WORCESTER COUNTY CORE SERVICE AGENCY

FY 2012 REQUEST FOR FINANCIAL ASSISTANCE TO PURCHASE MEDICATION

Instructions:  

1. The applicant is the person making the request on behalf of the client, and usually is the client’s therapist, 

   case manager, advocate, or social worker.  Applicant must verify the following:

a. 
Client has no insurance coverage and does not have Medical Assistance or Primary Adult Care;

b. 
Physician cannot provide samples and/or prescription not covered by pharmaceutical manufacturer patient assistance program; and

c.
No charitable or religious organizations or individuals can provide or partially pay for medicine(s).

2.  Applicant must call pharmacy to determine cost of medication.

3.  Complete Section I and fax to WCCSA for approval with release forms for where payment is to be sent.  WCCSA fax number is 410-632-0065.
4.  WCCSA Director or designee will complete Section II and notify applicant of authorization or denial.  

5.  Client Support funds may not be used for co-payments.  Client Support funds may not be used to purchase

medication for a somatic illness or condition.

SECTION I.  To be completed by applicant





















[ ] adult
Client name:














[ ] child/adol
Client Social Security Number: ___________________________   Date of Birth: _______________
 

Address: ________________________________________________________________________________


Phone Number:                                                                                         Date of Request: 


Name of person completing application: 

Provider/Program Name: 


Contact Person and Phone Number: 


1. How and who verified no insurance coverage?
 
2. Has person applied for Medical Assistance (Medicaid) or Primary Adult Care (PAC)___________.  If so,           date of application:______________.  If Medicaid or PAC was denied, date of denial:
 
3. Were samples available?  ___________     If Medicaid or PAC was denied, was assistance sought from the pharmaceutical company’s patient assistance program?


4. Have all other possible sources of assistance been exhausted?__________ 
List others  contacted and who stated they cannot assist:


5. Attach copy of the prescription(s) written by physician: 

If a generic version is available, ask for the generic instead of the brand name. 

6. Applicant has called _____________________ Pharmacy (phone: ____________________ ) to determine cost of medication(s): 

                        Medication name:                                                       Cost:                          Generic   Brand

(1)  _______________________________________          $___________________             [ ]         [ ]

(2)  _______________________________________          $___________________             [ ]         [ ]

(3)  _______________________________________          $___________________             [ ]         [ ]

                           TOTAL REQUEST:  $___________________   
SECTION II: To be completed by the WCCSA Director/Designee

APPROVED: _____   Amount:____________  Payable to _____________________________________

DENIED:      _____    COMMENTS: ____
______

Signature of WCCSA 

Director/Designee:___________________________________________Date: _____________________  
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Worcester County Core Service Agency

An Agency of the Worcester County Health Department

P.O. Box 249   (  Snow Hill, MARYLAND 21863-0249

410-632-3366 ( Fax:  410-632-0065

CONSENT TO release/obtain CONFIDENTIAL INFORMATION

In order to ensure continuity of care, I,                                                                                                                                                                                                                                   
authorize Worcester County Core Service Agency to obtain information from                                                     

                                                                                                                                                                                   


for the purpose of













and release information to                                                                                                                                       

for the purpose of













I understand that the information may/will include treatment for mental and/or physical illness, counseling or treatment for drug and/or alcohol abuse, human immunodeficiency (HIV) infection, including acquired immunodeficiency syndrome (AIDS) or tests for HIV or AIDS.

I understand that my records are protected under the Federal Confidentiality Regulations and cannot be obtained without my written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it (e.g. probation, parole, etc.) And that in any event this consent expires:

          X          After one year from the date of execution.

                    When the patient ceases to receive services from either agency.

     _____      Other (Please specify)










                                                                                                                                            
Executed this                                                                      day of                                                                    , 20                 

DOB:                                                                                                                                                                          
    





                                                  Signature of Consumer, Parent, or Guardian

SSN:                                                                                                                                                                                






                                                   Signature of Witness

PLEASE DIRECT ALL CORRESPONDENCE TO:


Worcester County Health Department


Core Service Agency


PO BOX 249


SNOW HILL, MD 21863
ATTENTION: _ JESSICA SEXAUER, LGSW        SITE:   SNOW HILL                                                             
�EMBED Unknown���
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