Medication Access Program
. ‘ . Providing medication assistance to transplant patients of Georgia

Help us process your applications faster......

Attach copies of your most current Household Income (patient and spouse) and Insurance cards with the MAP
application.

Acceptable Documents include:

Federal Tax Return 1040, 1040A, 1040EZ, 1040NR, 1040NR-E (most current Tax Period)
Social Security Benefits Awards Letter (current year)

Social Security Form 1099, Retirement Statements 1099-R, Railroad Retirement RRB-1099
Notarized letter stating your case (For $0.00 income patients only)

YV VY

Insurance card(s):

Medicare A & B Card (Red & Blue stripes at the top of the card)
Medicaid Card

Medicare Prescription Drug Plan (Part D Card)

Private Insurance Card(s) (if applicable)

V'V VY

Mail or fax the application, income and insurance documents to:

Medication Access Program (MAP)
UGA Clinical Pharmacy Program/AU
Solid Organ Transplant Center
1120 15th Street — (AD-3430)
Augusta, GA 30912

Fax number: (706) 721-0754

If you have any questions, please
contact MAP at (762) 375-1244.

Failure to include the accepted income documents and insurance cards may
delay your enrollment and/or receipt of medication(s)
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MAP Enrollment Application
PATIENT INFORMATION
Medication Access Program (MAP)
Augusta University Health - UGA Clinical Pharmacy
1120 15th Street - (AD-3430) Augusta, GA 30912
Phone Number: (762) 375-1244 or Fax (706) 721-0754

Name: SSN:

Address: City: State:
Zip Code: Phone Number: Cell Phone:

Email Address:

County: Date of Birth: / / Malel__|Femalel__
Marital Status: QSQMQDQW How many people live in your household: ~~ Adults  Children
Race: Asia lack/African-America White/Caucasia Hispanic/Latin American/Alaskan Indian

No

Are you a legal U.S Citizen: Yes

Date of Transplant: / /

Transplant Center:

Native Hawaiian/Other Pacific Islande Dther:

Are you disabled? Yes No

Living Donof

Type of Organ Transplant idne

Hear

[Lung ive

ancreas Kid/Pa

Name of Health Insurance Company:

Second Insurance Carrier:

Annual Out of Pocket Limit: $

Does this plan cover prescription drugs?

Policy/Group#:

Policy/Group #:

adaver Donor

id/Live Kid/Heart

Annual Deductible $

@Yes

Oro

Does this patient qualify for Medicare? Yes No Medicare ID#:

Medicare Effective Date: Part A: / Part B: / /

Has the Patient enrolled into a Medicare (Part D) Plan? Yes No  Part D Plan Name:

Does this patient qualify for Georgia Medicaid? Yes| |] J Spend-down Medicaid? Ye No

Does this patient qualify for any Medicare Savings Plans Ye No QMB SLMB QI-1

Does this patient qualify for Low-Income Subsidy (LIS)? Yes No

Does patient receive VA Benefits? Yes No Do you receive Disability benefits? Yes No

Do you receive Social Security Benefits? Yes No Have or will you file a Federal Tax return for the current year? Y No

*Please be sure to include income documentation from all employed household members*

Patient

Spouse

Others

Total Liquid Assets  (stocks, bonds, savings)

Net Monthly Income  (salary/wages, pension)

Annual Gross Income (last calendar year) Monthly Income x 12

Monthly Medical Expenses (prescriptions, office visits)




Patient Name:

MAP Application
PHYSICIAN INFORMATION
Special Instructions for Page 2: If you have multiple physicians
Medication Ac Access Program prescribing medication(s), please complete a sheet for each physician.

PHYSICIAN INFORMATION
Physician Name: Address:
City, State, Zip: Contact Person:
Telephone Number: ( ) - Fax Number: ( ) -
Are you allergic to any medications? Yes No:
Please list those drugs:
MEDICATION LIST

Medication Name Medication Strength Medication Frequency

(ex. Gengraf) (ex. 100 mg) (ex. 2 caps/tabs twice a day)
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‘ ‘ 0 Providing medication assistance to transplant patients of Georgia

Patient Consent to Release Financial/Personal Information

I would like to participate in the MAP patient assistance program. [ understand that in order to determine eligibility to participate
in the patient assistance program, certain information about my medical and financial status is needed. I certify that all
information given is correct, to the best of my knowledge. I agree to permit the release of information to MAP and further
agree that MAP may release this information in an attempt to obtain medication from assistance programs. I understand that
these programs may be discontinued or modified at any time and I may not be permanently eligible to receive the medications. I
understand that I will be re-evaluated for eligibility in the MAP Program annually. I agree and consent to an electronic
income verification of my household income when specified by the patient assistance programs. During this annual re-
evaluation it will be required/mandatory that I complete a MAP Renewal application and MAP Satisfaction Survey.
These documents may be requested at separate times during the year, but must be completed and returned for
continued/uninterrupted assistance.

I agree to notify MAP in the event of any changes in my medical condition, financial status and/or health insurance coverage.
Such changes may include:

* increase or decrease in income * changes in medication dosage

* drug allergies or adverse drug reactions * changes in insurance coverage

* discontinuation of medication * changes in type of medication
Print patient name or legal representative Date

Patient Signature MAP Personnel/Witness

Signature Permission Agreement

This Signature Permission Agreement will allow the Medication Access Program (MAP) representatives to act as
your agent/patient advocate for the limited purpose of signing and submitting applications to patient assistance
programs. Your response to this will NOT affect your eligibility to participate in the MAP program.

Please check one of the statements then sign your name below:

L1 Yes, Iwill allow MAP’s Medication Reimbursement Specialists to act as my agent for filling out, signing,
and submitting application(s) to medication assistance programs.

No, I will not allow MAP’s Medication Reimbursement Specialists to act as my agent for filling out, signing,
and submitting application(s) to medication assistance programs.

Patient Signature Date



MAP
PT #
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Providing medication assistance to transplant patients of Georgia
For Office Use Only

AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION

I authorize the Medication Access Program (MAP) at The University of Georgia, Augusta, GA, to use or disclose the above
named individual’s health, financial, and personal data to obtain medications through a medication assistance program(s):

I understand that the information in my record may include information that I do not want disclosed. I do NOT authorize MAP
to disclose any information about (Please specify health information):

THIS AUTHORIZATION DOES NOT EXTEND TO RECORDS MAINTAINED BY YOUR PHYSICIANS OR
MEDICAL INSTITUTIONS.

I understand that enrollment in a medication assistance program or eligibility for free medication is NOT conditioned on my
signing this Authorization. However, MAP may condition the provision of healthcare information for the purpose of disclosing
to a medication assistance programs upon my agreement to use and disclose this information.

By signing below, I acknowledge that I have read and understand this document, that I have voluntarily given my authorization
to the Medication Access Program ( MAP) to disclose information about me, and that I may revoke this Authorization at any
time by providing a written notice to the Medication Access Program (MAP) to the attention of the Office Operational Manager.
The revocation shall be effective except to the extent that MAP has already used or disclosed information in reliance on the
Authorization. [ understand that my information may be re-disclosed by the authorized person/organization receiving the
information, and at that point, the information may no longer be protected under the terms of this agreement. Please refer to
Notice of Health Information Privacy Practices for more detailed information. Unless otherwise revoked, this authorization
will expire on the following date, event or condition:

Other than healthcare professionals or medication assistance programs, MAP may communicate with the following individuals
regarding my condition or course of treatment (for example, print the name of your spouse if we can talk to your spouse about
your case):

You may communicate confidential information to me by using the following: address, phone number, and/or email address:

Patient Signature Date

As a personal representative, I have authority to act for the patient because I am the patient’s (spouse, sibling,
etc.)

Personal Representative Signature Date

Date copy given to patient Processed by Date

(Rev: 8/15)
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