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•HDAP Long Form Review

•HDAP Short Form Review

•HDAP Rapid Eligibility Form Review

Topics for the Day





Long Form Overview



Section 1- Applicant Information

999 99 9999

Cure H Ivy

12345

01

Worcester
678 Mulberry Lane

197001

9

Cure H. Ivy

01601MAWorcester

12345

Martha



All the information in section 1 of the application is REQUIRED: Failure 
to complete this section in will delay application processing and may result in the 
application being rejected

• Social Security number

q 123-45-6789 – Accepted

q XXX-XX-6789- Rejected

q Clients that do not have a valid SSN should input 999-99-9999. Do not 
indicate an SSN that is not valid

Applicant Information 



• Clients that do not check 8A on their application will have all HDAP notifications 
sent to their listed mailing address.

• If 8A is checked all notices will be sent to their Case Manager of record. Please 
discuss this option thoroughly with your clients.

• 8A will determine where HDAP will send future notices
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English

Gambia



774 123-4567

C.H

C.H

Curehivy23@gmail.com

617 502-1700

Clients who initial and check the consent to contact boxes for phone and/or 
email are giving permission for representatives from HDAP/BRIDGE/CHII to 
contact them directly as needed and leave a voicemail if we are unable to 
reach them. Clients who list a phone number but do not check the box 
indicating that that a voicemail is ok and initial below, may get a call from us, 
but we will not be able to leave a voicemail if they do not answer.

C.H

C.H



Clients that do not want representatives from HDAP/ BRIDGE/CHII to contact 
them can check "Please do not contact me by phone...". We will 
contact their Case Managers directly as needed.



Section 2- Income Information

$35,500

For question #21 please check all appropriate income sources and 
provide all relevant proof of income documents with the 
application.



Section 3- Optional Alternate Contact and Signature

Mister Ivy

Husband
06 01 2021Cure H. Ivy

• Clients can choose to elect another individual (friend, family, etc.) 
to speak to HDAP staff of their behalf by completing Section 3-
Alternate Contact, on their application. If they do not complete this 
section, we will only speak to the client or their Case 
Manager/Provider regarding their care.

• Case Managers do not need to list themselves as an alternative 
contact in this section.



Section 4- Provider Information

John Doe

Worcester

John Doe HIV Institute

742 Evergreen Terrace

MA 01601

774 111-1111 1 774 222-2222

JohnMDoe@JDInstitute.org

John Doe HIV Institute

Marge Simpson, RN

Infectious Disease

742 Evergreen Terrace, Building 2

Worcester MA 01601

774 333-3333 3 MargeJSimpson@JDInstitute.org



Marge Simpson

534
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04 20 2021
04 20 2021

RN1234567 06 01 2021



• Provide your contact information as a case manager

• Questions #26-34 should be completed by a healthcare provider with a medical 
license # (RN, NP, DO, MD, PA)

• The clinician signature must provide a signature dated within 6 months.

o Applications that are received without a clinician's signature or a signature 
that is out of date will be considered incomplete.

• Lab results must be included and should be from within the past 12 months

o Recertifying clients do not need to submit new CD4 labs

o New clients and clients that have been inactive for two or more years must 
submit CD4 labs

o All clients must submit Viral Load lab results dated within 12 months

Provider Information



Gower's Drug Store 1010

320 Sycamore Street

Worcester MA 01601

774 444-4444 774 555-5555

Section 5- Pharmacy Information

• Clients need to designate a primary pharmacy

• If a second pharmacy is needed, please provide the secondary 
pharmacy's information to HDAP staff

• Inform HDAP immediately of pharmacy changes to ensure co-pay 
coverage



Section 6: Insurance Coverage/Co-Pay Information

9.00

• Check all active insurance types
• Make sure that the maximum co-pay or co-insurance amount on 

the application is accurate. Discrepancies may result in clients 
having difficulty at the pharmacy getting their covered meds

First Life Health Premier PPO
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Section 7: CHII Information

• Clients that check #39A. Are indicating that they would like CHII to 
establish or continue payments for an insurance premium on their 
behalf. Please provide a recent premium statement with the application in 
order to establish or continue CHII payments

• Clients who are offered employer sponsored insurance and would like CHII 
to establish payments, should provide a copy of an employer insurance 
benefits summary and an employee premium deduction letter 
provided by employer/human resources department



Section 8: Certification Statement (All Applicants Must Sign)

06 01 2021Cure H. Ivy

• Long form applications must be signed by new clients. Applications for 
new clients received without the client's signature will not be 
approved



Short Form Overview



• Clients who are active in HDAP after submitting a Long Form 
are eligible to recertify using a Short Form or Self-Attestation 
Form

• Short forms must be received before the client's current 
termination date.

• Short forms received after the client's termination date will 
not be accepted, and clients will need to recertify using the 
Long Form

Who Can Use the Form?



• Name

• Date of birth

• SS#

• Phone number

• Residential address

• Mailing address

• Demographic info

• Consent to contact 

• Proof of Income

• Proof of residency 

• Case manager info

• Clinician info

• Clinical status

• Mode of exposure

• Lab results

• Clinician signature

• Pharmacy

• Insurance Status 

• Max co-pay

• CHII info (if rel.)

• Client or CM signature and 
date

Initial 

• Name

• Date of birth

• SS#

• Contact information

• Mark where to send 
mail

• Client or CM 
signature and date

6 month recert

• Name

• Date of birth

• SS#

• Phone number

• Residential address

• Mailing address

• Demographic info

• Consent to contact 

• Proof of Income

• Proof of residency 

• Case manager info

• Clinician info

• Clinical status

• Mode of exposure

• Lab results

• Clinician signature

• Pharmacy

• Insurance Status 

• Max co-pay

• CHII info (if rel.)

• Client or CM signature and 
date

Annual recert



Self-
Attestation 

(Short) 
Form



Sections 1-3. Client Information

Form

All the information in sections #1-3 are REQUIRED: Failure to complete these 
sections in their entirety will hold up the application processing and may lead to 
rejection
• Social Security number

q 123-45-6789 – Accepted
q XXX-XX-6789- Rejected

• Mark either ‘My Case Manager’ or ‘My Mailing Address’ checkbox
q If left blank or if both are chosen, the application could be rejected
q Information provided will determine where HDAP will send notifications to



4. Mailing Address and 5. Case Manager Information

Form

• If there is no change, mark the “no change” checkbox and STOP
• If there is a change, mark the “change” checkbox and write the new 

mailing address

• If there is no change, mark the “no change” checkbox and STOP
• If there is a change, mark the “change” checkbox and write the new case 

manager contact information
• Mark preferred form of contact. If left blank, we will default to “Phone”
• If you want to periodically receive important information from 

HDAP/CHII/BRIDGE like this webinar, provide your email address



6. Residential Address and 7. Income

• If there is no change, mark the “no change” checkbox and STOP
• If there is a change, mark the “change” checkbox, write the new 

residential address, AND provide a new proof of residency 
documentation

Form

• If there is no change, mark the “no change” checkbox and STOP
• If there is a change, mark the “change” box, calculate and list the new 

annual gross income amount, and check all boxes for sources of income



8. Pharmacy and 9. Insurance Status

Form

• If there is no change, mark the “no change” checkbox and STOP
• If there is a change, mark the “change” checkbox and write the new pharmacy 

information

• If there is no change, mark the “no change” checkbox and STOP
• If there is a change then please indicate the date that their new 

insurance became effective, and what their new insurance is
• For clients that have new Private Insurance – insurance name and 

maximum copay amount ARE REQUIRED



10. Requesting CHII Coverage and 11. Signature

• Clients who would like CHII to pay a health insurance premium should mark 
section 10

• Submit a copy of a recent insurance premium statement (dated within 3 
months) or employee deduction letter (dated within 1 year).

Form

• If client and Case Manager complete form together (in-person)
q Client signs and dates

• If Case Manager completes form on behalf of client (by phone)
q Case Manager (only) signs and dates

• If client completes form by themselves
q Client signs and dates



Self-Attestation Requirements Quick Reference Guide



Rapid Eligibility Determination 
(RED) Form



Rapid 
Eligibility 

Determination 
form



o The one-page Rapid Eligibility Determination form (RED) was created to provide 
quick access to lifesaving HIV medications for newly diagnosed clients.

o Currently, RED form can be used by anyone who is applying to HDAP for the first 
time

o RED must be completed in full and signed by both the client and a clinician.

o No supporting documentation is required.

o RED is processed urgently by HDAP.

o Client receives 3 months of temporary HDAP coverage but, must submit a full 
HDAP application, with supporting documents, to receive full coverage.

o Case managers should always contact HDAP when submitting a RED. Secure 
emails should be clearly titled as Urgent/RED. Call our main number regarding 
any RED sent by fax.

Rapid Eligibility Determination (RED)

32



Important Application 
Reminders



If in need of urgent processing:

1) Call HDAP staff directly to discuss urgent need (i.e. 
insurance is being cancelled, 100% request, etc.)

2) Fax completed application and/or premium statement to 
HDAP
o Call HDAP staff to inform us of the time, date, and number of 

pages of the fax that was sent so we can identify it in our system 
quicker

*Please allow 24-48 hours for processing time

Requesting Urgent Processing



To be considered for 100% coverage:

1) Must be active in HDAP or have an application in-house

o If a client is without insurance and inactive, they will need 
to submit a new Long Form application and supporting 
documents before they can be approved

2) Must be uninsured and lack access to Health Safety Net

3) Case managers must submit a 100% request letter explaining 
how the client lost insurance and what they are doing to get 
enrolled in coverage

4) Contact HDAP for individual case review

Requesting 100% Coverage



How to Submit HDAP Applications

• Fax @ 617-502-1703
• *Send with fax cover page

• Mail
• In-person delivery
• Email

• https://web1.zixmail.net/s/login?b=c
rine



Applications may be rejected if they:

• Are missing any pages;

• Missing sections of personal information;

• Missing provider/clinical information;

• Missing the client signature;

• Missing a proof of residency document;

• Missing a proof of income document;

• The application is illegible.

Application Rejections  

Note: When applications are rejected, we highly recommend 
that you cross-reference the list of potential rejection reasons 
with your previously submitted application.





• Proof of residency is documents are required for the Long Form. Applications 
that are missing a residency document will not be approved.

o Proof of residency documents are required for the Short Form only if a 
client's residential address has changed since they submitted their last application

• Documents must be dated within 6 months

• If a client is homeless and does not have formal proof of residential address 
HDAP will accept a letter from their Case Manager stating where they reside

o All case manager letters must be written on agency letterhead, signed and dated

• Acceptable documents include

o Case Manager letter, Utility bill, Current Driver's License/MA ID card, current lease, 
patient demographic sheet, Award letters from SSA or DTA, MassHealth/Health 
Connector, documents, etc.

Proof of Residency Reminders

For more information, please refer to the 
HDAP 101 training.



• Proof of income documents are only required for Long Form applications

o HDAP may ask for income documents for Short Form applications if the 
client's apparent income would disqualify them for HDAP services

• Clients must submit documents for all sources of income

• Acceptable documents include:

o Two recent paystubs from different pay periods showing gross income for each job

o Document showing unemployment compensation

o Awards letters or bank statements

o If no formal documentation of wages; a case manager letter stating client’s weekly, 
monthly, or yearly gross income and its source

o If client has NO income; submit a case manager letter stating client has $0 income 
and identify source of support (i.e., family, friends, church, community resources, 
savings, etc.)

Proof of Income Reminders

For more information, please refer 
to the HDAP 101 training.



MassHealth 
Determination



MassHealth Determination Reminders

• A MassHealth or Health Connector determination document must be submitted 
to HDAP every 12 months; even if clients do not anticipate being eligible

• HDAP may request MassHealth determinations if a client's income or insurance 
status has changed

• Clients do not have to submit MassHealth determinations if they are active in:
o MassHealth (Standard, Family Assistance, CommonHealth, etc.)
o Clients (age 65+) who previously submitted the MassHealth SACA-2 

application and were denied due to income and/or assets.
o MIC (MA Insurance Connection)
o ConnectorCare 1, 2 or 3 plan through the Health Connector









The reported FPL and the program eligibility 
must "make sense" in order to be 
accepted as a MassHealth determination

The application submitted date 
must be within 12 months



Questions?



How to Contact Us

HDAP
617-502-1700

BRIDGE Team
617-502-1700, press "1", then press "5"

BRIDGEteam@Crine.org

Massachusetts HIV Drug Assistance Program

c/o CRI of New England

The Schrafft City Center

529 Main Street, Suite 301

Boston, MA 02129

www.crine.org
800.228.2714 (toll-free)

617.502.1703 (fax)

http://www.crine.org/

