KLH:UH}' Healthcare Corporation

Idaho Independent Assessment Services Program
8850 W. Emerald St. - Suite 164 | Boise, ID 83704 | 208.258.7980 | FAX: 208.258.7985 | EMAIL: idahoias@libertyhealth.com

Respondent Choice Form

Participant Name: DOB:

| choose the following Respondent and Alternate Respondent (should the primary Respondent become

unavailable) to participate in my assessment this year:

Respondent Name: Phone Number:

Alternate Respondent Name: Phone Number:

OR

[ Check if any qualified member of the agency can serve as the respondent
Agency Name:

My confidential information will be shared between the above-named person(s) and Liberty Healthcare for the
purpose of the completion of the assessment.

This authorization is valid for use for one assessment and will expire within 365 days of the date this
Respondent Choice Form is signed unless an earlier date is provided in writing.

Participant Name (Print): DATE:

Participant Signature:

Legal Guardian Name (Print): DATE:

Legal Guadian Signature:

2026.02.04 THIS FORM MUST BE RETURNED TO LIBERTY HEALTHCARE
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