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Department of Health & Human Services

DH I_IS A State of Nebraska
N E B R A S K

Dave Heineman, Governor
A

DATE: ATTACHMENT 1

Client Name:

Address:

City: Zip

Rental Assistance amount:

Month/Date/Year:

l, Certify that the above mentioned client qualifies for rental
assistance under HAB Policy 99-02 “The use of Ryan White CARE Act funds for Housing
Referral Services and Short-term or Emergency Housing Needs” and the Nebraska Ryan White
policy “Housing Referral Services and Short Term or Emergency Housing Needs”

| also make the following assurances:

1. The client’s housing assistance is essential to the client’s ability to gain and/or maintain
access to HIV-related medical care or treatment.

2. All other avenues to provide housing assistance have been explored to ensure the Ryan
White funding is payer of last resort.

3. A Plan has been implemented and documented in the client’s file to assist the client in
identifying other sources of funding to pay for long term needs.

4. The above client is a Nebraska Resident and currently qualifies for Ryan White Title I
Services. Date of last client application/update: (Must be with in one
year).

Authorized Signature

Helping People Live Better Lives

An Equal Opportunity/Affirmative Action Employer
printed with soy ink on recycled paper






VERIFICATION OF CASH INCOME
Ryan White Part B Program

I, , have applied for services from the NE Depart

of Health and Human Services Ryan White Part B program and/or the HOPWA Program.

I have stated during this verification process that I have income at this time from contract or
temporary employment that does not provide me with a pay stub or payroll document. I receive

this income every (week, two weeks, month)

T am currently working for

My rate of pay is $ (hourly, daily, weekly, monthly)

I understand that I must provide a copy of any payroll or paycheck documentation that I may
receive to verify my statement should such documentation become available.

I verify that all statements regarding my income are true.

Signature: Date:

Witness: Date:
Case Manager

Case Manager Notes:

THIS VERIFICATION FORM IS ONLY VALID WHEN NO OTHER DOCUMENTATION OF INCOME
IS AVAILABLE TO THE CLIENT AND DOES NOT TAKE THE PLACE OF PAYROLL
DOCUMENTATION, TAX FORMS, PAYSTUBS, OR AWARD LETTERS IF AVAILABLE. THIS FORM
MUST BE UPDATED QUARTERLY AND/OR WHENEVER THERE IS A CHANGE IN INCOME.

Updated 06/2013







VERIFICATION OF INCOME
Ryan White Part B Program

I, , have applied for Direct Emergency
Assistance through the Ryan White Program. The United States Government requires
verification of all income.

Quarterly
I have stated during this verification process that I DO have income at this time.

Place/Address of Employment
Wage per Hour $ or Salary per Month $

I STATE DURING THIS VERIFICATION PROCESS THAT I DO RECEIVE UNEMPLOYMENT AT
THIS TIME IN THE AMOUNT OF $

_____ I state during this verification process that I DO receive TANF at this time in the
amount of $

Annually
_____ I state during this verification process that I DO receive SSI/SSDI at this time
in the amount of $

I understand that it is my responsibility to report any change in income, from any
source, within 10 business days after such change and I verify that all statements
regarding my income are true.

The information denoted as yearly must have form completed one time a year. The
information denoted as quarterly must have client sign one time a year and must

review with client quarterly.

Signature:

Applicant
Witness:

Case Manager

Reviewed By:

Signature:

Case Manager

Signature:
Case Manager

Signature:

Case Manager






VERIFICATION OF INCOME
Ryan White Part B Program

Case Manager/Housing Coordinator Notes:

Updated 6/2013







VERIFICATION OF NO INCOME
Ryan White Part B Program

I, , have applied for Direct Emergency
Assistance through the Ryan White Program. The United States Government requires

verification of all income.

I have stated during this verification process that I have no income at this time. I have

not received income since . I do not expect to receive

any income until

I applied for SSD or SSI on (date). I applied for

(other financial assistance) on (date).

I understand that it is my responsibility to report any change in income, from any
source, within 10 business days after such change.

I verify that all statements regarding my income are true and that this Verification
of No Income Statement must be verified and completed with my Case Manager
every 3 months.

Signature: Date:
Applicant
Witness: Date:
Case Manager

Case Manager/Housing Coordinator Notes:

'NO INCOME' STATUS MUST BE REVIEWED AT LEAST EVERY 3 MONTHS BY CASE MANAGER AND
CLIENT. IF CLIENT STATUS HAS NOT CHANGED, A NEW VERIFICATION OF NO INCOME MUST BE
COMPLETED QUARTERLY.

Reviewed By: Date:

Case Manager
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Ryan White Grocery Voucher
Revised 06/2013

Please follow these guidelines so you are able to continue receiving assistance as
needed:

Food:

Yes:

No:

Iltems that provide nutritional value, such as:
-fruits and vegetables

-dairy products: milk, cheese, yogurt
-meat/protein items

-grains: bread, crackers, pasta

-canned goods

-juices

Use common sense; if it is not good for you, it is probably not an allowable item,
examples include:

-candy

-cookies

-doughnuts

-ice cream

Non-food:

Yes:

Things that you use to stay healthy, including:
-paper towels, toilet paper, tissues

-feminine hygiene products

-soaps: bar, dish, laundry, shampoo, conditioner
-toothpaste/toothbrush/dental glue(s)
-shaving cream or gel and razors for shaving
-deodorant

-household cleaning supplies

-trash bags

-Ziploc bags (ie: for food storage)

-hearing aid batteries

You may come across other items not listed which may be considered “allowable”.
Again, please use common sense. If you do have questions, feel free to contact your
case manager for clarification.

No:

Again, use common sense. Examples of items not allowed:
-tobacco products
-alcoholic beverages





-pet food
-household tools
-magazines and other reading materials, including books

***Remember to turn your receipt in to your Case Manager***






DHHS Ryan Whiteand HOPWA Internal Service Request Approval Process

Vs

Complete a “Service Provided’

.
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Ryan White and HOPWA Service Request Process

The Case Manager (hereafter referred to as CM) submits a Service Request in Provide, which then appears
in the Client Service Coordinator’s (hereafter referred to as CSC) ‘Needed Actions’ view in Provide.

CSC prints off the request either with URN for any Ryan White requests or full name for any HOPWA
requests.

Supporting documentation is sent by CM via email or fax.

CSC must review both the request and the faxed documentation for accuracy. The NAP Client Services
Manager (CSM) or Compliance Supervisor will review all financial requests prior to submission to the
CSC.

Asrequired for Ryan White Requests:

HIV Verification (if not already on file in CSC office)

Ryan White Consent current in Provide (as well as verified current in client file at NAP)

Ryan White Application verified current in client file at NAP

Attachment One

New lease anytime there is a change

LRC

Income Verification

Supporting Expenses including, but not limited to; HIV related medical bills, utility bills and any
related miscellaneous as needed.

Asrequired for HOPWA Requests:

Lead/Inspection Form first request for unit

Income Verification

Supporting Expenses including, but not limited to; HIV related medical bills, utility bills and any
related miscellaneous as needed.

e HIV Verification (if not already on file in CSC office)

e HOPWA Consent current in Provide (as well as verified current in client file at NAP)
e Cover Sheet

o ERMA Worksheet

o New lease anytime there is a change

e LRC

[ ]

[ ]

[ ]

The Service Request must include a ‘Statement of Need’ narrative, which should reflect all necessary
information to thoroughly explain client’s current situation and valid reason for assistance. Referrals
attempted, partial contributions, client income (or lack thereof), medical adherence and any potential
negative consequences stemming from denial of request should be documented. The request must include
the type, amount and month of service (full month increments). Total amount owed must be indicated with
any late fees noted. Vendor information must be accurate and include the name of individual
landlord/owner or Service Corporation, address, FTIN/SSN and any applicable individual client account
information.

Supporting documentation must be current and relevant to the request. Appropriate and most recent bills
must accompany requests with either the client’s name or address on record noted for service. Income
documentation must be provided for client and any household members and it is presumed that others in the
household will assume responsibility for their own equal portion of all bills.





CSC will review the client profile on Provide including demographic, financial, medical and benefit
information and client relationships. CSC will also review the client activity on Provide including the
action plan, progress logs, referrals, services provided and prior services requested.

CSC will contact the CM with any questions and will consult either the Ryan White or HOPWA Program
Managers as necessary.

CSC will approve, partially approve or reject the request as deemed appropriate.

If rejected, CSC will process the denied request in Provide and send CM an email notifying of such.
Approved and partially approved requests will be processed in Provide and CM will be alerted by email.

Check Requests for Ryan White requests (unless previously denoted as ‘time sensitive’ and requested as
cut at NAP) are sent by the CSC via email to the State contracted accounting firm Doolittle and Associates
with CM included in the email.

The check requests for HOPWA requests are sent by the CSC via email to the Compliance Supervisor, the
NAP Executive Director and the CM. The check is then cut directly at NAP.

CSC does receive check numbers back from both NAP and Doolittle. These check numbers are logged and
all paperwork pertaining to specific client requests is kept both electronically and in files sorted by either
month (Ryan White) or client (HOPWA) in CSC office.






NEBRASKA RYAN WHITE PROGRAM APPLICATION
(PLEASE PRINT CLEARLY)

Today’s Date: / /
Please check the Ryan White program(s) you are applying for:
Part B Part C ADAP ADAP Co-payment Assistance
If you livein lowa, areyou €eligiblefor lowa ADAP? Yes No Pending Don’t Know
Date Eligible: Reason Not Eligible:
Pleasetell us about you:
Legal Name: Last: First: MI:
Maiden/Other Names That You Use or Have Used:
Gender: Male: Female: Transgender:
Date of Birth: Your Social Security Number: - -
City/State/Country you wer e born: City: State: Country:
Areyou a U.S. citizen?  Yes No If foreign born, what isyour Immigration status?
Refugee Visa (Type) Asylee
Other (Please Specify )
What isyour Primary Language?
Marital Status: Single Married Divorced Widowed Separated Partnered
Ethnicity/Race: White African-American/Black
African (Country) Asian
American Indian, Alaskan Native More Than One Race

Native Hawaiian or Other Pacific Islander
Hispanic or Latino(a) (Check one below):

Central American Cuban
Puerto Rican South American
Spanish, Portuguese Mexican/Mexican-American

Other (Please specify):

How Can We Contact Y ou? Thisapplication must be renewed at least every 6 monthsif you are using ADAP

and once per year if you areusing Part B (Title11) and/or Part C (Title111) for you to be considered for the particular
program. We must rely on the contact information you have given usto reach you. Itisimportant for you to tell us

when you move or change your phone number.

Home Phone: Cell Phone: If No Phone, Message Phone #:
Address Where You Reside: Apt:
City: State: Zip:

Mailing Address If Different From Above: Apt:
City: State: Zip:

Isit okay to send mail toyour mailing address? Yes No

HIV/AIDS Status: (Check all that apply)
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HIV Positive:  Yes
Date of HIV+ Diagnosis:

City/State of HIV+ Diagnosis: /
AIDS Diagnosis. Yes
Date of AIDS Diagnosis:
City/State of AIDS diagnosis: /
What isyour most recent CD4 Count? Date: Where completed?
What isyour most recent Viral Load? Date: Where completed?
How wer e you Exposed to HIV?
Men who have sex with men Pediatric Exposure:
Injection drug use Sexual abuse/contact
Men who have sex with men and Injection drug use Mother with or at risk for HIV

Heterosexual contact
Hemophilia/transfusion/other

Hemophilia/transfusion/other

Care Provider Emergency Contacts: Please complete as much as possible

Primary Care Doctor:

Address:

Doctor Providing HIV Care:

Address:

NAP Case Manager:

Emergency Contact: Name:

Address:

Relationship To You:

Emergency Contact: Name:

Address:

Relationship To You:

Health Care Cover age:

Do You Have Health Care Coverage?

Phone #:
Phone #:
Phone #:
City: State: Zip:
Is He/She Aware of Your HIV Status? Yes No
Phone #:
City: State: Zip:
Is He/She Aware of Your HIV Status? Yes No
Yes No (If you are employed, there is a possibility you have

access to health insurance through your employer. If you do not know if you have health insurance available to you,

please ask your supervisor.) If you areworking full timeand do NOT have health insurance please tell uswhy:

6-2013
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If you do have health care coverage, pleasetell usif you have: (check all that apply)

Medicare Part A Part B Part D
Medicaid (Please indicate in what state )
CHAMPUS

CHIP Poalicy (Please indicate in what state )
VA Medical Benefits

_____ Health Insurance Policy through Employer
____Individual Health Insurance Policy
____Insurance Policy through Spouse's Employer
______ COBRA Insurance Palicy

Primary Health Care/General Assistance

______ Other (Please specify: )
Name of Insurance Company: PPO HMO __ POS
Insured’s Name: Insured’s SS#:

Policy #: Group #:

Address: Customer Service Phone #:

Doesyour insurance cover all prescriptions? _Yes _____No

Do you have a co-pay for prescriptions? Yes _____No

If yes, please indicate how much your co-pay is per prescription: $

Do you have access to coverage for eye care? ___Yes __No
If yes, are you covered? _Yes ____No
Do have accessto coverage for mental healthcare?  Yes _____No
If yes, are you covered? __ VYes ____No
Do you have access to dental cover age? _Yes _____No

Armed For ces: (If you served in the Armed Forces you may be eligible for Veterans Administration benefits.)
Have you ever served in the Air Force, Army, Coast Guard, Marines, National Guard, Navy, or the Reserves?
Yes No If Yes, Do you qualify for VA benefits Yes No Don’t Know

If you have served in the Armed Forcesyou can learn more about possible Veterans Administration Medical
Benefits by calling the VA Eligibility Benefits/Registration phone #: (800) 451-5796, Option 9, and then extension
3244).

If Eligiblefor Medicaid and/or Medicare:

Medicaid # Date applied:
The State you are eligible in Date eligible:
Spend down Amount: $ Pending: Yes No

If eligible, please provide the name of your Medicaid worker and his/her phone #:
Name:

Phone #: ( )

If you applied and were denied, please tell us the reason you were given:

Medicare# Part A Date Eligible:
Part B Date Eligible:
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Have you enrolled in a Medicare Prescription Part D plan? Yes No
If Yes: Plan Name:

Are Medicare premiums deducted from your Social Security check? Yes No

| ncome/Ben€fits:

** Proof of your incomeisrequired to determine eligibility for Ryan White Services. **

To beconsidered for the Ryan White Program, you must provide proof of your income.
Thismay beyour Social Security Award L etter or your last two pay stubs. If you are paid
in cash, please ask your employer for aletter stating how much you make per hour and
the number of hoursyou work per week. If you do not have any income, pleaseinclude a
statement that includesthe reason why and how you are being provided for. If you do not
include your proof of income or an explanation asto how you are being provided for, your
application will be considered incomplete, and we will not be able to processthe
application until this documentation isreceived.

Your Current Source of Income: (Please check all that apply)

___ Full Time Employment _____Unemployment

____ Part Time Employment ____ Sdf-Employment

_____ Retirement/ Pension VA Bendfits

_____ Other (Please Specify):

_ Social Security Disability (Date Found Disabled: If pending when did you apply? )
_____Short Term or Long Term Disability through job (Date Began: Date will end: )
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| ncome/ Benefits (continued):

YOUR CURRENT HOUSING SITUATION:

Mortgage

Rent

How many people including your self are you legally responsible for ?

Please Complete- If Not applicable please indicate with N/A

Homeless

Living with Family/Friends

GROSSINCOME: EXPENSES:
AMOUNT AMOUNT
(per month) (per month)
Your Employment Income
(before taxes/deductions/ $ Rent/Mortaage Pavment $
garnishments) gage may
Utilities: Gas/Water $
Self-employment $ IErIweoCr;{:C i
Trash $
. Automobile Payment/
Unemployment Compensation $ Transportation E>>/<penses $
Veterans Benefits $ Automobile Insurance $
Social Security Disability Income $ ] . $
(SSDI) Automobile Gasoline
: $
Supplemental Security $ Health Insurance-Monthly Co-Pay
Income (SSI) Health Insurance-Yearly Deductible
$
Short Term Disability $ Medical Bills $
Long Term Disability $ Pharmacy Expenses $
Rental Property Income $ Credit Cards $
Worker’s Compensation $ Personal Loans $
TANF (Temporary Assistance for $
Needy Families) Student Loans $
Food Stamps $ Child Support $
Relatives/Others $ Food/Necessities $
Other $ Other Expenses $
*TOTAL INCOME $ TOTAL EXPENSES $

*Refer to Current HHS Poverty Guidelinesfor client eligibility information.

I, , UNDERSTAND AND AGREE TO THE FOLLOWING:
(Please Print Clearly)
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1. The standards for eligibility and participation in the Ryan White Part B Program, Ryan White Part C Program, and the
Ryan White AIDS Drug Assistance Program (ADAP) are the same for everyone
regardless of race, color, national origin, age, handicap or sex.

2. This program involves the receipt of federal funds. The Nebraska Department of Health and Human Services Ryan
White Part B Program/AIDS Drug Assistance Programs, the University of Nebraska Medical Center Ryan White Part
C, the Western Community Health Resources Ryan White Part C Early Intervention Services and the lowa Ryan
White Programs reserves the right to limit or deny services in order to adhere to the budgetary limitations of the
Program.

3. | hereby grant permission for the Care Coordinator, Case Manager, Provider, the Nebraska Department of Health and
Human Services, the University of Nebraska Medical Center, the Western Community Health Resources and/or the
lowa Ryan White Programs to discuss this application and all items related to my application, with my physician,
pharmacy, service provider, dentist, social worker and caseworker as it relates to Ryan White services. | understand
that information will not be released to any person or entity not included in this agreement without my consent.

4. | hereby give authorization to allow my physician, medical care provider, mental health care provider, pharmacy and
treatment facility to release medical information and financial billing information pertaining to my care to the
Nebraska Department of Health and Human Services, Ryan White Part B/ AIDS Drug Assistance Programs, The
University of Nebraska Medical Center Ryan White Part C Program, the Western Community Health Resources Ryan
White Part C Program and the lowa Ryan White Programs. | understand this information will be used to evaluate my
care and provide statistical data pertaining to program evaluation and quality assurance activities.

5. 1 agree to promptly notify the Program Coordinator/Case Manager/Provider if there are any changes in my name, sex,
address, living situation, physician/care provider, Medicaid/Medicare/private insurance status, marital status,
residency/immigrant status, economic status, or any other life changes which may impact my eligibility for services. |
understand that | must apply every six months for ADAP and annually for Ryan White Part B and Part C services so
that the program can determine my eligibility.

6. | certify all the statements made on all parts of this registration are true and complete to the best of my knowledge. |
realize that falsification of information may subject me to immediate disqualification of participation in Ryan White
services.

*** Please note: Your Signatureisrequired to determineyour digibility for Ryan Services***

SIGNATURE OF APPLICANT DATE
Case Manager Medicaid Certification:

Upon review/completion of this application, thisisto certify that thisclient DOES/DOESNOT qualify for Medicaid assistance
as of the date (update) of this application. (Circleone)

Case Manager/Provider Date
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VERIFICATION OF BENEFITS
Ryan White Part B Program

I, , have applied for Direct Emergency Assistance through the Ryan

White Part B Program. The United States Government requires verification of insurance or lack thereof.

QUARTERLY

I state during this verification process that I DO have insurance at this time*
I state during this verification process that I DO receive TANF at this time in the amount of
I state during this verification process that I DO receive Medicaid at this time.
ANNUALLY
I state during this verification process that I DO receive Medicare at this time.
I state during this verification process that I DO receive SSI/SSDI at this time in the amount of
T access Ryan White Part C program

T access NE ADAP program

T am on a patient assistance program for medications/care

I understand that it is my responsibility to report any change in any of the above within 10 business

days after such change.

I verify that all statements regarding my insurance coverage (or lack thereof) are true and that
this Verification of Benefits Statement must be verified and completed with my Case Manager every
3 months.

Signature:

Applicant
Witness:

Case Manager
'‘BENEFITS VERIFICATION STATUS MUST BE REVIEWED AT LEAST EVERY 3 MONTHS BY CASE MANAGER AND

CLIENT.
*(Current card must be kept on file).
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VERIFICATION OF Insurance BENEFITS
Ryan White Part B Program

I, , am accessing services through the Ryan White Part B Program. The

United States Government requires verification of insurance or lack thereof.

I state during this verification process that I DO have private insurance at this time.(quarterly)

Name of Insurance: Policy Number

I state during this verification process that I DO receive Medicaid at this time.(quarterly)

State ID Number:

I state during this verification process that I DO receive Medicare A and B at this time.(yearly)
Medicare Number: Effective Date:

I state during this verification process I have Medicare Part D(yearly)

Part D Plan Name: Part D Number:

T access Ryan White Part C program (yearly)
I access NE ADAP (AIDS Drug Assistance Program) (yearly)

I am on a patient assistance program for medications/care (yearly)

I access other insurance options (VA, extra policies, IHS)(yearly)

Plan Number:
I understand that it is my responsibility to report any change in any of the above within 10 business
days after receiving verification such change (copy of new card or approval of benefit).

I verify that all statements regarding my insurance coverage (or lack thereof) are true and that
this Verification of Benefits Statement must be verified and completed with my Case Manager every
3 months. If my insurance changes I must complete a new Verifications of Insurance Benefits form
with my case manager.

Signature: Date:
Applicant
Witness: Date:
Case Manager
Those denoted as yearly must have form completed one time a year. Those denoted as quarterly must have
client sign one time a year and must review with client quarterly.

Reviewed By:

Case Manager: Date:
Case Manager

Case Manager: Date:
Case Manager

Case Manager: Date:
Case Manager
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