Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP) [ For Office Use Only \
CONFIDENTIAL APPLICATION

DOH 150-053 November 2016
Do not use a pencil to complete this application. Print clearly.

Answer all questions and include all required documents. \_ )
Mail or fax complete application to: )
PrEP DAP, PO Box 47841, Olympia, WA 98504 FAX: 360-664-2216 PrEP DAP ID:
Submission of an incomplete application will result in eligibility determination being delayed r
and may result in application being denied. | ACES 1D:
SECTION 1: Applicant Information New Applicants Must Provide Proof of Legal Name
and any applicants with a legal name change after initial enroliment
Legal Last Name: Legal First Name: M.1.:
Date of Birth: Sex assigned at birth: [ ] Male [ | Female
Y ,/DD ,Yiw Current gender identity: [ | Male ] Female [] Transgender (FtM) [_] Transgender (MtF)
Email Address: May we email you? [ ] Yes or []No
Home Address Must Provide Proof of Washington Residency
If no home address, complete the No Home Address Declaration below:
Address: Apartment/Unit #:
City: State: WASHINGTON ZIP:

No Home Address Declaration

I do not have a home address. Last night | stayed [ | atapark, [ ] inacar, [_]| atashelter, [ ] on the street,
[ ] with family/friends, or [_] somewhere else in the city of:

Mailing Address [_] € Check here if same as your home address above

Address: Apartment/Unit #:
City: State: ZIP:

Phone: ( ) - May we leave you a voicemail? [ ] Yes [ ] No
Would you like to receive documents from us in Spanish? [1si []No

¢Quisiera usted recibir documentos de nosotros en espafiol?

Social Security Number: - - Citizen or Non-Citizen Status:

This information is not shared outside PrEP DAP. Your response will not affect your eligibility.
[ ] U.S.Citizen [] Lawfully Present Resident — Less than 5 Years
[] Lawfully Present Resident — More than 5 Years [ ] Other

OR

(] 1do not have a Social Security Number

Ethnicity (Check One) Race (Check all that apply)
[] Hispanic/Latino(a) [ ] Asian [ ] Alaska Native/American Indian
[ ] Non-Hispanic/Latino(a) [] White/Caucasian [ ] Native Hawaiian/Pacific Islander

[ ] Black/African American

Application Assistance: Did someone help you fill out this application? If you would like us to notify them of the
status of the application, please fill in their information below:

Last Name: First Name:
Email Address: Phone: ( ) -

For persons with disabilities, this document is available on request in other formats. To submit a request, please call
1-800-525-0127 (TDD/TTY call 711).
Client Name: PrEP DAP ID: PAGE 1




Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP)
CONFIDENTIAL APPLICATION

DOH 150-053 November 2016

SECTION 2: Insurance

Have you used any patient assistance programs this year to pay for your Truvada?

[ ] Yes - If yes, select which program below and do you currently have any benefits left? [ ] Yes [ ] No
[] Gilead Advancing Access Co-Pay Assistance Program ] Gilead Advancing Access Patient Assistance Program
[] Patient Advocate Foundation Co-Pay Relief Program [ ] Patient Access Network [ ] Unknown

[] No - I have never used any patient assistance programs this year to pay for my Truvada

[ ] No — I applied for a patient assistance program but was denied (please select which program you applied for below)
[] Gilead Advancing Access Co-Pay Assistance Program [_] Gilead Advancing Access Patient Assistance Program
[] Patient Advocate Foundation Co-Pay Relief Program  [] Patient Access Network [ ] Unknown

[ ] Yes If yes, you must provide a copy of all insurance cards and check all types

Do you currently have medical of insurance you have in the table below

insurance? .
[ ] No If no, proceed to Section 3

[ ] Medicare Part A (Hospital) [] Medicare Part B (Medical) [ ] Medicare Part D (PDP) (Prescriptions)

[ ] Medicare Advantage + Prescription Drug (MA-PD) (Medical + Prescriptions)

[ ] Group Plan/COBRA [ ] Individual Plan [ ] Qualified Health Plan
Plan is through an employer Plan is one you purchased yourself Plan is one you purchased through
WA Healthplanfinder

Plan Name Plan Name Plan Name

.. . . PrEP DAP does not contract with any VA or IHS pharmacies. You must take your
D Veteran Administration Health Benefits (va) prescription for TRUVADA® to a PrEP DAP contracted pharmacy.

or To locate a contracted pharmacy, please see our Pharmacy Benefit Manager

|:| Indian Health Services (1Hs) website: www.ramsellcorp.com/individuals/wa.aspx and search in Pharmacy
Locator. You can search by city, zip code or county.

SECTION 3: Income
Please tell us your current gross income below and select if it is annual or monthly income (Do not include family income)

$
[ ] Annual or [] Monthly

SECTION 4: Authorized Representative
Please provide the following information for any family/friends you would like us to be able to talk to about your PrEP DAP.

Name (First & Last) Date of Birth Phone Number Email Address
(mm/dd/yyyy)
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Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP)
CONFIDENTIAL APPLICATION

DOH 150-053 November 2016

SECTION 5: Agreement, Release of Information & Assignment of Benefits

Eligibility:
To be eligible for PrEP DAP, you must meet certain conditions. Please check the boxes that best describe your current risk for
HIV-1 infection. I am a person who:
] Is male or transgender who has sex with men and has one or more of the following risks: (Check all that apply)
] Diagnosis of rectal or urethral gonorrhea, rectal chlamydia or early syphilis in the prior 12 months
[] Methamphetamine or popper use in the prior 12 months
] History of providing sex for money, drugs, food, shelter or transportation in the prior 12 months
] Unprotected anal sex outside of a long-term, mutually monogamous relationship

[ Is in an ongoing sexual relationship with an HIV-infected person who:
[ Is not on antiretroviral therapy (ART)
] Is on ART but is not virologically suppressed
[ Is within 6 months of initiating ART
[1Ison ART and is virologically suppressed

[ Is in an ongoing sexual relationship in which the female partner is trying to get pregnant
] Is a woman who provides sex for money, drugs, food, shelter or transportation
[ Injects drugs that are not prescribed by a medical provider

Agreement:
I am applying for services (coverage of TRUVADA®) from the PrEP Drug Assistance Program (PrEP DAP). By signing at the end of
this section, | state that | have read and understand this application and agree to the following:

I have a right to:

o Be treated with respect, consideration and honesty.

¢ Receive PrEP DAP services without discrimination on the basis on race, color, sex/gender, ethnicity, national origin, religion, age,
class, sexual orientation or physical or mental ability.

o Have my records protected and treated confidentially.

o File an appeal about eligibility and coverage decisions.

I have the responsibility to:

o Treat PrEP DAP staff with respect, consideration and honesty.

o Give true, correct and complete information.

o Adhere to medically recommended testing and treatment, including all activities recommended in current PrEP standards of practice.

I understand that:

o | must use a pharmacy approved by the State of Washington Department of Health.

o | must notify PrEP DAP of any changes that affect my eligibility. These changes include address, health insurance coverage and
risk conditions. | must send this notice within 20 days of the change. Failure to do so can lead to eligibility termination.

o PrEP DAP funding is limited. Services may change or end with short notice. Currently, only Truvada® is covered through the
program. Truvada® is covered either at full cost (with approval) or co-pay (if insured).

o If | give false or incomplete information PrEP DAP may deny or stop my eligibility. | may have to pay for services I received if |
was not eligible for them.

o PrEP DAP will use other state and federal data systems and other information to verify the information | give them.

o | must respond to PrEP DAP requests for information. Failure to do so can lead to eligibility termination or denial.

Release of Information:

I give my permission for PrEP DAP to share information from this application and from documentation obtained by PrEP DAP with
contracted providers, pharmacies, case managers, navigators, contracted vendors and family/friends I listed in the Authorized
Representative section of this application. | give this permission for one year and 60 days from the date | sign this authorization.

Assignment of Benefits:

I hereby assign to the Washington State Department of Health any right to drug or medical benefits to which | may be entitled under
any other plan of assistance or insurance from any other eligible third party. | consent to the assignment of these benefits to the
Washington State Department of Health and | understand the Washington State Department of Health is entitled to repayment for
incorrectly provided benefits or benefits to which a third party is liable.

Applicant or Legal Guardian Signature (Do Not Leave Blank) Today’s Date (mm/dd/yyyy) (Do Not Leave Blank)
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Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP)
CONFIDENTIAL APPLICATION

DOH 150-053 November 2016

Checklist for Submitting a Complete PrEP DAP Application:

O Proof of Legal Name (New PrEP DAP Applicants Only)
Please provide us a copy of one of the following to verify your full legal name:
e Any state driver’s license or identification card (can be expired)
e Passport

O Proof of WA Residency
Please provide us a copy of one of the following to verify your WA residency:
e Current Washington State driver’s license or identification card
e Washington voter registration card
o Utility bill (cell phone bills are not accepted)
e Lease/rental/mortgage agreement

O Insurance Card
If you have insurance, please provide us a copy of your insurance card.

O Application completed in pen

O Application filled out completely (Sections 1-6) with all required documentation, dates
and signatures

Please Note: Submission of an incomplete application will result in eligibility
determination being delayed and may result in application being denied.

Complete applications can be sent to:

PrEP DAP, PO Box 47841, Olympia, WA 98504
Or by Fax: 360-664-2216
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Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP)
CONFIDENTIAL APPLICATION

DOH 150-053 November 2016

SECTION 6: HIV & HEALTH STATUS INFORMATION

HIV and health status must be confirmed in order to process your application. This section must be completed by you and
your health care provider. Please submit this form to us with this application or ask your health care provider to send it
directly by mail or fax. Call (877) 376-9316 if you have questions about this form.

Client Section — To Be Completed By The Client

I authorize my health care provider to release the information on this form to the Washington State Department of Health.
Full Legal Name Date of Birth

(mm/dd/yyyy)

Applicant or Legal Guardian Signature (Do Not Leave Blank) Today’s Date (mm/dd/yyyy) (Do Not Leave Blank)

Health Care Provider Section — To Be Completed By The Health Care Provider
Please answer the following questions about the patient

Is vour patient Date of last HIVV-negative test:
Y pat " [ ] Yes [ ] No New to PrEP DAP — must be w/in last 14 days
H IV-negatlve : Renewing Participants — must be w/in last 90 Days

[ Is MSM or transgender and has sex with men and has one or more of the following risks:
] Diagnosis of rectal or urethral gonorrhea, rectal chlamydia or early syphilis in the prior 12 months

Please tell us ] Methamphetamine or popper use in the prior 12 months

which of the [ History of providing sex for money, drugs, food, shelter or transportation in the prior 12 months
following [] Unprotected anal sex outside of a long-term, mutually monogamous relationship

eligibility risk [ ] Is in an ongoing sexual relationship with an HIV-infected person who:

categories apply to [ Is not on antiretroviral therapy (ART)

your patient. []Is on ART but is not virologically suppressed

] Is within 6 months of initiating ART

Your patient is a [11son ART and is virologically suppressed

person who: [] Is in an ongoing sexual relationship in which the female partner is trying to get pregnant
[] Is a woman who provides sex for money, drugs, food, shelter or transportation
[] Injects drugs that are not prescribed by a medical provider

Provider comments for PrEP DAP to
consider when making eligibility
determination:

By signing below, you:
o Declare that you are the health care provider for the patient named above

e Confirm that you have evidence of the patient’s HIV status and risk
e Understand and will follow current standards of care for PrEP
e Prescribed TRUVADA® to this patient
e  Certify the information on this form is accurate and complete to the best of your knowledge
Health Care Provider Signature = Today’s Date 2>
(Must be signed by Health Care Provider) (mm/dd/yyyy) (Do Not Leave Blank)
Please Enter Health Care Provider Information Or Provider/Facility Stamp
Provider Name Stamp
Facility Name

Facility Address
City/State/Zip
Facility Phone
Provider Email

Send to: PrEP DAP at PO Box 47841, Olympia, WA 98501 or Fax#: 360-664-2216
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