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This document explains the procedures for creating an online application to receive services from
the Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP).

310 Israel Road SE
Tumwater WA 98501
Toll Free Phone: 800-272-3437
PrEP DAP Main Line: 360-236-3412
Email: PrEPDAP@doh.wa.gov

1

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).


mailto:PrEPDAP@doh.wa.gov

WASHINGTON DEPARTMENT OF HEALTH
Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP)
Online Application Manual

Contents

SUMMArY/IMPOrtaNt INFOrMAtION:......cciii ettt et e e et e e et eeetee e aeeesbeeeeteeesareeenbeeennrens 3
ACCESS AUTNOIIZATION ..ottt sttt ettt e st e she e sate st e s bt e bt e b e e s beesmeesaeeeaneenreenneens 4
YT o T=dl oYL 4
To Submit @ NeW or renNeWINg apPPliCAtION: ....uiiii et e e errr e e e s ertr e e e sentaee e ssntaeeeeans 6
(DL a oY =d T o] a1 Tot I -] « PP 9
FiYo [ [T - | « O TSP OPPTOPPTRTOPRPRPI 10
F Y oY1 A XY [ = o Tt 11 o USRSt 12
PAP (Patient Assistance Program) Tab: ...ttt e et e e e tae e e s eta e e e e ar e e e s naaaeeeansaneen 13
oYV Te [=T g T o O T TSROSO STUPPTOPPTRPPRRPRRRPIN 13
T ToleT0  T=I I o HO T  O TP OOT U UUPPOTOURUPRPP 14
21T =) K - |« O T OO PP TOVRUPTP 15
INSUIANCE TaD .ttt b e bt sae e et e bt e sb e e she e s atesabe s bt e b e e b e e sbeesmeeenreenreens 17
F XU g oY b Z=To I 2 U] o USRIt 18
RISK FACTOIS: ..ttt ettt e s e st e e bt e e s bt e e s ht e e s a b e e s abeeesabeeeabeeenbeesabeeesnbeesabeesabeeesabeeeaneeas 19
S LT =4] o 11 RV - 1SR 20
SUbMItEING the APPICAtION: ....iii e e e s e e e s te e e s sbeeeessbtaeesssteeasanns 20
ErTOrS — i FOUND: .ot sttt et e b e s bt e st st e st e b e e b e e s beesaeeeneeenreens 20
(@oT 0} i1 g0 = 4T o T 2= =0 PSR 22
Submitted Application LOOKUP Page:......coi ittt sttt e svee e e s bt e e s sbae e e s sbeeeessbeeeasenns 23
Submit Additional DOCUMENLAtION PAGE: .....uuiiiiiiiiie et e s ee e e s s bae e e s s beeeeeaan 23

2

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).



Summary/Important Information:

PLEASE READ PRIORTO FILLING OUT ONLINE APPLICATION

This guide is designed to assist individuals through the process of filling out an online PrEP
DAP application.

IMPORTANT: All fields that are in bold are required fields and must be filled in or completed
before you will be allowed to submit your application for PrEP DAP.

IMPORTANT: While completing the application DO NOT use the “Enter” or “Backspace”
keys, or the “Back Arrow” at the top of the browser page. This will take you out of the online
application without saving your information and you will have to start over. To navigate the
application, please use your mouse to click on the appropriate tabs or fields, you can also use
your “Tab” key to navigate from line to line in the different tabs.

IMPORTANT: The online application will time out if there is no consistent activity. If the
application times out, you will have to start over from the beginning of the application.

IMPORTANT: Ensure all copies of supporting documents are both legible and valid. If they are
not, it could result in an incomplete application, which will delay your eligibility.

IMPORTANT: You have 20 days to notify PrEP DAP of changes that affect eligibility. These
changes include but are not limited to: health insurance coverage, change of address, etc.
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Once you obtain access to SAW, this is how you will proceed through the

online application for PrEP DAP.

Access Authorization:
e Will need to click the “OK” button to access the online Application. This allows
you safe access to the Application and protects your information.

UNAUTHORIZED ACCESS TO THIS COMPUTER SYSTEM IS
PROHIBITED.

You must be explicitly authorized by the Department of Health to access and
use this system. If so authorized you may access, use and disclose only the
information permitted by law. Unauthorized attempts and actions to access
or use this system are prohibited by state and federal law and may result in

disciplinary action, civil, and/or criminal penalties. By accessing this system

you are consenting to the recording and monitoring of your activities.

Landing Page:
PrEP DAP Client Site Landing Page

Useful Documents

- Submit Application/Recernification + Gulds for completing your application caling
+ HIV and Health Status Inforrmation [English)
. Submit Additional Documentation + HIV and Heatth Status Information {Spanish)
. Usatul Links
Check Situs of Application/Recertification
= List of Providers
 General ion or Frequently Asked
- Check PYEP DAP Eligibility . Pravention Havi Agencias and Navig

Agditional Links
-
+ DOH Pre.E s Drug Assi Program (PYEP DAP) website

+ Ramsell. Pharmacy Benefits Manager contracted with PrEP

«+ Washington Health Plan Findes. For qualifivd clients whe noed (o parchase insurance or change plans
+ Washington Stme Depanment of Social and Health Sarvices. For clients who need help with Medically Needy spanddowns or applying for
benefits.

+ Medicare. For clients with current Medicare coverage
= Washington Apple Health. For those who may qualify for Medicaid
= Office of the Insurance C w5 For insurance i lion and in i State

This is the first screen you will see. It is called the “Client Site Landing Page” and provides
information and useful links to assist you in applying for PrEP DAP assistance or other
Government assistance.
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USEFUL DOCUMENTS: In this section you will find this document and the Health and HIV
Status Information (HHSI), which is a required document that we highly recommended that you
download prior to starting the application. This will prevent the application from timing out and
you will not have to start over. These links will be available at the bottom of the screen
throughout the application.

e HIV and Health Status Information (HHSI): This is the document signed and dated by
yourself and your medical provider showing your HIV status. You will need to fill this
out each time you apply or renew with PrEP DAP. This document is available in English
and Spanish.

NOTE: If the HHSI is not completed, your application will be considered incomplete.

USEFUL LINKS:

e List of Providers: This is a link to a list of known providers that are currently prescribing
PrEP in Washington.

e General Information or Frequently Asked Questions: This link connects to the
“General Program Information and Frequently Asked Questions” document which
gives an overview of PrEP DAP and answers to common questions concerning
renewals and coverage dates.

e Prevention Navigation Agencies and Navigators: This is a list of navigators that you
can reach out to if you are in need of assistance applying for services related to PrEP or
PreP DAP.

ADDITIONAL LINKS:
e These are links for your use if you need further information concerning
programs relating to PrEP DAP eligibility and other programs that may be of
assistance to you.
o DOH Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP) website
o Ramsell Pharmacy Benefits Manager contracted with PrEP DAP
0 Washington HealthPlanFinder For qualified clients who need to purchase
insurance or change plans
0 Washington State Department of Social and Health Services For clients who need
help with Medically Needy spenddowns or applying for benefits
0 Medicare For clients with current Medicare coverage
Washington Apple Health For those who may qualify for Medicaid
o Office of the Insurance Commissioner For insurance information and resources
in Washington State

@]
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To Submit a new or renewing application:

Warning 1: If you do not refresh a page on the web site or click on a link for 3

Warning 2: If you have problems filling out the application online, you can try

%

Submit Application/Recertification

Submit Additional Documentation

Check Status of Application/Recertification

Check PrEP DAP Eligibility

In order to start a new application or to begin your annual renewal, you will want to click the

“Submi

t Application/Recertification” button.

Agreement & Release of Information & Assignment of Benefits:

All applicants completing the online application will be required read through the first three
screens and select the “Accept” button on the bottom of each page. If you select the “Reject”
button you will be taken back to the main page and will have to either print and fill out a

paper

application or proceed through these again.

Rights and Responsibilities Ag t
1 have & night o
- Bo roated with respoct, considenation and honnsty

« Recaive sanices without discrimination on the hasis of race, color, sawigander, athnicity, naticnal anigin, religion, 3ge, class, and sewual orientation, phytical or mantal ability
» Hanve my records be beated confidentally
» File an appeal about ebgibilty and coverage decisions.

1 have the resporsibility to
* Treal Department of Health stalf and conds rached serace partners with respect, considerabon and honesty.
« Adhare

1o meshcaby racommanded testing and iraatment,including all cthiies. recommendd in current ! FrEP standands of practica.
t. curent and

+ Rirspored 1 e Prograns roqurs(s |nx nformason
+ Resrnbisrs the Program fiar any and all prasmam o bonkit that ace paic 6 e in tirce during my sneclimant
* Remburse the |Mfa'“ i H’M are pad on my NM" ‘Df ﬂilﬂ“aﬁ AN Premium tax credi recened as pan of an income Tax refunc. # applicabie

? P income tax forms, f apphcatie
Updati my incoma in the WA Hoalthplanfinder and with PrEP DAP if | have a Qualified Hoalth Plan theough WA Hoalth BoneSts Exchange

+ Natity the Program, or hawe my Prevention Naigasor notfy the Program, of any that affect my ebgibiiy within 20 days. These changes inchade, but are not limited to address and healh insurance coverage

+ Apply for olr seraces for winch | mey be dbgble before | recer seraces from P

+ Subrmit mformation regarding my continugd elglaity for parcipation in e Programis), mchding proaf of residenty, avatabiity of health insurance coverage, and an updatied and sigred version of this form with my recerfication application every (1 year).
| understand that

* The nfcamabon reqsed on s appécabon s for the purpose of dulsemaning my g ly for st funcod servres

+ Tha funding is lmited and may axpire at any fime without extanded or Altermrate fund

« The
+ Lipan
- Il

P\'Dsrsmmlusannwaa!ammraldahsrsleﬂwsamasmmmoﬂhemwmﬂlmml v them.
approval, mry ehigibiity wil expire after 1 year. Bedons the conclusion of that 1 e, | will be rogured 1 rapply and pumch upcated eligibility information 19 CONGNE MCENING Snices
m considesed ohgbile for sorices, my infarmation may b utiized by our contractual pariners 16 provide

A SO0
+ Enghdity appeoval does not mean | will recerve o be enrolied in all avadable serices. | understand each senice may require ml‘mﬂal riornabion, and that | must provide this imformabion for venfication before enrcliment into saxd seraces.

« Iflan

»

om spprerved for prerm aswstare
+ Twill need 12 salect EHIP 33 my Sponsarship Representative for 3 Qualied Haalth Plan in the WA HeaShplanSnder, #f applicable By sslecting EHIP a5 my sponsor, | authorize EMIP 4o communicate and share information with the WA Haalthplardinder
+ | must notify the Program & EHIP of any changes to my insurance coverage such as:

* Hetening maurance from my job, Medicaid, Medicane, pariner, Spouse of cther source(s)

» Racaiing 3 pramium stabement, pramium Coupon o Coupon book

* Receding a late premium natice, letier or phone cal

Riciiing 2 promitam chango notics of katier
- Igiv o tha Program & EHIP auth and sharm ink bout my Plan (GHF), Haalth with Disabiliies (HWD), Madicars Part [ (POP) or Employer Sponsared Insurance (ES1) through mysed!, my pareet
il mmy partner, My spouse’s employer

+ 1 authonze and direct my haalth insurer 1o directly reimbursa the Program for amy unused premium paymants. should my insurance policy terminate or be cancellad for any reason, including but not limited o future inelgibslity, woluntary termination, involuntary
eancelation, termination by operaticn of law, or death.
| weant b revoke this authonzation and terminate the agreement, | must do 5o in wiiting 1o both insurance beneSts manager and the health plan admimstrator

By chicking Accopt. | understand and agred 10 the Rights and Responsibiltios Agreamant abave

By clicking Reject, | understand that this application will not be submitied. Please contact FrEP
L;\N 8‘ 1-877-272-2437 or PrEPDAPdon wa.gov with Questons of concems about the Fights
Responsibditios Agrosment

6

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).



Release of Information

| give my p for PrEP DAP 10 sh, froen this renewal and from subsaquent documentation chtainad by PrER QAP with contracted providars, pravention navgators, and contractad vandors and familyfnands | Ested in the Authorized Represantative saction

of gl applcation. | gre s permission for one year and B days from the data | agree 1o ths authorzation
By cheking Accopt, | understand and agree 1o the R of Infarmation as described abem

By clicking Regect. | understand that this application wil not be submitted. Please contact PrEP
nﬁP r 1-877-272-2437 or or FIEPDAPEdoh wa gov with quesbons of concemns. about the
oy of Information.

Assignment of Benefits

| hoeiksy s b B St of Warshirgton Department of Health ary nght bo deusy or medical boneits fo which | may be ot plan arvy cithor bl Ward gty | corment to the assagrmant of s benefits ke Washngton Stale
De t of Health and | that the W Stata [ of Health is entitied ' kvwmecﬂyn!mdedbehehsubeﬂe‘nsmmﬂahldm-skable
By clekng Accept | urdorstand and agioe 1o the Assignment of Bonosss above

DA 31 1-877-272-2437 o PrEPNAPEdoh wa gov with questions or concams about the

. By chelang Rajest | understand that this application will net be submitted. Plaase contact PrEP
Assagnment of Benafits.

Once you accept these three pages you will be taken to the “Main” tab.

Main Tab:

Toll Froo {In Washingion State) 800.272.2437
oy W\i'ﬁl.ﬂ&lﬂi

ﬁ’HmHh i

*The Department of o profoct and improve the health of peaple in the stafe of Washingfon ™

Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP) Client Site

Main | Demographics | Address | Apply Assistance  PAP | Provider  Income | Benafits | [nsurance  Authonzed Rep | Risk Factors | ENgibiity

at are bold are rc:u r‘d n‘J must be filled in before you w!l be allowed to comp ion. To navigate the application, ph ither the T:|t button or use yo
appl 15

ation, Please DO NOT use the Back Arrow 1 th e, and 4 NOT iese the Enter key 1o navigate in the agpli

Applicant Tdentification
FrEP Client ID: 51000
Legal First Name: prer
Legal Migdla Initial: I
Legal Last Name: -u;lll:-lgr.l
Mame Suffix: | ]
Date of Birth ;

Social Sacurity #

Current Gender Identit v
Sex Assigned at Birth: Male ~

Proof of Identity

Preaf of Identity Is not required. State already has ane on fils,

Applicant Identification: You will need to complete ALL the information in bold.

e PreP Client ID — This will be auto filled based on if you have previously applied to the
program or if you are a new applicant.
Legal First Name (as it appears on your state issued driver’s license, ID or passport)
Legal Middle Name
Legal Last Name (as it appears on your state issued driver’s license, ID or passport)
Name Suffix
Date of Birth
Social Security Number
What is your Current Gender Identity? Select your current gender identity

o Female
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Male

Transgender Female to Male
Transgender Male to Female
Non-binary/Genderqueer
Other

= |f you select Other, a text box appears for you to specify Other Gender,
enter your current gender identity if not listed above

e What was your Sex Assigned at Birth? Select which gender you were assigned when
you were born
o Female
o Male

O O00O0oOo

Proof of Identity:
e Proof of Identity document type Select which document type you are providing to
prove your identity (these documents can be expired)
o Passport
o State Driver’s License
o State ID
IMPORTANT: If your proof of identity is already on file with PrEP DAP, this
option will not show on your screen. You will not have to provide additional
proof unless you have had a change in information (Ex: Name change, etc.)
e You have the option to upload an electronic copy of your “Proof of Identity
documents” that you have scanned into your computer or if you are on your phone
you can take a picture and upload directly from there, you may click on the
“Browse” button and attach the document/s. If you are not scanning and uploading
supporting documents, please fax information to the PrEP DAP Confidential Fax
number: (360) 664-2216 or mail documents to: PrEP DAP PO Box 47840
Olympia, WA 98504-7840.
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Demographics Tab:

Main | Demographics | Address ~Apply Assistance PAP  Provider Income Benefits [Insurance Authorized Rep Risk Factors = Eligibility

Demographics

Race - Check all that apply: | M american Indian/Alaska Native
M asian

Black or African American
Native Hawaiian/Other Pacific Islander
White

Asian: | M Asian Indian

[ chinese

CIFilipine

Japanese

O korean

[Jvietnamese

[] other

Native Hawailan Pacific Islander: | [] Native Hawaiian

[J Guamanian or Chamorro
[[Jsamoan

[J other Pacific Islander

Ethnicity: | Hispanic hd

Ethnicity - Hispanic: | ¥ Mexican
[Jpuerta Rican

Cuban
[Jother
Veteran? [yes V]
Primary Language: ‘Engl\sh V‘
Preferred Written Communications Language: ‘Engl\sh V‘

STATEMENT: All fields that are bold are required.

Race:
e You may select more than one race if that applies to you.
e If you select Asian or Native Hawaiian/Other Pacific Islander a separate drop down menu
will appear. Please select an option from this sub-demographic list.

Ethnicity:
e Select either Hispanic or Non-Hispanic

o If you choose “Hispanic” select a Hispanic ethnicity from the drop down list.
You may select more than one.

Veteran: If you have served in the United States Armed Forces, please select “Yes.” If you have
not, please select “No.”

Primary Language: Select a primary language from the drop down list.

Preferred Written Communications Language: Please select either “English” or “Spanish” from
the drop down list.
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Address Tab:

Main Demographics | Address | Apply Assistance PAP Provider Income Benefits Insurance Authorized Rep Risk Factors = Eligibility

Residence
Housing Type: |H0me/Apar‘tment you Own/Rent V|u
Street Address: [1234 E Sth Street @
Apt / Lot / Floor: | @
City: [Addy N
County: [Stevens vl
State: (WA vl
Zip Code: |99999 |
Primary Phone: [(987) 665-5544 @
Secondary Phone: | |
Okay to Leave Voice Mail? |Yes V|
Mailing Address
Do you consent to receiving mail from the program? IYes (7]

Care Of Line: | |

Street Address: |1234 E Sth Street |
Apt / Lot / Floor: | |

City: |Addy v|
County: [Stevens V|
State: |WA v|
Zip: [99999 |

STATEMENT: Please provide your physical address in this section. PO Box numbers are not
acceptable as proof of residence. Providing a PO Box number in this section will result in an
incomplete application. You can provide a PO Box number in the mailing address section.

IMPORTANT: You must provide supporting documentation to show your current home
address entered in the Residence section. Examples include:

e Valid Washington State Driver’s License or Washington State 1D

e Rental/Lease/Mortgage Agreement

o Utility Bill within last 90 days (cell phone bills are not acceptable)

e Washington State VVoter Registration

e Social Security Administration Benefit Statement

If you do not have a home address, you can enter yourself as homeless and use the location
where you are staying or your prevention navigation agency as your mailing address. You
must provide a mailing address.

Residence:
“Housing Type” You must choose the best selection for your current housing status. You must
provide the following information if you select “Home/Apartment you Own/Rent”
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e Street Address
e Apartment/Lot/Floor number (if applicable)

e City
e County
e State
e Zip Code

e Primary or Secondary Phone is highly encouraged, but not required. It allows PrEP
DAP to reach you if we have questions or concerns about your application.

If you select “Homeless™ please include the name of the city you are staying in and choose the
option that best describes where you stayed last night:

e Atapark
Inacar
At a shelter
On the street
With family/friends, or

e Somewhere else

You will still need to provide the City, County and State in which you stayed last night.

Mailing Address:

e “Do you consent to receiving mail from the program?” This question automatically
defaults to “Yes” as you must consent to receiving mail from the program in order to be
eligible. You can choose to have it sent to your home, another address, or PO Box.

e Enter the mailing address where you would like to receive letters from PrEP DAP.
You can enter a physical address or a PO Box.

EMessaging:

EMessaging

Okay to Send Email? |Yes v|

Email Address: [abcd@yahoo.com

EMail cc Recipient Address 1: |

|
|
EMail cc Recipient Address 2: | |
EMail cc Recipient Address 3: | |

Okay to Send Text Messages? |Yes V|

Cell Phone Carrier: | v|

Cell Phone with Area Code: | |

NOTE: Complete this section if you would like to receive electronic notifications and/or
correspondence from our program concerning your application and eligibility. If you select “Yes”
please verify that the email address entered is correct. If you do not want to receive electronic
notifications, please select “No.”

e Okay to Send Email?
11
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o If you would like to receive email notifications, please select “Yes.” If you do not,
select “No.”
NOTE: You will not see the EMessaging section if you answer “No.”
e Email address
o Email cc Recipient Address: You may select up to 3 email address to
receive notifications about your application.

e Okay to Send Text Messages?
o If you would like to receive text messages on your cell phone, please select
“Yes.” Choose “No” if you do not.
e Cell Phone Carrier:
0 If you selected “Yes” to receiving text messages, please choose the cell phone
carrier for the number you want to get messages (ex: Verizon, AT&T, T-
Mobile, etc.).
e Cell Phone with Area Code Enter the phone number to receive text messages. This
phone number will only be used for text messages.

IMPORTANT: Electronic notifications will only alert you to check your online application. If
you want specific information, you will need to log on to your electronic application to view the
details.

Proof of Residency:

Proof of Residency

Proof of Residency required at initial application or only if address changed.

Proof of Residency document type: | v|0

Click to select files to attach ===>: Browse...

e You have the option to upload an electronic copy of your “Proof of Residency
documents” that you have scanned into your computer or if you are on your phone you
can take a picture and upload directly from there, you may click on the “Browse” button
and attach the document/s. If you are not scanning and uploading supporting documents,
please fax information to the PrEP DAP Confidential Fax number: (360) 664-2216 or
mail documents to: PrEP DAP PO Box 47840 Olympia, WA 98504-7840

Apply Assistance Tab:
Main Demographics Address | Apply Assistance | PAP = Provider Income Benefits Insurance Authorized Rep Risk Factors = Eligibility
If someone helped you apply for PrEP DAP, should PrEP DAP notify |Yes v|
them of the status?
Last Name: | (7]

First Name: |

EMall Address: |

Phone Number: |

NOTE: This section is for you to fill out if someone helped you apply for PrEP DAP, please list
12
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their name here if you would like us to notify them of your application status (this is not a
Prevention Navigator). You must provide their full name and either an email address or phone
number to help us contact your assistant.

e If someone helped you apply for PrEP DAP, should we notify them of the status?
o If you would like us to notify someone of your application status, please select
“Yes.” If you do not, select “No.”
If you select “Yes”, fill out the information below.
e Last Name:
o Please enter your Application Assistants Last Name.

e First Name:
0 Enter your Application Assistants First Name.

e Email Address:
o Enter your Application Assistants Email Address.

e Phone Number:
o Please enter your Application Assistants Phone Number.

PAP (Patient Assistance Program) Tab:

Main Demographics Address Apply Assistance | PAP | Provider Income Benefits Insurance Authorized Rep Risk Factors = Eligibility

Have you used any Patient Assistance Programs this year to pay for \ Yes v|u
Truvada?

...Do you have any benefits left? \ Unknown V|

..Which PAP program used? \ Patient Advocate Foundation V|

Note: You will need to exhaust your PAP benefits before we can enroll you in the WA PrEP DAP.

NOTE: This section is to document if you have used any Patient Assistance Programs (PAPS) this
year (this does not include PrEP DAP). Patient assistance programs are programs to help pay for
medications based on financial need.

e Have you used any Patient Assistance Programs this year to pay for Truvada?
o Ifyou select “Yes” additional questions will appear. If you select “No” please move to
the next tab.
0 Ifyou selected “Yes” please select if you have benefits left and which PAP program

you used.
0 Ifyou selected “No — Applied but Denied” please select which PAP program denied.

Provider Tab:

13

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).



Main Demographics Address Apply Assistance PAP | Provider | Income Benefits Insurance Authorized Rep = Risk Factors = Eligibility

PrEP Prescriber: |0ther ™ ‘U

...Other PrEP Prescriber: | ‘U
«.Clinic/Facility / Practice Name: | ‘U
Prevention Navigator Agency: |0ther N ‘U
...Other Prevention Navigator Agency: | ‘U
Prevention Navigator: | v

NOTE: The only required information on this tab is your PrEP Prescriber information.

PrEP Prescriber:
e PrEP Prescriber:
o Please select the provider you receive your PrEP prescription from (they are listed
alphabetically by provider’s first name). If your provider is not listed, you can click
“Other” and a drop down menu will appear. You will then need to enter your PrEP
Prescriber as well as the Clinic/Facility/Practice where you receive PrEP care.
e Prevention Navigator Agency:
o If you have a Prevention Navigator Agency where you receive PrEP Navigation

services please select the Agency name. If the agency you receive services from
is not listed, please select “Other” and type in the information.

e Prevention Navigator:
o If you selected a Prevention Navigator Agency, please tell us who your Prevention
Navigator is. If the navigator you are working with is not listed, please select
“Other” and type in their name.

Main Demographics Address Apply Assistance PAP Provider | Income | Benefits Insurance Authorized Rep = Risk Factors = Eligibility
Income
Are you willing to share with the program your current income?|ve5 v‘

. Type of income: [annual v

Annual Income: |$19,999_00 |

NOTE - This section is for documenting your current monthly or annual income.

Are you willing to share your current income?
e Yes
0 Type of Income: Annual or Monthly
= Income Amount
e No
0 Please move to the next tab

IMPORTANT: PrEP DAP is not an income based program, however, we ask this question to help
ensure that you are receiving all the benefits that are available, this includes other Washington
State and Federally funded programs.
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Benefits Tab:

Main Demographics Address Apply Assistance PAP  Provider Income | Benefits | Insurance Authorized Rep Risk Factors Eligibility

Medicare

Status: [Active v |9

Effective Date: ‘ |

Medicare Coverage: ‘ ~ |

Attach a copy of the front and back of your red, white and blue card.

Click to select files to attach ==>:

Browse...
Medicare Prescription Drug Plan (PDP)
Status: \Active w |0
Effective Date: ‘ |
Carrier Name: ‘ |
Plan Name: ‘ |
Attach a copy of the front and back of your Medicare D card.
Click to select files to attach ==>: Browse...
VA Medical Services
status: Yo

Suide to completing application ~ HIV and Health Status Information

NOTE: If you have any type of Medicare coverage you will need to provide front and back
copies of your card/s.

Medicare:
e Status - If you have Medicare you must select one of the following options:
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Active: This option is if you currently have active Medicare coverage.
= Enter the date your Medicare became active

If you choose “Active” select which Medicare coverage applies to you:

« Part AOnly

« Part B Only
« PartA&B
o PartC

Applied: This option is if you have applied to Medicare and your coverage
has not been activated as of yet.

No Benefits: This option is if you do not currently have Medicare Coverage
or are not eligible for Medicare.

If your Medicare Coverage is Part C, you will need to provide the following
information:

= Carrier name

= Plan name

= Whether it includes pharmacy benefit
* Please select “Yes” or “No”

Medicare Prescription Drug Plan (PDP):
e Status - You must select one of the following options:

(0}

Active: This option is if you currently have active PDP coverage.
= |If you choose “Active” will need to provide the following information:
* The date your PDP became active
« Carrier name
e Plan name
Applied: This option is if you have applied for a PDP and your coverage has not
been activated as of yet.
No Benefits: This option is if you do not currently have PDP or are not
eligible for Medicare PDP.

VA Medical Benefits:
NOTE: This will appear if you indicated you are a veteran on the main tab of the
application. If you did not indicate you are a veteran, this option will not show on your

screen.

e Status - You must select one of the following options:
0 Active: This option is if you currently have active VA benefits.
0 Applied: This option is if you have applied for VA benefits, but are not yet active.

0

No benefits: This option is if you do not currently have VA benefits.

¢ You have the option to upload an electronic copy (front and back) of your Medicare
Card, PDP Card, and/or your Part C Card that you have scanned into your
computer or that you have taken a picture of on your phone, you may click on the
“Browse” button and attach the document/s. If you are not scanning and uploading
supporting documents, please fax information to the PrEP DAP Confidential Fax
number: (360) 664-2216 or mail documents to: PrEP DAP PO Box 47840 Olympia,
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WA 98504-7840.

e NOTE: The Medicare Card is your Red/Blue Medicare card. Your PDP or Part C
coverage card will be a separate card.

Insurance Tab:

Main = Demographics = Address = Apply Assistance PAP  Provider Income Benefits | Insurance | Authorized Rep Risk Factors  Eligibility

Primary Private Insurance

Status: [Active v|u

Effective Date: ‘07101/2017 ‘

Policy Source: [ACA Exchange v|

Insurance Company Name: [BridgeSpan Health Company |

Policy/Plan Name: [Bronze HDHP 5000 MultiCare |
Pharmacy Coverage [ncluded?\ves V|

If you are a new client or if your insurance has changed since your last certification you must upload a copy of your insurance card, both front and back and your pharmacy benefits card if separate.
Click to select files to attach ==>: Browse...

NOTE: If you have any type of private insurance coverage you will need to provide front and
back copies of your card/s.
Primary Private Insurance:

e Status - You must select one of the following options:

0 Active: This option is if you currently have active private insurance coverage.

0 Applied: This option is if you have applied for private insurance coverage, but
the coverage is not yet active.

0 COBRA: This option is if you were employed and have lost your employment,
your employer is required to offer you COBRA. Which means for limited time
frame you are able to keep your current insurance coverage that you had were
you were employed and it is your responsibility to pay the premium cost of that
insurance coverage to maintain the coverage.

0 No Benefits: This option is if you currently have no active private
insurance coverage.

e If your Primary Private Insurance status is “Active” then you will need to provide the
following required information:
o Effective date: The date your current coverage started
o Policy Source
= ACA Exchange: Qualified Health Plans purchased through
the Washington HealthPlanFinder
=  Employer: Group plans offered through your work
= Individual: Plans other than employer sponsored insurance or Qualified
Health Plans
0 Insurance company name
o Policy/Plan name
NOTE: If you are unsure of the name of your insurance company name or the
policy/plan name, you can enter “Unknown.”
o Pharmacy Coverage Included?
e If your COBRA is your Primary Private Insurance, you will need to provide the
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following required data:
0 Effective date
o Policy Source
= You will choose “Employer”

Insurance Company Name

Policy/Plan Name

Cobra Start Date

Cobra End Date

0o Pharmacy Coverage Included?

e If your Primary Private Insurance status is either “Applied” or “No benefits,” there is
no required information to be entered.

e You have the option to upload an electronic copy of your Primary Private Insurance
Card front/back that you have scanned into your computer or a picture you have
taken, you may click on the “Browse” button and attach the document/s. If you are
not scanning and uploading supporting documents, please fax information to the PrEP
DAP Confidential Fax number: (360) 664-2216 or mail documents to: PrEP DAP PO
Box 47840 Olympia, WA 98504-7840.

O O oo

Authorized Rep:

Main | Demographics | Addeess | Apply Assistance | PAP | Provider | Income | Benefits | Insurance | Authorized Rep | Risk Factors  Eligibility

Authorized Representatives
Flease provide the following Information for any person you would like s to falk to about yous FrEP DAP coverage. The Date of Blrth, Phone Number or Emall Address for your authorized representative(s) s used to verify the person's identity when

speaking about your coverage, *If you have a Prevention Navigator, this will he entered on the Provider tab.
Number of authorized representatives: 3 v

Representative 1
Name: wy pep (7]

Cate of Birth: \gy/01 /1990

Phone:

EMadl Address: (1234 @amal

Representative 2
Name: (7]

Date of Birth
Phone:

EMail Address:

Representative 3
Name: 0

Date of Birth:
Phone:

EMadl Address:

NOTE: This tab is to list the people you have authorized to represent you. These are people that
can speak to PrEP DAP on your behalf.

Number of Authorized Representatives: This is the number of people you selected to be
your authorized representative(s). If you enter a number, you will need to complete the
following information:
e Name
e Date of Birth
e Phone number: This is the phone number of the authorized representative
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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).



e Email Address
NOTE: You need to provide either Date of Birth, Phone Number, or Email address so we can
verify the person’s identity when speaking with them about your coverage.

Risk Factors:

mographics | Addr

Alert
Pre-Exposure Prophylaxs (PrE®) is a daily medication that can help prevent HIV infection. The Department of Health (D0OH) has implemented guidefines to help us assess individual's eligibility for our program. To assist us in eligiility determination,
with,

w55 | Apply Assistance | PAP | Provider | Income | Benefits | Insurance | Authorized Rep | Risk Factors | Eligibity

phaase tedl us which risk factors you identify

Risk Factors

Have you ever had sex with a man? | yes ~

<.In the last 12 months, has a doctor, Aurse or other health care |yes -
provider Lold you that you had chlamydia, gonorrhea, or syphilis?
wChieck all that apply:

«In the last 12 months have you used methamphetamine (crystal, ves v
tina, crank, ice)?

ol the last 12 months have you used poppers (alkyl or amyl yes b

nitrates)? - 3

-In the last 12 months, did you have sex without using a condom | yes w
writh anyene you did nol consider bo be a main/primary partner?

Are you in an ongeing sexual relationship with a partner who you | ves v
know to be HIV-positive?

05 your partner on HIV medications? | yes w

w5 your partner trying to get pregnant? | yes v

In the last 12 months, have you exchanged sex for things like yves -
money or drugs?

1n the last 12 months, have yod injected or shot up any drugs not ye w

prescribed for you by a health care provider?

STATEMENT: All fields are required to be filled out.

ALERT: Pre-Exposure Prophylaxis (PrEP) is a daily medication that can help prevent HIV
infection. The Department of Health (DOH) has implemented guidelines to help us assess
individual’s eligibility for our program. To assist us in eligibility determination, please tell us
which risk factors you identify with.

Risk Factors:
e Have you ever had sex with a man?: Yes / No (if No, Skip to next question)

0]

0
0

In the last 12 months, has a doctor, nurse or other health care provider told you
that you had chlamydia, gonorrhea, or syphilis? Yes/ No / | don’t know
= |If Yes, check all that apply:

« Chlamydia

« Gonorrhea

« Syphilis
In the last 12 months have you used methamphetamine (crystal, tina, crank, ice)?
Yes/ No
In the last 12 months have you used poppers (alkyl or amyl nitrates)? Yes / No
In the last 12 months, did you have sex without using a condom with anyone you
did not consider to be a main/primary partner? Yes / No

e Areyou in an ongoing sexual relationship with a partner who you know to HIV-positive?
Yes / No (if No, skip to next question)

0
0]

Is your partner on HIVV medications? Yes / No
Is your partner trying to get pregnant? Yes/ No
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e Inthe last 12 months, have you exchanged sex for things like money or drugs? Yes / No
e Inthe last 12 months, have you injected or shot up any drugs not prescribed for you by a
health care provider? Yes / No

Eligibility Tab:

Main | Demograghics | Address | Apply Assistance | PAP | Provider | Income  Benefits | Insurance | Authorized Rep | Risk Factors | Eligibdity

HIV & Health Status Information
Altach a sigresd HIV & Heslth Status Information (HHST) document below, T o available, submil the Application row and fax os upload Use HHST Biler. The HHSD muost be completed by you and your heallhcare provider that is presonibing your PEP

DAP dnags.

Chick to sedect files Io altach ==3: Browse...

HIV & Health Status Information — Please attach a signed HIV & Health Status Information
(HHSI) document. If not available, submit the application now and fax or upload the HHSI later.
The HHSI must be completed by you and the health care provider that is prescribing your PrEP.
¢ You have the option to upload an electronic copy of your HHSI that you have scanned
into your computer or a picture you have taken, you may click on the “Browse”
button and attach the document/s. If you are not scanning and uploading supporting
documents, please fax information to the PrEP DAP Confidential Fax number: (360)
664-2216 or mail documents to: PrEP DAP PO Box 47840 Olympia, WA 98504-

7840.
Submitting the Application:

Toll Fros {in Washington Suamm) 800 272 207
Oifice 360.2%. 3417

o Haaith works i profict and improve e heallh of pacpie = fhe sfale of Washinglon

Pre-Exposure Prophylaxis Drug Assistance Program |PrEP DAP) Client Site

Main | Demographics | Address | Apply Assistance | PAP | Frovider - Income | Benefits | Insurance | Authorized Rep | Risk Factors | Eligiility

HIV & Health Status Information
Altach @ signed HIV & Health Stistus Informtion (HHST) documnent below, 1 not available, subsmit the Application now and fax or uplcad the HHS later, The HHST must be completed by you and your healthcare provider that is prescribing your PrIP

[OAP drugs.
Chick to select files to attach ==>: Browse...

When you are done with the application, please click on the “submit” button in the top right hand
corner of the screen.

Errors — if found:
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.-
Please fix the fellowing errors: @

Main

= Legal First Name: This field is required.

» Legal Last Name: This field is reguired.

= Date of Birth: This field is required.

= Current Gender |dentity: This field is required.
» Sex Assigned at Birth: This field is required.

Demographics

Race - Check all that apply: This field is required.
Ethnicity: This field is requirad.

Weteran?: This field is required.

Primary Language: This field is required.

Preferred Written Communications Language: This field is
required.

LI

Address
Errors Found:

e After clicking the “Submit” button, if any errors are found in the application they will
show in a red box with the request to “Please fix the following errors.” It will state
where the error is located in the application.

e All information in BOLD must be completed for the application to be
successfully submitted.
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Confirmation Page:

@) Health

"The Department of Health works fo protect and improve the health of peaple in the state of Washington ™

Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP) Client Site

Your assessment has been successfully submitted. Your confirmation code is: 0

Please print and keep a copy of this page for future reference

Return to Eligibility Assessment Home Page

Click to Print This Page

Confirmation Page:

e When your Application has successfully been submitted, a “Confirmation Page”
will pop up similar to the one above.

IMPORTANT: Print off a copy of the Confirmation Page or write down the confirmation
number. You can use the confirmation number to check on the status of your application.
e Once a completed application is received it will be assessed by an eligibility specialist for
approval. The application will be processed within 5 business days.
e If during the review process the application is not complete for any reason, a notice will
be posted on the website and the application will be placed in an incomplete status.
e If you have faxed in your supporting documents, please allow 7 days prior to calling or
emailing the office to ensure the documents were received.

Incomplete Applications:

e If you are submitting an application and are unable to use the attachment feature for
supporting documents, please fax information to the PrEP DAP Confidential Fax
number: (360) 664-2216 or mail documents to: PrEP DAP PO Box 47840 Olympia,
WA 98504-7840.

IMPORTANT: All applications will be held in an incomplete status until PrEP DAP receives
all supporting documents. If an eligibility specialist determines that the application is incomplete,
the applicant will be informed by PrEP DAP via mail or Email. A notice will be available
through the webpage using the confirmation number provided at submission of the web
application.
e On an incomplete application you will have 30 business days to provide required
supporting documentation to PrEP DAP.
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Submitted Application Lookup Page:

- Submit Application/Recertification
- Submit Additional Documentation
.@5 of Ap plicatioanec@
- Check PrEP DAP Eligibility

- Log off

To get to this “Lookup Page” you need to click on the “Check Status of Application/Recertification

link on the landing page as shown above.

Useful Documents
+ Guide for completing your application online
+ HIV and Health Status Information (English)

+ HIV and Health Status Information (Spanish)

Useful Links
+ List of Providers
+ General Information or Frequently Asked Questions

+ Prevention Navigation Agencies and Navigators

Additional Links

+ NNH Pra Fynnsura Pranhulavie Nrin Accictanca Pronram (BrFR NAPY wak
”

Enter the “Confirmation Code” here to get information about your application.

Submit Additional Documentation Page:

Submit Application/Recertification

Submit Additional Documentation

Check Status of Application/Recertification

Check PrEP DAP Eligibility

Log off

To return and submit documentation later, you can click “Submit Additional Documentation” and

upload required documents.
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Document Date: | |

Document Type: | v]

Comments:

File Attachments: Browse...

Enter “Document Date”

Select “Document Type” from the drop down list

You have the option to write comments

You have the option to upload an electronic copy of required documents that you have
scanned into your computer or a picture you have taken, you may click on the “Browse”
button and attach the document/s.
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