
Ph: 1-855-222-8350   TTY: 1-888-329-1541
https://nyindependentassessor.com

__________________________	        			            ____________________
To	 	 	 	 	 	 	 	          Fax

_______________________________________________________________        ____________________ 
From	 	 	 	 	 	 	 	 	 	               Date

__________________________               		      ____________________________ 
Re	 	 	 	 	 	 	     Pages

________________________________________	     ___________________________________________
Consumer’s First Name   	 	 	 	     Consumer’s Last Name

	
__________________________________		      ___________________________________________  
Consumer’s Date of Birth 	 	 	              	    Consumer’s Medicaid CIN or Social Security Number

	

FAX this cover sheet along with DOH-5821 to 917-228-8601.  

Ensure that all documents are complete and clearly legible.

Thank you,

New York Independent Assessor Program

FAX
        NYIAP        917-228-8601

        Form DOH-5821

000000000AZ

The information contained in this facsimile message is confidential information only for the use of the 
individual or entity named above. If the reader of this message is not the intended recipient, or the 
employee or agent responsible to deliver it to the intended recipient, you are hereby notified that any 
dissemination, distribution or recopying of this communication is strictly prohibited. 


