ADAP-Miami

Six-Month Re-Enroliment REQUEST

INSTRUCTIONS:

1. Complete ALL FIELDS in this page ONLY.

TODAY's DATE

04/08/2020

2. ENSURE all information is valid and correct. SIGN FORMS WHERE REQUIRED. PRINT a copy for your records.

3. ATTACH THE FOLLOWING: (1) Recent Lab Results; (2) Recent Proof of Income (3) Proof of Florida residency

4. SEND these forms & attachments. BY FAX: 786-420-3082 -or- BY email: ADAP.FLDOHMDC @flhealth.gov

NOTE: Program Staff will contact you from 305-643-7400.

*Patient Name

*DOB

*ADDRESS

*SSN

*Case Manager

*CITY

*CM Agency

Select Case Management AGENCY

*ZIP CODE

*PHONE NUMBER

Authorizes a Third Party/Designee?

Name of Authorized Third Party/Designee

OK to e-Mail ?

e-MAIL ADDRESS
| consent to share my information via email

*k*k

*%*Client Signature

TYPE YOUR INITIALS TO CONSENT

ADAP Re-Enrollment REQUEST FORMS Completed Today

* Statement of Agreement & Acknowledgement

* Notice of Privacy Practices
* Initiation of Services

COVID19 Information
https://floridahealthcovid19.gov/
COVID-19@flhealth.gov
866-779-6121

FOR PROGRAM USE ONLY
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INSTRUCTIONS:
1. Complete ALL FIELDS in this page ONLY.
2. ENSURE all information is valid and correct. SIGN FORMS WHERE REQUIRED. PRINT a copy for your records.  
3. ATTACH THE FOLLOWING: (1) Recent Lab Results; (2) Recent Proof of Income (3) Proof of Florida residency
4. SEND these forms & attachments.  BY FAX: 786-420-3082 -or-  BY email: ADAP.FLDOHMDC@flhealth.gov 
NOTE: Program Staff  will contact you from 305-643-7400.
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Florida Department of Health, AIDS Drug Assistance Program (ADAP)
Statement of Agreement and Acknowledgement

By signing this Statement of Agreement and Acknowledgement you certify that you fully understand
and agree to abide hy the palicies stated hersin. All references fo "program” or "programs” refers to
the Flonda Depariment of Health, AIDS Drug Assistance Program {ADAP) andfor successor programs
in which you participate or to which you apply for senvices.

Please read the following:

1. | certify that the information and documentation | submit for access to ADARP senvices is true
and accurate to the best of my knowledge. | understand that | may be disgualified from this
programi(s) andfor prosecuted for willfully providing false information.

2.l understand that the information requested is for the purpose of determining my eligibility for
a state and federally funded program. The funding is imited and may expire at any time without
extended or altermate funds being available and does not ohligate the Department of Health tao
continue to supply services (medications, insurance premiums, copays or deductibles or ather
related) indefinitely. Service (s) through this program are supplied as a benefit and not as a
right or entitlement.

3. If1 am considered eligible for services, my information will be provided to contractual partners
for the reasons explained in this document. Eligibility approval does not mean | will receive or
ke enmnolled in all services. | understand each senvice may require additional information, and
that | must provide this information for verification before enroliment into said sendces.

4. Upon approval, my eligibility will expire after six months. | will be required to reapply and
pravide updated eligibility information to confinue accessing services within 30 days of the
eligibility expiration date. | agree io submit periodic information regarding my continued
eligibility for participation in the programis), including proof of income, proof of residency,
availahility of health insurance coverage, and an updated and signed version of this fom with
my Recertification Application every 6 months as per federal guidelines.

& | agres to noiify, or o have my Medical Case Manager notify the programis) of any
circumstances affecting my paricipation in, or eligibility for, the programis). | agree to nofify
the programi{s) within ten {10) days of a change in address and understand that all program
comespondence will be sent io the address | have an file with the programis). | understand
changes in my situation will be perindically evaluated to detemmine continued eligibility for the

progrant(s).

6. | authorize the program o release my enmoliment, =ligibility and service records and other
information necessarny to facilitate the provision of program senvices to my physicians, other
providers, treatment centers, phamacy bensfit managers, third party administrators, health
insurers, phamacies, insurance carmers and insurance benefits coordinators, or any enfity
under contract with the program.

T. If I request enroliment info Medical Case Management or request any service that reguires

coordination with a Medical Case Manager, my information will be shared with the Medical
Case Management agency.
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10.

1.

12.

13.

14.

15.

16.

| acknowledge that my health insurance premiums (if applicable) are being paid by the program
via a contractual third party payer source. In consideration of same, | hereby authorize and
direct my health insurer to directly reimburse the Florida Department of Health contractor,
Broward Regional Health Planning Council for any unused premium payments should my
insurance policy terminate or be cancelled for any reason, including but not imited to future
ineligibility, death, voluntary termination, involuntary cancellation, or termination by operation
of law.

| agree to indemnify and hold the Florida Department of Health harmless from any and all
claims for making premium reimbursement payments directly to Florida Depariment of Health's
contracted Insurance Benefit Manager (IBM) entity, Broward Regional Health Planning Council
or any entity under contract with the Florfda Department of Health in connection with Program
Services. | agree to indemnify and hold Florida Depariment of Health, or any entity under
contract with Florida Department of Health in connection with Program Sernvices, hamless
from any and all claims for receiving premium reimbursement payments directly from Florida
Depariment of Health or my health insurer. This agreement shall be bhinding on my
administrators, execuiors, heirs, successors and assigns and shall remain in full force and
effect during the time perod in which | am enrolled in the Program(s).

| agree to reimburse Florda Depariment of Health for any and all premium reimbursement
payments that are paid to me in ermor at any time.

| understand that my records are protected under the Health Insurance Portability and
Accountahbility Act, Pub. L 104-491, 110 Siat. 1936, enacted August 21, 1596, relating o
confidentiality of medical information, and cannot be disclosed to any other entity except those
referenced hersin without my wntten consent. | do not have to consent to the release of this
information. However, if | refuse to sign this authorization, | will be ineligible to receive services
through this program.

| understand that | may revoke this authorization at any ime in writing. However, the release
shall remain valid for a perod of 6 months from the date of acceptance, or until such time as |
inform the Program in writing, of my wish to terminate services in the Programis), except to
the extent that action has been taken in reliance on this authorization.

| understand that the medication{s) through this program is provided for personal use, and it
is illegal to sell, rade, barter or in any other way exchange this prescription medication with
any ather person. Such activity is grounds for criminal prosecution.

| understand that taking my HIY medicine as directed by my health care provider is the best
chance for the medicine to keep me healthy for the rest of my life. Research confimms that
when a person living with HIV is on effective treatment, it will reduce the level of HIV fo
"undetectable” levels which protects their health and makes them incapable of transmitting
HIW to their sexual pariners, or what is called "Undetectable = Untransmittable: U=U". As a
prevention strateqy, this is often refemed to as Treatment as Prevention.

| understand that if | am taking Abacavir, Epzicom, Trizivir, Ziagen, or Triumeq, | may not stop
taking it without my doctor's approval. If | stop taking it, even for one day, and then start again,
| fisk having a very bad allergic reaction that can cause serious injury or even death.

| understand that it is important to pick up my HNV medication(s) every month (or every 90
days) from the county health department, a retail phamacy, or my medical provider before |
run out of medicine. Failing to pick up my medicationis) on time may affect my ability to remain
in the ADAP program.
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17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

| understand the importance of not stopping my medication(s). If | am late picking up my
medication(s), the ADAP staff may contact my health care provider to get approval to begin
receiving medication(s) again.

| understand that missing scheduled medication(s) doses could result in my virus becoming
resistant to one or more of my HIY medication(s). Resistance means that HIY medication will
ne longer work in kesping my virus controlled.

| understand that if | regulardy have problems picking up my medication{s) on fime or taking
them as | have been told, | may have to meet with my health care provider and the ADAP
county staff about my treatment.

| agree that it is important for my health care provider and phamacist to know all my
medications that | take including over-the-counter medicines, vitamins, and herbal and dietary
supplement since there can be interactions with my HIY medication(s). Before starling a new
medication, | should talk to my health care provider or phamacist to make sure it is safe to
take the new medication with my HIV medicine.

| understand that if | am confused or need help with my medication(s), | should contact my
health care provider. Il am confused about when | need to pick up my medication(s), | should
contact the ADAP =taff at the Florida Depariment of Health in the county | receive services or
if | receive my medications from the CWV5S Specialty phamacy, | should call CVS Specialty
Phamacy at 1-800-498-2037.

| understand that medication(s) provided through the AIDS Drug Assistance Program may
have dangerous side effects, and my physician should explain to me all possible side effects.

| agree that should | become eligible for freatment under a different program, | will notify the
local AIDS Drug Assistance Program manager or phamnacist so that | may continue to receive
treatment under a different source of payment.

| understand that if | fravel, it is important to take my HIY medication(s) with me. Should the
medications get lost while | am out of town, ADAP may not be able fo assist.

| vnderstand that monitoring of nmy HIY lab (C04 T-Cell count and HIY viral load) are required
by ADAP every & months. | understand ADAP staff will reguest my lab information from my
provider or the states Electronic Lab Reporiing (ELR) system.

| agree to freat ADAP staff with courtesy and consideration.

The agencies listed below and their subcontractors, are used to coordinate and verify eligibility for all
senvices following the same confidentiality requirements idenfified above in statements 1-26:

Syatemn Software Vendor, Groupware Technologies, Inc.

Insurance Benefits Manager Entity, Broward Regional Health Planning Council
Phamacy Benefits Manager Vendor, CVS Caremiark

Centers for Medicare & Medicaid Senvices

FL Department of Children and Family Services - (Medicaid venfication)
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If wou are an ADAP client receiving services within the state’s Emenging Metropdlitan Area (EMA) or
Transitional Grant Area (TGA), your records will be accessible by the Ryan White Part A designated
agency.

If you are an ADAP client receiving services from a Ryan White Part B provider, your ADAP information
will be accessible by the Ryan White Part B provider through state's CAREWare system.

04/08/2020

*%% Client Signature Date

ADAP Staff Signature Date


romeroje
Stamp

romeroje
Typewritten Text
***

romeroje
Rectangle


Attachment D2
Required Form

State of Florida
Department of Health

Notice of Privacy Practices Acknowledgment Form

Name: Client ID#

Facility/Site/Program: 2515 W Flagler Street, Suite 102-A. Miami FL 33135 // 18255 Homestead Avenue, Miami FL 33157

I have received a copy of the DOH Notice of Privacy Practices Form DH 150-741, 09/13.

F*%*Signature: Date: 04/08/2020
Individual or Representative with legal authority to make health care decisions

If signed by a Representative:

Print Name: Role:

(Parent, guardian, etc.)
Witness: Date:

If the individual has a representative with legal authority to make health care decisions on the individual’s behalf, the notice
must be given to and acknowledgment obtained from the representative. If the individual or representative did not sign
above, staff must document when and how the notice was given to the individual, why the acknowledgment could not be
obtained, and the efforts that were made to obtain it.

. . . . e =F f i
Notice of Privacy Practices given to the individual on 04/08/2020 [ N?;ﬁi;og ace meeting
date [ Email

Other Fax communication

Reason Individual or Representative did not sign this form:

[ Individual or Representative chose not to sign

[ Individual or Representative did not respond after more than one attempt
[ Email receipt verification

[ Other

Good Faith Efforts: The following good faith efforts were made to obtain the individual’s or Representative
signature. Please document with detail (e.g., date(s), time(s), individuals spoken to and outcome of attempts) the
efforts that were made to obtain the signature. More than one attempt must have been made.

Face to face presentation(s) 04/08/2020

[ Telephone contact(s)
[ Mailing(s)
Email
[ Other

Staff Signature:

Print Name:
Date:

DH 150-741 Notice of Privacy Practices

This form must be retained for a period of at least six years in the appropriate record.
DOH Notice of Privacy Practices Acknowledgement Form, DH 150-741, 09/13


romeroje
Highlight

romeroje
Typewritten Text
***


2515 W Flagler Street, Suite 102-A. Miami FL 33135 // 18255 Homestead Avenue, Miami FL 33157

*k*k

*k*k
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