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How do I enter and

upload a new MSP
(ADAP, MDAP, HIAP,

HIP) Application?
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INDIANA STATE DEPARTMENT OF HEALTH
STATE HEALTH GATEWAY

Recover Password Fegister User Help

T he Indiana State Department of Health - State Health Gateway is a health Secure Account Signln ‘H%.,

portal dedicated to providing information and services to health care

professionals, labs, local health departments, and Health Information Exchanges User Name:

(HIE) in Indiana. T
Password:

The State Health Gateway web portal is a comprehensive entry point fora huge —ﬁyﬂﬂ'—lJ '

arrmy of resources and services. Qur portal provides information and resources, Forgot Password? ‘

news, research and statistics, online tools, discussions and newsletters pertaining Creats New Account

First Log In
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App Admin My Profile Home

INDIANA STATE DEPARTMENT OF HEALTH
STATE HEALTH GATEWAY

Logged in as Brittany L Sichting Logout

1% Casze Management Syste

ISDH Gateway Messages Gateway Account Info

'Lp FPlease report any issues to Brittany or Phil. Thanks. Brittamy L. Sichting

Email:
bsichting@isdh. in. gov
. . FPhone Number(s):
Quick Info Links (217) E-Eg-lfl]lzﬂ %279
Organization afiliations:
® Maternal and Child Health INDTANA STATE DEPARTMENT OF HEALTH
# Indiana Intelligence Fusion Center
# Indiana State Department of Health Address(es):
# Indiana Birth Defects and Problems Registry 26 N ARSEMAL AVE
# Severe Adverse Event Reporting (Documentation) INDIANAPOLIS, IN 456201
# Mewborn Screening Coding and Terminclogy Guide Office (Primary)
# Centers for Disease Control and Prevention (CDC)

If any of this contactinformation is outof date,
please update it in the "My Profile” page.

CORYRIGHT = 2014, INDIAMNA STATE DEPARTMENT OF HEALTH, ALL RIGHTS RESERVED
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| e ISt O authonZed users 10r this care site 15 given below, IT you notice a user, Whno 15 no 1ont

with details.

View Client Data | SSN-

Transfer Client to this site |

i

Hiv Services for Chents | Olick here for application: 1SDH Elgibility Application

 SQL Reports |

By
s Tl
e ! ’h.‘-
¥ .
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HIV

Welcome Brittany Sichting

Enter Search Criteria
ACAPS 1D HSP ID:

OR

SSN _

OR

Last Name: and Date of Birth{mm/dd/yyyy}: _

(Enter Both Last Name and DOB combination or S35n only)

| Veerify Eligibility |

| Client Eligibility Reports |

Indiana State
Department of Health




FILL IN EVERYTHING!

HIVe Services Eligibility

* figlds are required figlds

Client Id:

SEN:

Date of Birth

First Name

¥ -
¥+

Ethnicity: ¥l°

Hace White [0 Black [ Asian

Wative Hawaiian/Pacific Islander 1 Amencan Indian or Alaska Native

Race Sub Groups:

f HispaniciLatino : v
fAzizn Race ¥
f Mative Hawaiian/Pacific lslander: L

Risk Facton

Male who has sex with male(s) (M3M) [0 Injecting drug use (IDU) [ Hemophilis/coagulation disorder
Heterosexual contact ) Receipt of blood transfusion, bloed components, or tissue
Mother wiat risk for HIV infection (perinatal transmission) 1 Risk factor not reported or not identified

Health Coverage” pick one or more Private — Employer ' Private — Indwidual &) Medicare [ Medicaid, CHIP or other public plan

Wi, Tricare and other military health care O |HS [ Other plan & No insurance/uninsured
Housing Status /Status Date ¥ | Siztus Date -

Federal Poverty Level

Enmllment Status
HIVf Diagnosis Year(YY'YY)

m cormespondence
pecific mailing

Mailing Address Line1

Mailing Address Line2

Mailing City

Mailing State

Mailing Postal Code

Applying for (required)

Care Site {required)

Care Coordinator Name (required)

Remarks

Save Data for Client

d

¥

Indiana State
rtment of Health




MOST IMPORTANT CHANGTE!

Applying for (required) v

Applying for (required) @Medical Services And Hiv 5&wicea>

TH E N H IT ﬁ save Data for Client Indiana State

Department of Health



ERTIFICATION OF UNDERSTANDING

JNease read the statements below and click "I Agree" button below to certify that you understand the terms of this application. A reference to “Program™ refers to the Indiana State Department of
Jealth (ISDH) Medical S ervices Program or any successor program(s).

Youcan dowload or print these document(s) for your reference Notice of Privacy in English Notice of Privacy in Spanish Reference Page for Cliemrs  Federal Poverty Guidelines 2017

I certify that the mformation in this application is true and accurate to the best ofmy knowledge. Tunderstand that I may be disqualified from this Program and prosecuted fr willfillly providing fake mformation
Tunderstand that the infhrmation requested on this application is for the purpose of determining nry eligibility for a federally finded program. The finding is limited and mav expire at any time without extended or
alternate finds being available.

3. Tunderstand and agree to submit petiodic information regarding my contimed eligibility for participation in the Program, mchuding proof of income, proof of residency, altemate health insurance coverage
documentation, re-certification forms, and general update forms provided by ISDH. To fadlitate icome verification, I authorize ISDH to execute the Intemal Reverme S ervice Form 4506-T on my behalf

4. Tagreeto notifyy, or to have my Care Coordinator notify, ISDH of any circumstances affecting my participation in, or eligihdlity for, the Program. I agree to notify ISDH within thirty (30) days of a change in
address and understand that all Program correspondence wil be sent to the address I have on file with the ISDH.

5. Tunderstand changes in mv simation will be evaluated to determine comtinued eligibility for the Program. T will be notified in writing if T am to be discontinued fom any of the Programs.

6. Tauthorize my physician, other health care providers, treatment center, Care Coordinator, third party health insurance administrator, health insurer, emplover, or entity under contract with the ISDH to provide
claims processing services to release information necessary to detemmine my eligbility for services or to facilitate Program services.

7. Tacknowledge that my program benefits may include the payment of premiums by the ISDH to an insurance carrier chosen by ISDH (“the carrier™). In consideration ofsame, T hereby authorize and direct the
cartier to directly reimburse the ISDH for any unused premium paymerts should my policy with the carrier terminate or be cancelled for any reason, induding but not limited to fiture inelighility, death, vohmtary
termination, imvohintary cancellation, or termination by operation oflaw.

8. Iagree to indemmnify and hold the carner hanmless fom any and all daims for making premium reimbursement pavmerts directly to the ISDH or any entity under contract with the ISDH in connection with
Program services. [ agree to indermnify and hold the ISDH, or any entity under contract with the ISDH in connection with Pro gram services, harmless fom any and all claims r receiving premium reimbursement
paymerts directly from the camier. This agreement shall be binding on my administrators, executors, heirs, successors and assigns and shall remain m full force and effect during the time period in which I am
enrolled in the Program I agree to reimburse the ISDH for any and all premium reimbursement p ayments that are paid to me in error during my enrollment.

9. Iauhorize the carrier and the ISDH to release information to my physicians, Care Coordinator, other providers, reatment centers, pharmacy benefit managers, state and £deral agencies, third party
administrators, or health insurers to faciliate provision of Program services. Further, I authorize the carrier and the ISDH to release my enrolment, elighiliv, and service utihzation records and other information
necessary to facilitate provision of Program services to any entity under contract with the ISDH to provide medical or health insurance services, inchiding but not limited to claims processing services.

10. Tunderstand that mv records are protected under the state law (16-41-8-1) relating to confid entiality ofmedical or epidemiclogical imformation mvolving a commumicable disease (410 IAC 1-2.1) and/or under
the federal regulations governing confidentiality of alcohol and drg use Patiert Records, 42 CFR Part 2, and cannot be disclosed to any other enfity except those referenced herein without my wiitien consent.
11. Iauthorize the ISDH to contact the Altemate Contact Persons listed within this application or any subsequent enrollment record amendment when wnable to contact me.
12, Tunderstand that I may revoke this authorization at any time in writing. However, the release shall remain valid until such time as I inform the admimistrafor of'the Program, in writing, of ny wish to tenminate
services in the federally finded Program, or untl such time as I no longer qualify for these services, whichever ocours first, except to the extent that action has been taken in reliance on this authorization. s
13, A copy ofthis awthorization has the same effect as an original. Fo4
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Document Uploading Time

File(s) to Upload to ISDH.
Upload File(s)

Mote: The following file types are accepted: pdf. prng, qif, jpag, and tf.
*More information related to accepiable documenis can be found on the application.
BEeminders:

1. ¥ou must have the full application uploaded. Enrcliment specialist use information in the packet to enrcll clients.
2 Eligibility documents to be uploaded

1. Proof of Status-Examples
1.Lab report that shows a detectable HM viral load
2 Lab report that shows positive confirmatory HIVW testing
3.Hespital Discharge Summary
4 Mofification or wverification from physician

2 Proof of Income-Examples
1.U. S Individual Income Tax Returm
2. Stubs—Pay &0 days
3.W - 2 formi(s) — Must be for the most recent prior tax year
4 Supplemental Security Income{=31) or Social Secunty Disability Insurance(S5S0D1) benefits notification
5. Workforce Development form

2. Proof of Residency-Examples
1_Indiana Drver's License or State 1D
2 Hility Bill
J.Indiana Tax Retum
4 _Mortgage or lease / rental agresment
5. Letter from homeless shelter
6. Immigrant Exception Statemasnt

4 Payer of Last Resort form

S Medicaid verification form

Important note: Maks the location of the file path smaller Example Cimydocumentsichentelientoos and File name small and mesaningful and with no special characters like * &etc;
Othenmise you may get fiille uplcad emor.

Upload File: s
Choose File | Mo file chosen ﬁg
Indiana State

Department of Health




OK.
Now what?

1.

2.

4.

5.

3.

Reminders
You must have the whole application uploaded as
well as supporting documents.

During the state of emergency we will take a word
document stating that the client is making a certain
amount, and that the NMCM affirms they are
eligible.

Once you submit your files, you are done.

You will get an email confirming your application is
received.

If more information is needed in the application, one
of the enrollment specialist will reach out to the
NMCM/CC listed on the application.




Eligibility

Reminders

[ndiana State
Department of Health



What do I need to upload?

* You must have the full eligibility application uploaded.
° You can flnd the flllable PDF |n HIVe. Hiv Services for Clients | Click here for application: ISDH Eligibility Application

* Try and upload as many eligibility documents as possible.

* During the state of emergency, we understand that all documents
may not be able to be gained.
* If the client can snap a picture and send to you great!

* If not, we will take a word document from the NMCM/CC stating the client is
enrolled during the COVID-19 outbreak, and you are taking on the full
responsibility with the clients eligibility for the program.

* Documents will need to be upload within 60 days.



What makes someone eligible?
* At or below 300% of poverty level

« HIV Positive
 Indiana Resident
* Payer of last resort form

e Medicaid form

* 4506-T (recommended, not required) Indiana State
Department of Health



Common Income Documents

U.S. Individual Income Tax Return

%

Pay Stubs- Must be most recent $ o

W-2 form(s) - Must be for the most recent prior tax year

Supplemental Security Income (SSI) or Social Security
Disability Insurance (SSDI) benefits notification

Indiaﬂé State
Department of Health



Common Residency Documents

Indiana Driver’s License or State ID
Utility Bill
Indiana Tax Return

Mortgage or lease/rental agreement

Letter from homeless shelter

[ndiana State

Immigrant Exception Statement Department of Health




Common HIV Status Documents

Lab report that shows a detectable HIV viral load

Lab report that shows positive conflrmatory HIV
testing R YA

Hospital Discharge Summary

Notification or verification from physician

.y
i

[ndiana State
Department of Health



This is a new form eft. 11/1/18- this is to show that
clients understand the importance of applying for
Medicaid. If the client is already on Medicaid, then

just check that box.

HIV Services Program Medicaid Verification Form

v checking the box below, vou confirm that vou ars applying for Indiana Medicaid. Personz whe mav be eligible for
sledicaid but do not apply for Medicaid coveraze may be meligible for Eyan White-funded services. The application
process may require more information, which vou also azres to provide in 2 timely manner. 7J

'zt Wame: Click here to enter text.
.ast Name: Click here to enter text.
Jate of Birth;Click here to enter text.

tocial Sacurity Mumber;Click here o enter text

Jate of Meadicaid Application;Click here to enter text.

Care Coordination 3ite -, Chick here to enter text.
Care Coopdinator - Chek here to enter text.
Contact Phone Number: Click here to enter text.

pon applhication to any Medicaid program, the Indiana Famuly and Social Services Admimstration (F35A) has 43

ovs to review all new applications, as well as re-applications. The tabla below 1z to track each step of the application
‘peszs. Please melude the date, action plan, and any other notes m regards to the zpplication process. The follow up
seuments showing Madicaid approval, denial, or pending status must be meluded with this form fo document the
splication process. If clisnts are approved for Medicaid, a Feport of Change needs to be submitted to
spenrollment@ishd. in.gov to remove them from HIV medical services.

Date Action/Ttems Needed Follow Up/MNotes

OF they are already on 2 Madicaid program.

By checking this besx, you are varifying that the applicant doss not meet the income regulations for Meadicaid

O

Applicant’s Signafre:

Date:




This is a new form eft. 11/1/18- this is to show that
clients understand that Ryan White funding is the
payer of last resort. IF there is other coverage like
Medicaid, employer insurance, or other that the
client can use, that is to be used prior to RW funding.

Health Care Coverage Enrollment Checklist

All Indiana fundad Caza Management sites will vigorously pursns enrollment info health care
coverage for indriduals who may be elizible for Meadicaid, Medicars, emplover-sponsorad
health msurance coverage, Qualified Health Plans through the Marketplace and/or other privata
health imsurance and will docwment efforts i client file (ISDH HSP Policy #18-03: “Vigoroushr
Purzumg Client Health Care Coverage Enrollment Policy™). Documentation that Casze Managers
have vigorously pursued other health coveraga will include copiaz of or notes m the client’s fila.
Clisnts must place their inrtizls beside sach category to ventfy iz completion:

Zersenmg for coverage eligibility for other haalth coverage.

Proof that the cliant 15 not eligible to obtam other health coverage, inchiding but not limitad to proof
of an exsmption.

Detailed affortz to educate the cliant about othar haalth coveraga options meludimg MMedicaid,
Wledicare, employer-zponsored health insurance coverage, Crualified Health Plan: through the
Mlarketplace and/or other private health msurance, ste.

Informational letters, brochuores, or other materials provided to the clisnt to aducate about other health
coverage options.

Client’s ackmowledzerant of education and therr decision about enrolbment

Detailed efforts to enroll/apply or referral for aszistance with enrollment’applications for other health
coverage options including Medicaid, Medicare, emplover-sponserad health msurance coverage,
Qualifisd Health Plans through tha Marketplace and/or other private health imsuranca, ete. Clisnts
will ba zcreened dunng the anmual and semi-annual eligtbility recertification process for eligibility for
other types of haalth coveraga (or any other alternative pavment source). All clisnts must be
mformed about all pozsible health coverage available and the conzaquences (meluding pozzible
penalties and financial mpact) for net applying/pursoms health coverage. This meludes finaneial
checks that may be sent to clients for retvoactrve pavment whila enrolled 1 the Evan White Program.
Initialing thiz box enforces the requirement to retum checks to ISDEH.

I have been provided with all of the above listed information regarding myv health coverags cholces:

Cliant 3ignature:

Caza Manager's Signature for Venfication:




The 4506-T is not required, but recommended for use
during an HSP application. This form allows us to

get up to date reported income on clients.

roem 45%-"' Request for Transcript of Tax Retum

’ & D niok sign this form wnikess ol appilcabio Inos havs: bean compikisd. [ —
[l A = Fiaquost may ba rejecsad if ha Jorm s ncompiots or Bagibk.
rioes S Earrin » For meors information about Fom 4506-T, vish wiw s, pov/Tsam45061.
Tip. Linm Form 4506-7 2 oer a irammcrit or sther - imoemuion e of S, Sem s sroduct far baicw. Yoo can quickly o beacepa Sy uang
car suinmumied sef-hels serscs toofs. Pl vt us e RS gow and dick on 55t & Tax Trarsonpd " usnder och” or call 1-800-008-04e. Hyou = copy
= yoer ruéum, e Form 4506, Plaquent far Comy of Ta P, Thars m o et gt a copy of joar mium,
a kame shown on b reass. If 2 joing retum, entor B nama ib an R rekar, Wantfic 130
shiom frst. o NiETar, T TPy of | o aSeation RUTBOF oo RETICHoRS|
a8 JoT e, s 5 e o - Zh Eocond social securify numBer or IndMdal mEpayar
mm‘mmm

3 Cumoni nama, address (inchuding apt, room, or sulia nod, oy, stxis, and ZIP code jse Iresructions)

4 Previous addres shown on the kst reum fiad T dfesant bom ing 3 (306 Instructions]

sg_gu .uﬁl‘fn‘rruﬂ:‘.hbbo—dndnl.hl'npﬂ'ﬁl@mﬂulmmﬂpﬂ'ﬁ.m‘hmﬁdw:mm.
mumhar.

BCILAKS STATE DEPT OF HEALTH ERIDLAN 5T, SECTION 6-C. INDUAN G, N SE2L ATTH: ENDID (1. 1-3£6-3E3-4 048
Caution: I the S framsoript Is being maksd io @ third party, Greurs that you have Mied in ines & frough O bafons signing. Sign and dats the fom onca
e e In these Ines. & thase o ] Onoa the RS disclosas fax ban: i ta thied ad
mes.mmrmmm%mrﬁsp%mﬂlmmnpumunbrrpr:urumx?m mu:Lp:

Famsaipt infoesation, you can specity His mitetion In your eetion agreemant wih e hind parky.

&  Trnscript requesisd, Enior fa fa fom number Paes {0, 1085, 1130, ¢in | and check P appmpiads box below. Entor only one tax fom

muabeG o russt.

@ Ralum Transcript, which inoludes maost of the Ina toms of 2 0 e as flad with the IRE. A S neln arscripl doas ol refect
changes mads o fa ancount a%ar Fa sshm = mmmug:;mmmmuamgm:m—1mm
Form 105685, Form 112, Form 112844, Form 1 wl-H, Form 1chi-L, and Form 118358, Askam o avallnibe v ha ousent year
and ratums processed during the prior 5 prooassing years. Wost requasts will be procossed within 10 busress days . . . . L . O
Aocoumnt Transc MMnmrmmmmrmmunm.mmtnnwmm
WM%MMWNIMHEMMMWﬁMm :Imdbm:xhzmm
an astmaton b paymcnts. Aocount rscdpts am avalahic for mos roums, Mos! raguests wil o procaesad witin 10 besingss days . [

© Racond of Acoount, which providas the mast delalied Infonmation 2= & s 2 combira@on of T Felum Transoript and fa Acoount

. salabio o cUPSn? yar and 3 prior s yeors. Mostraquests will ba pocessed witin 10 busnassdays . . . . . . [m]
T Verfcation of Kondling, =& |5 mmlmmmmmtumﬂtmr.mm = one anly svalkabls
after Juns 15T, Thans ks no TeStCIOoNS on prior e raguass. oSt requasts will bs procssed s 10 beresidays. . O
8  Fom W-Z, Form 1086 soris, Form 1002 sorios, or Form 54808 sories transcripl. e FS a Tamsorpt hal IRoiudes data bom
mmunmqumm:mmmmmmw-zmnmm ba abls o s
‘sansoript Isfornabion for up o 10 years. Information Jor B curont year s ot aalabic untl the yer afar | ks flad wih FE. For
i, 'W-2 ImloeTation for 2001, fhed In sz, wil nol e avaliabic T FE untll 20r1% § you Sead 'W-2 islormation for seleament
LrpCs, you should contact 1o Sodal Beourty B 1-E0N0- 721213, hhoest ragueast= will o processed within 10 busiress days . [
Caumion: H mead & of Form 'W-2 o Foes o 00, shaould Mrs? ooniact the payer. To gat a copy of tha Form W2 or Form 2000 fiad
mpﬂm%qumwmu%mm-m.mmmm

@ Yoar or period requesiod. Enier the dale ol e of |peniog, the: mm/cdyyyy formal. i G eIy Mo han
s Of paricds, you mest atach anohar mT.gmrﬂt?gquxm,sﬂmanML'pum:
[

ezt Saom | F | T I | ¢
Caution: Do it sign s for unikes ol 2ppicas N v s compisisd.
of | declrs fat | am sifhar e Whisa name i shown on g 1a o 92, o a authorirnd 1o obtan B b
m e ] oa \oEd 2t Kt v ] a Dficar, 1 f ¥ mam
T P p e o S 0 e by o

.
sharshoider, 3 R, , R, . Wusies, O oiher fhan e &
WM|mmmbmg$mewmmmHmmmmmm u-,ns-nh-mm-ppﬁq

sirairs date,

Sigrattory aSasts that ha/shs has rasd s aticetsbion clauss and upon &3 roading doclarss Bt bisha | oo

o ot 6 Aubarty In sigrs o Form SR06-1. Scametrcore T e ki
|

‘Saqnusturs. fuem rincsons| e

]

-

4

" Titha (F bra 15 sbove o & corporeicn, Sarnamne, miala. o by

-

Spomnng
Feor Privacy Act ond Paperwork Reduction At NoTcs, 504 Fage 2 [Eprap— Fores SS0E-T frlwe. T-2017]




