
	OHIO HIV DRUG ASSISTANCE PROGRAM
APPLICATION FORM INSTRUCTIONS

	At the top of the form, please indicate the program(s) for which you are applying.

	A. DEMOGRAPHIC INFORMATION

	Most of the information in this section is self-explanatory.  Below is some additional information on parts that may need explanation.

Application Date:  The date you are filling out the form.

Social Security Number:  Please complete or leave blank if you do not have a social security number.

Email Address:  Please include ONLY if you are willing to have us send information to this address.
Emergency Contact:  Please do not fill this out if you do not want us to contact this person.

Referral:  If you are filling this form out for yourself, please leave this section blank.



	B.  CASE MANAGEMENT

	This section is to be completed by your Ryan White Case Manager (Part B).  If your income is at or below the federal poverty level, you are required to have a Ryan White Case Manager.

	C. PUBLIC ASSISTANCE

	In this section, please indicate all public assistance programs for which you have applied (left side) and those you are receiving (right side).  If you have NOT applied for any of the listed public assistance programs, please check the box at the bottom indicating that you have not applied and please let us know why (for example, “I work fulltime”).

Please provide copies of Medicaid and Medicare Approvals/Denials or letters indicating that your case is pending when you submit your application.



	D. HOUSEHOLD INCOME INFORMATION

	In this section, please indicate all the people who live in your house with you.  Tell us their ages and relationship to you.  If you have a spouse or children not living with you but who impact your income (for example, you pay or receive child support), please list these people as well and indicate that they do NOT live at the same address.

Please provide copies of your proof of income documents and a copy of your IRS tax transcript for the last tax year.  Please submit three years of tax transcripts in addition to income documents if you are self-employed.  If you are married, we also need proof of income documents and IRS tax transcripts for your spouse.  Information for requesting your tax transcript is included on page 3 of these instructions.



	E. INSURANCE INFORMATION

	Applicants for ALL programs must complete this section.  Providing incomplete or inaccurate information regarding coverage may result in not being approved/being terminated from our programs.  If you have no insurance, please check the box that says “I don’t have any health insurance coverage.”  
In order to assist you with paying premiums for your insurance and/or co-pays for your prescriptions, you must provide us with all of the information requested or we will not be able to assist you.
You must provide a legible copy of your insurance card (front and back) with this application.


	F. PRESCRIPTION COVERAGE

	You must provide a legible copy of your prescription card (front and back) with this application( if your prescription card is separate from your insurance card). 

	INDIVIDUAL AUTHORIZATION FORM
INDIVIDUAL’S INFORMATION
Include information about the individual whose information will be released.


	The form with the above heading (page 6) is required for all applicants who have insurance.  This is a HIPAA release that allows us to talk with your insurance company.  Please read the release, add the necessary information and sign it only if you understand it
If you don’t have insurance, please do not fill out this form.

.

	G.  Authorization for Proof and Release of Information and HIV/AIDS Reporting

	This form is a release that describes the circumstances where we can share your information with others and it is good for two years after you sign it.  You may also revoke it in writing at any time.  Please read the release and sign and date it only if you understand it. 

	Physician Verification Form

	Your doctor’s office needs to complete this form.  In addition, your doctor needs to provide us with a list of the medications you are currently taking.  We have provided a convenient checklist to help your doctor.  The Verification Form and the Medication List must be submitted with your OHDAP application.




If you have any questions about how to apply for OHDAP programs, how to complete this application, or any other concern or consideration, please don’t hesitate to call us at 1-800-777-4775.  This is a toll free number.
If you want to fax your application to us, our secure fax number is 1-866-448-6337.  This is a toll free number.
	Instructions to Obtain an IRS Tax Transcript

	1. Call 1-800-829-0922 (24 hour hotline)
2. You will hear welcome message menu (You must wait for the request to be asked prior to punching in the number or the system will automatically kick the caller to the operator)

3. Press # 2 to request a tax transcript.
4. Punch in social security number as requested.

5. Press #1 if correct after it is read back to you (you will hold for a second while they check your account)

6. Press #3 to request tax return transcript

7. Punch in your street number only (you will hold for a second while they check your account)

8. You will hear explanation of tax return transcript.  There is no fee and will take 10-15 days via the mail.  It will be mailed to the address connected to the social security number.  You will hear explanation of requesting a photocopy for $39.00, you do not want this.

9. Press #2 for transcript of tax return

10. Enter the year of the tax return you are requesting.  You may not be able to get the most recent year (example: 2004) if it is close to tax season and the data has not been recorded yet.  If this is the case, choose the next year prior (example: 2003).

11. Press #1 if correct

12. It will repeat your request.  Press #1 if correct
13. Press #3 to end the call.

14. Once the transcript is received, please fax or mail it to the OHDAP office: 

Fax:

1-866-448-6337

Mailing Address:
      OHDAP/HIPP

Ohio Department of Health

246 North High Street, 6th floor

P.O. Box 118

Columbus, Ohio 43216-0118

1-800-777-4775



	NOTE:  If you did not file taxes for the year(s) requested, you must speak to the IRS operator and request a statement of non-filing for the year.   You may reach the IRS operator by pressing zero (0) at step 3 above.    The document you need is called a “Statement of Non-Filing” and you will need to tell the operator which tax year(s) you need.
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