many factors that impact when your disability application review is completed,
including obtaining all needed medical information. When the review is complete, you will be
noti ed y letter.

ign up to get helpful information a out your Health First Colorado ene ts y te t  e t  to 
66596. Message and data rates may apply.

http://CO.gov/cdhs/contact-your-county
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Section 1 – Information About Your Disability

A. Name (First, middle initial, last)

C. Date of birth D. Age E. Gender

B. Social Security number

    Check here if not eligible to receive 
a  or refuse to o tain due to ell 
established religious objection.

F. Mailing address um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

G. Email address

H.  Can you speak and understand English?      Yes      o  (The reviewer will pay for an interpreter if they 
need to as  you a uestion a out your application. Refer to Help n our anguage  on page .

 f o  what language do you speak? 

I. Can you read English?      Yes      o   Can you write in English?      Yes     o 

.  Daytime telephone number: If you have no phone where you can be reached, please provide a 
daytime telephone number where we can leave a message for you.

 (___)________ This is     My number      Message number

K.  If you would like a friend or relative who knows about your disabling conditions to help you with 
your application, please provide their information here so we can contact them.

 ame   Relationship  Phone ( )

 Address 
  um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

If you are applying for a child, please fill out questions in L. If not, skip to Section 2. 

. oes the child li e ith you      es      o   f o  ll out ho the child li es ith elo .

 ame   Relationship to child   Phone ( )

 Address 
   um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

 Does the child have a legal guardian or custodian other than you?     Yes      o  

 ame   Relationship to child   Phone ( )

 Address 
   um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

  Is there another adult who helps care for the child and can help us get information about the child if 
necessary?      Yes      o    

 ame   Relationship to child   Phone ( )

 Address 
   um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

Jerrica Thurston



 3 of 1502/2021 HCPF Return completed and signed forms to your county Health First Colorado office.

Section 2 – Your Physical or Mental Disabling Conditions and Affects

A. What is your height without shoes:  Feet   Inches

B. What is your weight without shoes:  Pounds

C.  What are your disabling conditions? Please list each condition separately. If you have cancer, please 
include the stage and type.

 

 

D. How do your disabling conditions limit your ability to work?

 

 

E. Do your disabling conditions cause you pain or other symptoms, such as seizures, etc.?      Yes      o

F.  hen did your disa ling conditions rst other you            /         DD/         YYYY

G.  When did you become unable to work because of your conditions?           MM/         DD/         YYYY

H.  Have you ever worked, including self-employment that gave you earned income?      Yes      o 
f o  go to ection .

I. id you or  at any time after the date your disa ling conditions rst othered you       es     o

. f es  did your disa ling conditions cause you to  Chec  all that apply  

     Work fewer hours? (Explain below)      Change your job duties? (Explain below)

      Make job-related changes such as attendance, help needed or change of employers? (Explain below)

 

 

K. Are you working now?      Yes      o   f o  hen did you stop or ing          /        DD/         YYYY

 Why did you stop working? 

.  Ha e you e er applied for ocial ecurity isa ility ncome  or upplemental  
Security Income (SSI)?     Yes     o

  f es  on hat date did you le the most recent application           /        DD/         YYYY

 Is your Social Security claim:      Approved      Denied      Still pending  

 What was the date of their most recent decision?          MM/        DD/         YYYY

 f you appealed  on hat date did you le the appeal           /        DD/         YYYY

  If your Social Security claim was denied, are you experiencing new or worsening conditions?     Yes      o

  f the response to the a o e uestion is es  please pro ide a rief description of the ne  or 
worsening condition(s) in Section 8 Remarks.

 f you ha e had  or  and are no longer recei ing it  hy did your ene t stop

 
Please include copies of all letters and notices from Social Security Administration (SSA) 

about your disability application.

Jerrica Thurston
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Section 3 – Information About Your Work

.  ist the o s up to e  including sheltered or *, that you have had in the 15 years before 
you became unable to work because of your physical, mental, emotional or learning disabling 
conditions. ist your most recent o  rst.  
*Sheltered work is an employer that employs people with disabilities separately from others.

       ot applica le if you did not or  at all in the  years efore you ecame una le to or .  
o not ans er ection  and go to ection . 

Job title
(See example)

Type of business Dates 
worked

(Month/year)
From        To

Hours 
per 
day

Days 
per 

week

Rate of pay
(Per hour, day, 
week, month or 

year)

Example: Cook Restaurant 9/99 10/02 8 5 $7.00 Hour

B. Which job did you work the longest?  

C. Describe this job. What did you do all day? If you need more space, write in Section 8 Remarks.

 

 

 

 

 

 

D. In this job, did you:

 se machines  tools or e uipment      Yes      o  se technical no ledge or s ills       Yes      o

 Do any writing, complete reports or other similar duties?      Yes      o

E. In this job, how many total hours each day did you do each of the following:

 Walk   Stand   Kneel (bend legs to rest on knees)  

 Sit   Climb   Handle, grab or grasp big objects  

 Reach o erhead    Crouch (bend legs and back, down and forward)  

 Crawl (move on hands and knees)   Handle small objects, write or type  

 Stoop (bend down and forward at waist)  



 5 of 1502/2021 HCPF Return completed and signed forms to your county Health First Colorado office.

Section 3 (continued) – Information About Your Work

F. ifting and carrying  plain hat you lifted  ho  far you carried it and ho  often you did this.

G. Check the heaviest weight lifted:

    ess than  pounds      10 pounds      20 pounds      50 pounds      100 pounds or more

H. Chec  the eight fre uently lifted  Fre uently means from  to  of the or day.

    ess than  pounds      10 pounds      20 pounds      50 pounds      100 pounds or more

I. Did you supervise other people in this job?      Yes      o  

f o  go to ection  f es  complete the follo ing.

How many people did you supervise? 

id you hire and re employees       es      o

What part of your time was spent supervising people?   Hours

  lease chec  if limitations e ist in any of the areas elo  other ise chec       o imitations

    Breathing Seeing Hearing Speaking Concentrating

    Sleeping Eating Communicating nderstanding  Care for oneself

    Dealing with changes in routine work setting Performing manual tasks

    Responding appropriately to super ision Co-workers Work situations      

    Other major bodily functions  

Section 4 – Information About Your Medical Records

A.  Have you been seen by a doctor, hospital, clinic or anyone else for the physical, emotional, mental
or learning disabling conditions that limit your ability to work?      Yes      o

f you ans ered o  to this uestion  go to ection .

B.  ist other names you ha e used on your medical records including your maiden  married names or
nicknames.

Jerrica Thurston
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Section 4 (continued) – Information About Your Medical Records

Tell us who may have medical records or other information about your disabling conditions.

C.  List each doctor, clinic, therapist and medical professional you have used. se an e tra sheet if 
needed. Include the date the provider was last seen and date of your next appointment, if any.

. ame Patient ID (if known)
Street address ate rst seen
City State Date last seen
Phone e t appointment if any
Reason s  for isits. hat disa ling conditions ere treated or e aluated

What treatment was received?

. ame Patient ID (if known)
Street address ate rst seen
City State Date last seen
Phone e t appointment if any
Reason s  for isits. hat disa ling conditions ere treated or e aluated

What treatment was received?

. ame Patient ID (if known)
Street address ate rst seen
City State Date last seen
Phone e t appointment if any
Reason s  for isits. hat disa ling conditions ere treated or e aluated

What treatment was received?

If you need more space, use Section 8 Remarks.
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Section 4 (continued) – Information About Your Medical Records

.  ist each hospital and other health care facilities you ha e used including emergency room isits  if 
occurred  unless listed in ection  uestion C. ist the most recent date rst and include type of isit.

1. Facility name Phone 
Street address
City State
Type of visit

    Inpatient stay (Stayed at least overnight)  Date in  Date out

    Outpatient visit (Sent home same day)  ate of rst isit  Date of last visit

    Emergency room visits (If occurred) Date(s)

2. Facility name Phone 
Street address
City State
Type of visit

    Inpatient stay (Stayed at least overnight)  Date in  Date out

    Outpatient visit (Sent home same day)  ate of rst isit  Date of last visit

    Emergency room visits (If occurred) Date(s)

 

  If you need more space for this information or telling us about other sources of medical 
information about you from workers’ compensation, vocational rehabilitation, insurance companies 

ho ha e paid you disa ility ene ts  prisons  attorneys  social ser ice agencies and elfare  use 
Section 8 Remarks. e sure to include organi ation  phone  address  city  state   code  name of 
contact person  claim or  num er if any  date of rst contact  date of last contact  date of ne t 
contact (if any), reasons for contacts.

  If a child, does anyone else have medical records or information about the child’s illnesses, injuries 
or disabling conditions (foster parents, social workers, counselors, tutors, school nurses, detention 
centers, attorneys, insurance companies, and/or workers’ compensation), or is the child scheduled 
to visit anyone else? If so, please include in Section 8 Remarks with organization, phone, address, 
city  state   code  name of contact person  claim or  num er if any  date of rst contact  date 
of last contact, date of next contact (if any), reasons for contacts.
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Section 5 – Information About Your Medical Tests

Have you had any medical tests for your disabling conditions?  
    Yes (If “Yes,” complete the information below.)      o f o  go to ection .

Kind of test Date of test? 
(Month/day/year)

Where was test done? 
ame of facility

ho re uested the test

EKG (Heart test)
Cardiac catheterization
Treadmill (Exercise test)
iopsy  ame of ody part 

Hearing test
Vision test

 test 
peech anguage test

EEG (Brain wave test)
HIV test
lood test ot H

Breathing test
Ray  ame of ody part 

R C  can  ame of ody part

ther  ame of test and on  
what body part 

If you have had other tests, list them in Section 8 Remarks.

Section 6 - Information About Your Medications

Do you currently take medications for your disabling conditions? Include non-prescribed or “over the counter” 
medications.      Yes      o  If “Yes,” provide the information below, available on your medication bottle: 

ame of medicine Doctor name & phone 
(If prescribed)

Reason for medicine ide e ects e perienced
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Section 7 – Information About Your Education and Training

A.  Check the highest grade of school completed and approximate date completed. Too young  

 Grade School:                      College:       Date completed:  
Pre-K K 1 2 3  5 6 7 8 9 10 11 12 GED 1 2 3      Advanced degrees   
                   

B.  Did you attend any special education classes or complete any type of specialized job training, trade 
or vocational school?      Yes      o  If “Yes,” complete the following information:

 School name 

 Address 
  um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

 Date attended   to   Type of program 

 If you have additional schools, list them in Section 8 Remarks.

If you are applying for a child, please fill out questions C-G. If not, skip to Section 8. If the child has an 
Individualized Education Program and/or an Individualized Family Service Plan, include those documents.

C.  Is the child attending daycare/preschool?      Yes     o  If “yes” complete the following:
 Daycare/preschool/caregiver name   Phone ( )

 Address 
  um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

 Dates attended  to   Teacher’s/caregiver’s name  

  ist the name of the school the child is currently attending and dates attended. f the child is no 
longer in school, list the name of the last school attended and dates attended. 

 School name   Phone ( )

 Address 
  um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

 Dates attended  to   Teacher’s name 

E If child is not enrolled in school, state reason why 

F.  ist the names of all other schools attended in the last 12 months and dates.

 School name   Phone ( )

 Address 
  um er  treet  pt. o. nit if any  . . o  or Rural Route  City  tate  

 Dates attended  to   Teacher’s name 

 If you have additional schools, list them in Section 8 Remarks.

G.  Has the child been tested for behavioral or learning problems?     Yes      o  
Type of test   Test date 

 Type of test   Test date 

  Is the child in special education?      Yes      o  f yes  and di erent from a o e  name of special 
education teacher 

  Is the child in speech/language therapy?      Yes      o  f yes  and di erent from a o e  name of 
speech/language therapist 
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Section 8 – Remarks

se this section for additional information you did not share in earlier parts of this form or did not 
have room for. Include any additional information for which there was not enough room in previous 
sections, or if you have additional information you want to include that may help making a disability 
determination. After completing this section (or if you don’t have anything to add), sign below and go 
to the next page. You must sign this application before it can be considered a completed Disability 
Application ready for review.

THIS APPLICATION MUST BE SIGNED
y signing this application   affirm that e erything is true to the est of my no ledge.  understand 

that I am giving the Colorado Department of Health Care Policy & Financing and its designees the 
authority to make the necessary contacts to verify any statements made on this application and to 
re uest all records information necessary to determine medical disa ility eligi ility.  understand that 
this application does not guarantee any program ene ts on my ehalf.

Signature of applicant or person ling on applicant s ehalf (parent/guardian) Date (Month, day, year)

If you are unable to sign the application and have a representative (i.e., Medical Power of Attorney 
(POA)/medical proxy/legal guardian, Guardian, Conservator or General POA if the General POA 
has powers for insurance) sign on your behalf, you must also enclose copies of documentation that 
establishes them as your Medical Power of Attorney/medical proxy/legal guardianship with this application.

itnesses are re uired ONLY if this statement has been signed by an (X) mark above. If signed by an 
(X) mark, two people who know the person making the statement must witness their signing and sign 
below themselves, including their addresses.
1. Signature of Witness 2. Signature of Witness

Address um er  treet  pt. o. nit if any  
. . o  or Rural Route  City  tate   

Address um er  treet  pt. o. nit if any  
. . o  or Rural Route  City  tate   
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If you want or need someone to help with your  
Disability Determination Application, please complete this form.

You have the right to be assisted in the application process by the person of your choice.

I, , (print your name) name the following 
person to help me complete the Disability Determination Application which includes sharing my 
protected health information  that will help establish health care coverage eligibility. This form does 
not designate a person as my ersonal Representati e.  

      
ame of person helping ith application   Relationship to applicant named a o e

    
Telephone number of person helping with application

R  R  F R R  F R  his authori ation is only to help the applicant 
complete the Disability Determination Application and does not apply to any other medical information 
disclosure purpose. The information provided on the Disability Determination Application will be shared 
with the Disability Determination vendor for the purpose of determining disability eligibility for health 
care co erage. he nal determination ill e shared ith the applicant or their legal representati e 
at the address provided on the Disability Determination Application.

R  F H R  his authori ation ill e pire one year from the date signed elo  or 
you may designate a shorter period of authorization here . You may also revoke 
this authorization at any time by contacting your county eligibility worker in writing.

I understand by signing this form that the person who helped me with this application may be contacted 
by the Disability Determination vendor or the Colorado Department of Health Care Policy & Financing.

 certify that this re uest has een made oluntarily and that the information gi en is accurate to the 
best of my knowledge.

Date: 

Applicant signature:       

arent  egal uardian  o er of ttorney or e ui alent signature:       

arent or egal uardian may sign on ehalf of minor child. egal uardian  o er of ttorney  or 
e ui alent may sign on ehalf of adult  documentation is required. 
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Medical Records Release Form ™

®

™

WHOSE Records to be disclosed
 First  iddle  ast  uffi Birthday (MM/DD/YYYY)

Social Security number     Chec  here if not eligi le to recei e a  or refuse 
to obtain due to well established religious objection.

Authorization To Disclose Information To Arbor E & T, LLC, dba Action Review Group (ARG) 
** Please Read The Entire Form, Both Pages, Before Signing **

I voluntarily authorize and request disclosure (including paper, oral and electronic interchange):
OF WHAT All my medical records; also education records and other information related to my 
ability to perform tasks. This includes specific permission to release:
1.  All records and other information regarding my treatment, hospitalization, and outpatient care 

for my impairment(s) including, and not limited to:

•  Psychological, psychiatric or other mental 
impairment(s) (excludes “psychotherapy notes” 
as de ned in  CFR .

• Drug abuse, alcoholism, or other substance abuse
• Sickle cell anemia

•  Records hich may indicate the presence of a 
communica le or noncommunica le disease  
and tests for or records of HIV/AIDS

•  Gene-related impairments (including genetic 
test results)

2.  Information about how my impairment(s) affects my ability to complete tasks and activities of 
daily living, and affects my ability to work.

3.  Copies of educational tests or evaluations, including Individualized Educational Programs, 
triennial assessments, psychological and speech evaluations, and any other records that can 
help evaluate function; also teachers’ observations and evaluations.

4.  Information created within 12 months after the date this authorization is signed, as well as  
past information.

FROM WHOM
•  All medical sources (hospitals, clinics, labs, 

physicians, psychologists, etc.) including mental 
health, correctional, addiction treatment, and 
VA health care facilities

•  All educational sources (schools, teachers, 
records administrators, counselors, etc.)

• Social workers/rehabilitation counselors
 Consulting e aminers used y R

•  Employers, insurance companies, workers’ 
compensation programs

•  Others who may know about my condition 
family  neigh ors  friends  pu lic officials

THIS BOX TO BE COMPLETED BY ARG (as needed) Additional information to identify the subject 
e.g.  other names used  the speci c source  or the material to e disclosed
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TO WHOM The state contractor authorized to process my case, including contract copy services, 
and doctors or other professionals consulted during the process. (Also, for international claims, to the 
. . epartment of tate Foreign er ice ost.

PURPOSE Determining my eligibility for benefits, including loo ing at the com ined e ect of any 
impairments that y themsel es ould not meet s de nition of disa ility  and hether  can 
manage such ene ts.  understand that  don t ha e to sign this authori ation. f  don t sign it  the 
ene ts  treatment  and pro ider payments  am eligi le for ill not e a ected.

  Determining whether I am capable of managing benefits ONLY (check only if this applies)
EXPIRES WHEN This authorization is good for 12 months from the date signed (below my signature).

•  I authorize the use of a copy (including electronic copy) of this form for the disclosure of the 
information described above.

•  I understand that there are some circumstances in which this information may be redisclosed to 
other parties and no longer protected.

•   may rite to R  and my sources to re o e this authori ation at any time see page  for details .
•  R  ill gi e me a copy of this form if  as   may as  the source to allo  me to inspect or get a 

copy of material to be disclosed.
•  I have read both pages of this form and agree to the disclosures above from the types of  

sources listed.

Date signed Street address

Phone number  
(w/ area code)

City                                                                   State          

 no  the person signing this form or am satis ed of this person s identity.

WITNESS SIGN
Phone number (or address)

IF needed, second witness sign here (e.g., if signed with “X” above)

SIGN
Phone number (or address)

This general and special authorization to disclose was developed to comply with the provisions regarding 
disclosure of medical  educational  and other information under . .  H   CFR parts  and  

 . . Code section dd   CFR part   . . Code section   CFR .   . . Code section g 
F R   CFR parts  and  and tate la .

PLEASE SIGN  
  R C    

INDIVIDUAL authorizing disclosure

IF not signed by subject of disclosure, specify basis for authority 
to sign      Parent of minor      Guardian

     Other personal representative (explain below)

Parent/guardian/personal representative SIGN here if two signatures 
re uired y tate la .
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Explanation of this form 
“Authorization to Disclose Information to ARBOR E & T, LLC dba ACTION REVIEW GROUP (ARG)”

e need your ritten authori ation to help get the information re uired to process your claim  and to determine 
your capa ility of managing ene ts. a s and regulations re uire that sources of personal information ha e a signed 
authori ation efore releasing it to us. lso  la s re uire speci c authori ation for the release of information a out 
certain conditions and from educational sources.
You can provide this authorization by signing this form. Federal law permits sources with information about you 
to release that information if you sign a single authorization to release all your information from all your possible 
sources. We will make copies of it for each source. A covered entity (that is, a source of medical information 
a out you  may not condition treatment  payment  enrollment  or eligi ility for ene ts on hether you sign 
this authori ation form.  fe  tates  and some indi idual sources of information  re uire that the authori ation 
speci cally name the source that you authori e to release personal information. n those cases  e may as  you to 
sign one authorization for each source and we may contact you again if we need you to sign more authorizations.
You have the right to revoke this authorization at any time, except to the extent a source of information has already 
relied on it to ta e an action. o re o e  send a ritten statement to r or    C d a ction Re ie  roup R . 
f you do  also send a copy directly to any of your sources that you no longer ish to disclose information a out you  
r or    C d a ction Re ie  roup R .can tell you if e identi ed any sources you didn t tell us a out. r or 
   C d a ction Re ie  roup R .may use information disclosed prior to re ocation to decide your claim.
t is r or    C d a ction Re ie  roup R s policy to pro ide ser ice to people ith limited nglish 
pro ciency in their nati e language or preferred mode of communication consistent ith ecuti e rder  

ugust   and the ndi iduals ith isa ilities ducation ct. r or    C d a ction Re ie  roup R  
ma es e ery reasona le e ort to ensure that the information in the r or    C d a ction Re ie  roup R  
is provided to you in your native or preferred language.

Privacy Act Statement – Collection and Use of Personal Information  - ections a  d  a
H i  d l  and e l  of the ocial ecurity ct as amended   . .C. a  d   c a
H i  d l  and e l  authori e us to collect this information. e ill use the information you pro ide 

to help us determine your eligi ility  or continuing eligi ility for ene ts  and your a ility to manage any ene ts 
recei ed. he information you pro ide is oluntary. Ho e er  failure to pro ide the re uested information may 
pre ent us from ma ing an accurate and timely decision on your claim  and could result in denial or loss of ene ts.
We rarely use the information you provide on this form for any purpose other than for the reasons explained above. 
However, we may use it for the administration and integrity of Social Security programs. We may also disclose 
information to another person or to another agency in accordance with approved routine uses, including but not 
limited to the following:

. o ena le a third party or an agency to assist us in esta lishing rights to ocial ecurity ene ts and or co erage

. o comply ith Federal la s re uiring the release of information from our records e.g.  ocial ecurity
udits  Re ie s  ppeals

3. To make medical determinations of disability based upon available medical records.
We may also use the information you provide in computer matching programs. Matching programs compare our 
records with records kept by other Federal, State, or local government agencies. We use the information from these 
programs to establish or verify a person’s current disability status with those agencies. A complete list of routine uses 
of the information you gi e us is a aila le y re uest y contacting r or    C d a ction Re ie  roup R .
r or    C d a ction Re ie  roup R  is a partner ith and contracted y the tate of Colorado s 

Department of Health Care Policy and Financing (HCPF) to perform medical records review services to determine the 
level and severity of disability according to the criteria and rules established by the Social Security Administration. 
Your records are available to HCPF for review and audit. The laws, rules, and regulations stated in the document also 
apply to HC F. r or    C d a ction Re ie  roup R  does  pro ide nor esta lish eligi ility for any 
Health First Colorado Colorado s edicaid program  or edicare ene ts or programs.

Paperwork Reduction Act Statement  his information collection meets the re uirements of  . .C.   as 
amended y section  of the aper or  Reduction ct of . e estimate that it ill ta e a out  minutes to read 
the instructions  gather the facts  and ans er the uestions. 

SEND OR BRING THE COMPLETED FORM TO ARBOR E & T, LLC dba ACTION REVIEW GROUP (ARG), P.O. 
BOX 340, OLYPHANT, PA 18447 or FAX THIS FORM TO ARG AT 1.877.672.2077. You may call ARG at 
1.877.265.1864 and email ARG at actionreviewgroupmrt@arboret.com

mailto:actionreviewgroupmrt%40arboret.com?subject=Health%20First%20Colorado%20Medical%20Records%20form


Help in your Language 

Health Care Policy and Financing: 1-800-221-3943 (State Relay: 711) 

Español ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia 
lingüística.  

Tiұng Viҵt CHÚ Ý: Nұu bҢn nói Tiұng Viҵt, có các dҷch vӅ hҽ trӄ ngôn ngӋ miҴn phí dành 
cho bҢn. 

䷩橼ᷕ㔯 ὀព㸸ዴᯝᝍ⏝⦾㧓୰ᩥ㸪ᝍྍ௨ච㈝⋓ᚓㄒゝຓ᭹ົࠋ

䞲ῃ㠊 ࣯ࢂ: ଞ˲߭ձ ࡈیଜݤЕ ˁࡉ, ߯߭ एݛٸ۰ ࡕձ הՎԻ ࡈࢇଜݨ ܹ 

  .ТЬݡ
ƘƻƹƹƲưƱ ƊƕƐƔƈƕƐƍ��ƍƹƳư�ƪǃ�ƫƶƪƶƸưƺƭ�Ƶƨ�ƸƻƹƹƲƶƴ�ǇƯǃƲƭ��ƺƶ�ƪƨƴ�ƬƶƹƺƻƷƵǃ�

ƩƭƹƷƳƨƺƵǃƭ�ƻƹƳƻƫư�ƷƭƸƭƪƶƬƨ��

��0� �8n·>:  Õ��ô,p L�L ��0� �
� Õp0õ  �0ßn á0ñqxŃ [�Ģ ØùÊ½p kÅ÷ìkº�Ł 

ΔϳΑέόϟ    ϮϐϠϟ�ΓΪϋΎδϤϟ�ΕΎϣΪΧ�ϥΈϓ�ˬΔϐϠϟ�ήϛΫ�ΙΪΤΘΗ�ΖϨϛ�Ϋ·���ΔυϮΤϠϣ��ϥΎΠϤϟΎΑ�Ϛϟ�ήϓϮΘΗ�Δϳ

Deutsch ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung. 

Français ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont 
proposés gratuitement. 

�ȯ�ȡ�ȣ Å^kW lUWnhxgz: SYk6«at WtYkam [xÐWnhòÆJ \Wt SYk6«Dx lWlÌS \kfk ghk^Sk gtdkhł lW3enÐD łY]k 8YaÊV J � 

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga 
serbisyo ng tulong sa wika nang walang bayad. 

㖍㛔婆 ὀព㡯㸸᪥ᮏㄒࢆヰࡿࢀࡉሙྜࠊ↓ᩱࡢゝㄒᨭࡈࢆ⏝ࠋࡍࡲࡅࡔࡓ࠸ 

Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, 
kanfaltiidhaan ala, ni argama. 

̶γέΎϓ ϪΟϮΗ�ΪηΎΑ�̶ϣ�Ϣϫήϓ�ΎϤη�̵ήΑ�ϥΎ̴ϳέ�ΕέϮμΑ�̶ϧΎΑί�ΕϼϴϬδΗ�ˬΪϴϨ̯�̶ϣ�Ϯ̴Θϔ̳�̶γέΎϓ�ϥΎΑί�ϪΑ�ή̳��  

Polski 8:$*$��-HĳHOL�PyZLV]�SR�SROVNX��PRĳHV]�VNRU]\VWDĄ�]�EH]SãDWQHM�SRPRF\�
Mē]\NRZHM�� 
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