Prescription Access

1180 East Main Street, 2nd Floor

Columbus, OH  43205

614-645-5556

	Eligibility Application
	


	Referral Agency: 
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Gender:   FORMCHECKBOX 
 Male
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 Female

Marital Status:
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 Divorced
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 Single
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 Widowed

Race:  Optional
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Language, if not English       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Monthly Income (from all sources):  $     

 FORMTEXT 
         Number of Dependents:        
 FORMCHECKBOX 

Employment







 FORMCHECKBOX 

Unemployment

 FORMCHECKBOX 

Social   Security






 FORMCHECKBOX 

Pension
 FORMCHECKBOX 

SSI








 FORMCHECKBOX 

TANF

 FORMCHECKBOX 

PA Income Self Declaration Form
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Other

Are you enrolled in a program that provides coverage for prescription drugs?      
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Do you receive benefits from an Ohio Medicaid Program?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes, and you have a spend down, what is the amount?  $     
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Did you meet your spend down?






 FORMCHECKBOX 
 Yes
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 No
Names of dependents:       
     
     
     
     
     
     
     
     
     
     
     


I certify that this information is true and correct.  I consent to the exchange of all information necessary to confirm my eligibility and secure funding for medications offered through Prescription Access.

_____________________________________________________

Date:       
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 FORMTEXT 
     
Applicant’s Signature or Responsible Adult (if client is a minor)

Prescription Access

	Medical Information


Have you applied for Prescription Access before?
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 No

If Yes, When?       
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Are you a veteran?
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If yes, what benefits do you receive?        
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Do you have a physician?
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Please complete attached medication list.
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Are you allergic to any medications? 
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PATIENT MEDICATION LIST
CLIENT NAME:____________________________________________________   D. O. B.___________________________

ADDRESS__________________________________________________________  TELEPHONE______________________

ALLERGIES________________________________________________
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