Arizona Ryan White Programs Application

	APPLICANT INFORMATION

	Last Name


	First Name


	Middle Name/Initial


	Other Names You Use



	Home Address


	City


	State


	ZIP Code

	Mailing Address (if different)

	City


	State


	ZIP Code

	Home Phone


	May we leave a message?

□  Yes

□  No
	Other Phone


	May we leave a message?

□  Yes

□  No

	County Where You Live
□  Apache
□  Cochise
□  Coconino      □  Gila        
□  Graham
□  Greenlee     □  La Paz          □  Maricopa


□  Mohave       □  Navajo        □  Pima
  □  Pinal
□  Santa Cruz
□  Yavapai
□  Yuma
	Housing Status

□  Permanently housed

□  Staying with someone

□  Homeless

□  Institution

□  Other

	Current Gender  □  Male                    □  Transgender (Female to Male)

          □  Female
□  Transgender (Male to Female)
 
	Date of Birth
__ __ / __ __ /__ __ __ __

	Ethnicity   □Hispanic     □ Non-Hispanic    □  Don’t know/No reply   
	Primary Language



	Race (check all that apply):
□  White/Caucasian                                             □  Native Hawaiian or Pacific Islander

□  Black or African American                               □  Asian

□  Other: ______________________                 □  American Indian or Alaska Native

□  Don’t know/No reply


Please initial each statement and sign below:

_____
I may quality for Ryan White funded services even if I have other insurance.

_____

I will report any changes to my household income, my address, and other things that may affect my services.  If I do not, I may not be eligible or may have to re-pay the Ryan White Program.

_____

At least every year, I will provide documents to show my current household income, where I live, and other insurance. If I fail to provide documents, I will not remain in the program.
_____

The information provided in this application is true and accurate to the best of my knowledge.  Any unreported items may result in loss of eligibility. 

Date: ________________        Applicant Signature: __________________________________
Applicant Printed Name: ___________________________________
	Agency Use Only

Must be completed by a representative of the Ryan White provider agency.

I certify that the information provided in this application is true and verified accurate to the best of my ability. I understand that incomplete or misrepresented information may result in the applicant being denied services that are funded through the Ryan White Program.

 Signature of Provider Representative
 Date

 Printed Name of Provider Representative
 Provider Agency Name


	ELIGIBILITY DOCUMENTS

	RESIDENCY


Please provide one residency document that was issued within the past twelve months and is not expired.  The document must include the client’s name and home address (no P.O. Boxes).  Attach copies to this application.
	SAMPLE DOCUMENTS (check one)

	
	Annual award letter from government agency (Social Security, Veterans Affairs, etc.)

	
	Any letter from government agency (AHCCCS, DES, Food Stamps, Unemployment, etc.)

	
	Mortgage or lease agreement

	
	Property tax statement

	
	Home Owners’ Association (HOA) statement

	
	Driver’s License

	
	State-issued ID card

	
	Immigration Identification Card

	
	Official Mail (must include client’s name and postmark.)

	
	Most recent paycheck stubs

	
	Most recent bank statement

	
	Most recent utility bills (Electric, Water, Gas, Phone, Cable, etc.)

	
	Non-property tax bill or tax assessment statement

	
	Most recent W-2 Form

	
	Billing statements (Doctor’s Office, Department Store, Cell Phone, Credit Card, etc.)

	
	A statement from your case manager, medical or other provider that says she/he met with you in a home visit at a specific eligible address. This should be signed and dated on the agency’s letterhead.

	
	A statement from a homeless service provider or case manager verifying homelessness (may use Non-Traditional Income Form).

	
	Other document mentioning you by name and the address where you live.

	INCOME AND HOUSEHOLD SIZE


Please answer all the questions below.  Check all current income sources for your household.

  Attach copies to this application.  For incomes other than an annual award letter or Non-traditional Income Form please work with the Provider to complete the Income Worksheet.

	How many people (self, legal spouses and legal dependents) live in your house?
	

	What is your source of income?


	How much do you get a month?


	How much do you get a year?



	INCOME SOURCE (check all that apply)

	
	Annual award letter (Social Security, VA, annual pension, etc.)

	
	Other award letter (TANF, Unemployment, etc.)

	
	1 month of check stubs or employer statement (must be dated within 90 days) (requires Income Worksheet)

	
	3 months of self-employment records (requires Income Worksheet)

	
	Cash (requires Non-Traditional Income Form)

	
	Other documentation showing income (Tax Records, Statement from family, etc.)

	
	No Income (requires Non-Traditional Income Form)


	DIAGNOSIS INFORMATION (New Applicants Only)

	Date of HIV-positive diagnosis:
	Have you ever been told you have AIDS? □  Yes  □  No 
	Date of AIDS diagnosis:


	Were you diagnosed in Arizona?

□  Yes

□  No

	If you are not HIV-positive, please choose one of the following:

□  HIV-indeterminate (currently under age 2 and born to HIV-positive mother).


□  HIV-negative (affected partner or family member).


□  Never been tested for HIV.


	DIAGNOSIS INFORMATION Continued (New Applicants Only)

	Risk/Exposure Category (answer all questions):
Have you ever had sex with a male?
□ Yes  □ No

Have you ever had sex with a female?
□ Yes  □ No

Have you ever used injection (IV) drugs?□ Yes  □ No

Have you been diagnosed with hemophilia/coagulation disorder?
□ Yes  □ No
	Have you ever received a blood transfusion? □ Yes  □ No

Have you ever received an organ transplant? □ Yes  □ No

Did you get HIV from your mother?
        □ Yes  □ No

Other (please explain): _____________________

Unknown

	DIAGNOSIS DOCUMENTATION (New Applicants Only)


New applicants must provide proof of their HIV-positive diagnosis.  Please provide one of the documents listed below.  Check which one is provided.  Attach documents to this application.
	
	Lab report with your name that shows one of the following:
· Measurable viral load (cannot be undetectable) OR
· Western blot showing HIV-positive OR
· IFA showing HIV-positive.

	
	Signed statement from a health provider, citing an accompanying medical record with an original signature on letterhead or prescription pad.**

	
	Signed statement from a health provider on fax, citing a medical record. Faxed statements must be dated within the past 60 days and  are presumptive and  must be replaced with  an original signed  document citing a  accompanying   medical  test record and original signature on letterhead or prescription pad.**

	
	CDC Adult Case Finding Report

	
	Un-named ADHS lab result showing HIV-positive diagnosis such as measurable viral load (not undetectable), western blot or IFA.  Must also provide the named lab slip with the same number on it.

	**Health provider who can sign statements are:


Licensed physician or doctor


Licensed physician assistant


Licensed nurse practitioner




	OTHER PAYER

	HEALTH INSURANCE

	Do you have health insurance?  Check all that apply.

□  AHCCCS/ALTCS/Medicaid




□  Medicare


□  Other public health program (IHS, CHAMPUS, etc.)

□  Veterans Affairs


□  Private health insurance





□  Magellan


□  Private dental insurance (NOT Ryan White)


□  No Insurance


□  Other: _________________________                                         

	Have you applied for AHCCCS?
□  Yes, I applied for AHCCCS on the following date: __/__/____                 □  Not Applicable
□  No, I have completed the AHCCCS ineligibility form

	CASE MANAGEMENT AND MEDICAL CARE (If Applicable)

	Who is your Ryan White Case Manager?


	What agency, if any provides case management for you?

	Who is your HIV doctor?  


	What HIV clinic do you use?

	When was your last doctor visit?


	When was your last lab draw?


	What is your most recent CD4 count?


	What is your most recent viral load?



	AHCCCS Approval date?

__/__/____
	ADAP Application Date:

__/__/____
	ADAP Application Status:

□  Active                         □  Pending Medicaid 

□  Active w/ Medicare    □  Pending AHCCCS Denial
□  Non-active
	ADAP Status Date:

__/__/____

	Do you take HIV Medications?
□  Yes  □  No



[image: image1]
OPTIONAL NON-TRADITIONAL INCOME FORM
Only for applicants who pay cash, or who have no income, or who are homeless.

I, _________________________, confirm that I support myself in the following manner: 

____ I have income that varies for which I receive no pay stub. My employer may provide cash payments to me for work that I do. My average monthly income is $____________.

____ I am homeless and living on the streets or in a shelter. 

____ I receive assistance from family or friends. (Please attach a letter from the family member or friend.) 

____ Other (please describe below):










I certify that all statements made herein regarding my income are true and accurate. 

____________________________________________ ________________________ 

Applicant Signature 




Date 

I certify that the above information is true to the best of my knowledge.
Ryan White Provider Agency Representative Signature 

Date

Provider Representative’s Printed Name



Name of Provider Agency

OPTIONAL AHCCCS Ineligibility Verification Form

Must be approved by a provider trained in AHCCCS requirements (case manager, medical office, et al)
The eligibility requirements for the Arizona Health Care Cost Containment System (AHCCCS) have been explained to me.  I understand the requirements.  I am not eligible for AHCCCS benefits. 

If my eligibility status changes, I must inform the provider agency serving me.

____________________________



Applicant’s Printed Name




____________________________

_______________

Applicant’s Signature 



Date 

OR

____________________________

________________________________________
Signature of Legal Representative

Relationship to Patient or Description of Authority

_________________________________
__________________________________

Provider Representative’s Printed Name

Name of Provider Agency

_________________________________
________________

Provider Representative’s Signature 

Date 

Revised 2/2009 
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