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	County of Orange, California - Health Care Agency - 17th Street Care
	
	     
	

	
	ALL INFORMATION ON THIS FORM IS CONFIDENTIAL. CONFIDENTIAL CLIENT INFORMATION CIVIL CODE 56.10
	
	
	

	
	ELIGIBILITY VERIFICATION FORM (EVF) – Page 1 of 2
	
	Chart Number
	



	Name:
	     
	|_| NMI
	DOB:
	     
	SSN #:
	     
	

	
	Last, First, MI
	
	
	MM/DD/YY
	
	***-**-####
	

	Address:
	     
	|_| No Mail   |_| Homeless

	
	Street
	City
	Zip
	

	Mailing Address:
	     
	|_| No Mail   

	
	Street
	City
	Zip
	

	Home Phone:
	     
	|_| No Calls   |_| Messages Ok   
	Cell Phone:
	     
	|_| No Calls   |_| Messages Ok   

	

	Proof of Diagnosis (Required at Initial Eligibility Screening)

	|_| WB          
	|_| IFA        
	|_| EIA   
	|_| Signed Verification from M.D.          
	|_| Proof provided at initial eligibility

	
	
	
	
	
	

	Proof of Identification

	|_| Driver's License     
	|_| Foreign Country ID    
	|_| Immigration Card
	|_| Matricula Consular ID

	|_| Passport
	|_| State ID
	|_| School ID     
	|_| U.S. Military ID     

	|_| Work Permit 
	|_| Birth Certificate (if client cannot provide a picture ID listed above)
	|_| Other: 
	     

	
	
	
	
	
	

	Proof of Income   

	|_| Tax Return & W2
	|_| Tax Return & 1099
	|_| Pay Stubs
	|_| Disability Award Letter

	|_| Unemployment Award Letter
	|_| Support Affidavit
	|_| VA Benefits
	|_| Self-Employment Affidavit

	|_| Pension Statement
	|_| Bank statements w/ Direct Deposits    
	|_| Other:      

	
	
	
	
	
	

	Client Income                    
	|_| Client has no income (Support Verification must be provided)

	Employment:     |_|Full Time     |_| Not Employed     |_| Part Time     |_|Student/Volunteer

	
	
	
	
	
	

	Employment/Wages
	$     
	Worker’s Compensation
	$     
	Social Security Retirement 
	$     
	

	State Disability Ins/SDI
	$     
	Gifts (In-Kind Income)
	$     
	Alimony/Child Support
	[bookmark: _GoBack]$     
	

	Retirement
	$     
	Veterans Benefits/VA  
	$     
	Other 
	     
	$     
	

	Social Security Insurance
	$     
	Unemployment/UI
	$     
	Total Income
	$     
	

	
	
	
	
	
	

	Monthly Household Income:
	$     
	# People in Household:
	     
	Federal Poverty Level
	     %
	

	
	
	
	
	
	

	Modified Adjusted Gross Income (MAGI):
	$       |_| Tax return  |_| Mock MAGI worksheet   |_| N/A ineligible for ACA   |_| N/A client has insurance

	
	
	
	
	
	

	Proof of Residency in Orange County

	|_| Letter from Government Agency     
	|_| Mortgage Statement     
	|_| Prison Release Papers
	|_| Rent/Mortgage Receipt     

	|_| Rental/Lease Agreement     
	|_| Support Verification
	|_| Telephone Bill (no cell phone bills)
	|_| Utility Bill

	|_| Vehicle Registration     
	|_| Other:      

	
	
	
	
	
	

	Current Living Situation – Check all that apply

	|_| Board Care or Assisted Living
	|_| Hospital/Medical Facility
	|_| Participant-Owned Housing
	|_| Rental Housing

	|_| Homeless, Emergency shelter
	|_| Jail/Prison
	|_| Psychiatric Facility
	|_| Rented Room 

	|_| Homeless, the Streets
	|_| Living with Relatives/Friends
	|_| Substance Abuse Treatment Facility
	|_| Transitional Housing 

	
	
	
	
	
	

	Medical Insurance Coverage  – Check one for each insurance type  

	Medi-Cal (including Denti-Cal)
	Medicare
	Veteran’s Affairs (VA)

	|_| Not Eligible
	|_| Not Eligible
	|_| Not Eligible

	|_| Enrolled no SOC, Date      
	|_| Enrolled no dental, Date      
	|_| Eligible but chooses not to use VA Benefits

	|_| Enrolled w/SOC $     , Date      
	|_| Enrolled w/dental, Date      
	|_| Enrolled, Date      

	|_| Eligibility Pending
	|_| Eligibility Pending
	

	|_| Referred to Apply
	|_| Referred to Apply
	

	Private Medical Insurance
	Private Dental Insurance

	|_| Not Eligible
	|_| Not Eligible

	|_| Enrolled, Insurance                         Date      
	|_| Enrolled, Insurance                         Date      

	|_| Eligibility Pending
	|_| Eligibility Pending

	|_| Referred to Apply 
	|_| Referred to Apply 

	|_| Eligible but not Enrolled (explain)     
	|_| Eligible but not Enrolled (explain)     

	

	I,
	
	, attest that I do not currently have private medical insurance.     |_| N/A

	
	Client writes in name
	

	

	I,
	
	, attest that I do not currently have private dental insurance.       |_| N/A

	
	Client writes in name
	

	|_| Client has no private or public medical insurance      |_| N/A
	|_| Client has no private or public dental insurance     |_| N/A
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	County of Orange, California - Health Care Agency - 17th Street Care
	
	     
	

	
	ALL INFORMATION ON THIS FORM IS CONFIDENTIAL. CONFIDENTIAL CLIENT INFORMATION CIVIL CODE 56.10
	
	
	

	
	ELIGIBILITY VERIFICATION FORM (EVF) – Page 2 of 2
	
	Chart Number
	



	Affordable Care Act (ACA) Requirement               
	

	|_| Ineligible for ACA benefits  |_| Enrolled in ACA benefits (Medi-Cal MAGI/CC)  |_| Enrolled in non-ACA benefits (Private Ins./Standard Medi-Cal)

	|_| Exempt by IRS      |_| Referred to apply for ACA benefits:   |_| Medi-Cal MAGI or |_| Purchase private medical insurance     

	|_| Client was informed of the tax penalties for not having medical insurance
	Client Initials (Cl. Initials)
	
	|_| N/A

	If client was referred to purchase private insurance, complete section below: 

	|_| Client was shown Covered California (CC) website or referred to a CC enrollment location  
	Cl. Initials
	
	|_| N/A

	|_| Open enrollment period is closed  for CC client advised about qualifying events
	Cl.  Initials
	
	|_| N/A

	|_| Client is over 138% FPL and has opted-out of enrolling in private medical insurance at this time
	Cl.  Initials
	
	|_| N/A 

	
	
	
	

	

	
	I understand providing false information may disqualify me from receiving services.

	Cl. Initials
	

	
	

	
	I understand eligibility must be completed every six months or if my residential address, income, or medical insurance changes; and 

	Cl. Initials
	failure to complete eligibility may result in services being stopped.

	
	

	
	I agree to notify my eligibility worker at 17th Street Care ( The Orange County Health Care Agency) of any changes to my 

	Cl. Initials
	residential address, income, or medical insurance.  

	
	

	
	I authorize 17th Street Care (The Orange County Health Care Agency) to disclose the information collected on this Eligibility 

	Cl. Initials
	Verification Form to the following agencies where I receive services:

	
	

	
	
	AIDS Services Foundation OC (ASF) 17982 Sky Park Cir., Ste. J, Irvine, CA 92714 (949) 809-5700

	
	Cl. Initials
	Case Management, Health Insurance Premium Cost Sharing/Emergency Financial Assistance (EFA) for Medications, Mental Health, Food Pantry, Nutritional Supplements, Medical Transportation, EFA for Housing, Housing Coordination, Transitional Housing, Life Skills/Positive U

	
	
	

	
	
	AltaMed Medical Group 1155 E. Central Ave., Ste. #104-107 Santa Ana, CA  92707

	
	Cl. Initials
	Outpatient Ambulatory Medical Care,  Psychiatric  Care, Oral Health Care, Mental Health, Nutrition Counseling, Support Services 

	
	
	

	
	
	APAIT Health Center 12900 Garden Grove Blvd, Ste 220A Garden Grove, CA 92843 - (714) 636-1349

	
	Cl. Initials
	Mental Health, EFA for Housing 

	
	
	

	
	
	Delhi Center 505 E. Central Ave. Santa Ana, CA 92707 - (714) 481-9600

	
	Cl. Initials
	Case Management, Medical Transportation

	
	
	

	
	
	HCA Dental Clinic  1725 W. 17th Street Santa Ana, CA 92706

	
	Cl. Initials
	Dental Services 

	
	
	

	
	
	Laguna Beach Community Clinic (LBCC) 362 Third St. Laguna Beach, CA 92651 - (949) 494-0761

	
	Cl. Initials
	Outpatient Ambulatory Medical Care 

	
	
	

	
	
	Public Law Center  (PLC) 601 Civic Center Dr., Santa Ana, CA 92701 - (714) 541-1010

	
	Cl. Initials
	Legal Services

	
	
	

	
	
	REACH Program  1725 W. 17th St., 101B Santa Ana, CA 92706 - (714) 834-7926

	
	Cl. Initials
	Case Management, Medical Transportation, Detox 

	
	
	

	
	
	Shanti OC  23461 South Pointe Dr., Ste. 100 Laguna Hills, CA 92653 - (949) 452-0888

	
	Cl. Initials
	Case Management, Home Delivered Meals, Mental Health 

	
	
	

	
	
	Straight Talk  1225 W. 6th St. or 808 La Vergn Way, Santa Ana 92703

	
	Cl. Initials
	Transitional Housing, Residential Substance Abuse Treatment 

	

	
	
	
	

	Client Signature
	
	Date Signed
	

	

	     
	
	
	
	
	

	Eligibility Worker Name and Signature
	
	Date Signed
	
	Eligibility Expiration
	



	For Agency Use Only

	Eligibility data was updated in ARIES on_______________, for the following “Active” Ryan White-funded agencies (check all that apply):  

	[bookmark: Check20]|_| Client is Non-Share (contact grantee for upload to ACTIVE agencies)

	|_| Client is shared in ARIES
	|_| 17th Street Care
	|_| AIDS Services Foundation (ASF)  
	|_| AltaMed Medical Group

	|_| APAIT Health Center
	|_| Delhi Center  
	|_| HCA Dental Clinic
	|_| Laguna Beach Community Clinic  

	|_| Public Law Center (PLC)
	|_| REACH
	|_| Shanti Orange County  
	|_| Straight Talk

	|_| Per ARIES, client is not “Active” at any Ryan White-funded agencies at the time of eligibility screening

	

	Pending Documents 
	Pending Documents Due By      

	|_| Proof of Diagnosis
	|_| Proof of Residency
	|_| Proof of Identification
	|_| Proof of Income
	|_| Proof of Insurance

	Date Received _________ 
	Date Received _________ 
	Date Received _________ 
	Date Received _________ 
	Date Received _________ 

	EW Initials ____________
	EW Initials ____________
	EW Initials ____________
	EW Initials ____________
	EW Initials ____________
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	County of Orange, California - Health Care Agency - 17th Street Care
	
	     
	

	
	ALL INFORMATION ON THIS FORM IS CONFIDENTIAL. CONFIDENTIAL CLIENT INFORMATION CIVIL CODE 56.10
	
	
	

	
	Support Verification
	
	Chart Number
	



	Client Information

	The following information is required for clients who are being supported by another individual/agency, self-employed or are homeless, and are unable to provide proof of income and/or Orange County residency.

	Name:
	     
	|_| NMI
	DOB:
	     
	SSN #:
	     
	

	
	Last, First, MI
	
	
	MM/DD/YY
	
	***-**-####
	

	Address:
	     
	|_| No Mail   |_| Homeless

	
	Street
	City
	Zip
	

	Mailing Address:
	     
	|_| No Mail   

	
	Street
	City
	Zip
	

	Home Phone:
	     
	|_| No Calls   |_| Messages Ok   
	Cell Phone:
	     
	|_| No Calls   |_| Messages Ok   

	

	Support Information 
	|_| Not Applicable

	The following statement is to be completed by the person who is providing support to the client.

	The person named above receives the following from me (check all that apply):    |_| Housing     |_| Utilities     |_| Food    |_| Cash

	I expect to continue to provide these items until:
	

	

	My relationship to the person named above is:
	

	

	To the best of my knowledge, I certify that the information in this section is true and correct.

	Name (print):
	

	Signature:
	
	Date:
	

	
	
	

	Agency Information
	|_| Not Applicable

	The following statement is to be completed by the agency representative who is able to verify the client’s income or residency.

	The person named above receives the following services from this agency:     

	|_| Shelter/Housing     
	|_| Social Services
	|_| Case Management
	|_| Other:
	

	

	To the best of my knowledge, I certify that the above named person (Check all that apply): 

	|_| Has no source of income     |_| Is homeless and resides in Orange County      |_| Is a resident of Orange County

	
	
	
	

	Agency Name:
	
	Agency Representative Name (print):
	

	Agency Representative Signature:
	
	Date:
	

	Agency Address:
	

	
	Street
	City
	Zip

	Agency Telephone:
	
	Agency Fax:
	

	
	
	

	Client Acknowledgment of Understanding
According to Title 18, Section 1001 of the U.S. Code, it is a felony for any person to knowingly and willingly make false or fraudulent statements to any department of the United States Government.  I, the undersigned, hereby certify that all statements contained herein, are true and correct to the best of my knowledge and belief.  I understand the information I provide in this certification is subject to verification, and I agree to provide necessary documentation if requested to do so.  

	Client Signature:
	
	Date:
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	County of Orange, California - Health Care Agency - 17th Street Care
	
	     
	

	
	ALL INFORMATION ON THIS FORM IS CONFIDENTIAL. CONFIDENTIAL CLIENT INFORMATION CIVIL CODE 56.10
	
	
	

	
	Self-Employment Affidavit
	
	Chart Number
	



	Client Information

	The following information is required for clients who are being supported by another individual/agency, self-employed or are homeless, and are unable to provide proof of income and/or Orange County residency.

	Name:
	     
	|_| NMI
	DOB:
	     
	SSN #:
	     
	

	
	Last, First, MI
	
	
	MM/DD/YY
	
	***-**-####
	

	Address:
	     
	|_| No Mail   |_| Homeless

	
	Street
	City
	Zip
	

	Mailing Address:
	     
	|_| No Mail   

	
	Street
	City
	Zip
	

	Home Phone:
	     
	|_| No Calls   |_| Messages Ok   
	Cell Phone:
	     
	|_| No Calls   |_| Messages Ok   

	

	Self-Employment
	|_| Not Applicable

	The following must be completed by self-employed applicants who are unable to provide tax records and/or pay stubs to establish annual income.

	I,
	
	, am self-employed. I have listed my total earning for the past three (3) months as follows:

	
	Client writes in name
	

	

	
	Month/Year
	
	Type of Work (i.e., Day Laborer, Recycling Collector)
	
	Monthly Income
	

	
	
	
	
	
	$
	

	
	
	
	
	
	$
	

	
	
	
	
	
	$
	

	Total:
	$
	

	Estimated Total Gross Income (multiply total by four(4)):
	$
	

	
	
	

	Client Acknowledgment of Understanding
According to Title 18, Section 1001 of the U.S. Code, it is a felony for any person to knowingly and willingly make false or fraudulent statements to any department of the United States Government.  I, the undersigned, hereby certify that all statements contained herein, are true and correct to the best of my knowledge and belief.  I understand the information I provide in this certification is subject to verification, and I agree to provide necessary documentation if requested to do so.  

	Client Signature:
	
	Date:
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	County of Orange, California - Health Care Agency - 17th Street Care
	
	     
	

	
	ALL INFORMATION ON THIS FORM IS CONFIDENTIAL. CONFIDENTIAL CLIENT INFORMATION CIVIL CODE 56.10
	
	
	

	
	PENDING ELIGIBILITY DOCUMENTS
	
	Chart Number
	



	In order to continue to receive services, you must return copies of the documents requested below. Do not send originals.  You may mail the copies to the address below or return the documents in person.  If you do not return the documents by the due date listed below, you may not be eligible to receive services.

	Documents Are Due Within 30 Days By:
	     
	

	Proof of Diagnosis/Lab Results   
	|_| CD4 and Viral Load Count (dated within 6 months)  |_| Proof of Diagnosis   |_| N/A

	Proof of Identification (ID)
	|_| Not Applicable

	|_| Driver's License/State ID
|_| Foreign country ID
|_| Matricula Consular ID 
	|_| Immigration Card  
|_| Passport
|_| School ID  w/picture
	|_| U.S. Military ID
|_| Work Permit
|_| Birth Certificate (only if you cannot provide a picture ID listed)

	Proof of Income
	|_| Not Applicable

	|_| ADAP Support Affidavit
|_| Benefits Letter SSA
|_| Disability Award Letter
|_|      Tax Return & W2
|_|      Tax Return & 1099
	|_| Unemployment Award Letter (EDD) 
|_| Veteran’s Affairs Benefits Statement
|_| 17th Street Care Support Affidavit
|_| SSI/SSDI/SDI Award Letter 
	|_| Pay Stubs (3 consecutive months) 
|_| Pension Statement (most recent) 
|_| Bank statements w/Direct Deposits (3 consecutive months) – Account must be in your name (for SSDI, SSA, VA)

	Proof of Residency
	|_| Not Applicable

	|_| ADAP Support Affidavit
|_| Benefits Letter SSA
|_| Disability Award Letter
|_| Mortgage Statement     
|_| Prison Release Papers
	|_| Rent/Mortgage Receipt     
|_| Rental/Lease Agreement     
|_| SSI/SSDI/SDI Award Letter
|_| 17th Street Care Support Affidavit
|_| Tax Return & W2-     
	|_| Tax Return & 1099 -      
|_| Unemployment Award Letter (EDD)
|_| Utility Bill (Must be in your name) - No Cell Phone Bills
|_| Vehicle Registration     
|_| Veteran’s Affairs Benefits Statement

	Proof of Insurance Status
	|_| Not Applicable

	|_| Medi-Cal Card
	 |_| Medicare Card
	|_| Medicare Part D Card
	|_| Private Insurance Card

	|_| Insurance Termination Letter    

	Proof of Medi-Cal Application
	|_| Not Applicable

	|_| Notice of Action (NOA)-Medi-Cal Denial Letter (same day denial only w/doctor’s note)

|_| You must apply for Medi-Cal within 30 days*:
|_| Medi-Cal MAGI: You can apply online at www.coveredca.com or in person at a local Social Services Agency(SSA) office
|_| Standard Medi-Cal: You can apply online at www.mybenefitscalwin.org or in person at a local SSA office
|_| Standard Medi-Cal & Medi-Cal MAGI: Apply in person at a local SSA office. Tell Medi-Cal worker you must apply for both.
Once you apply please provide proof of your Medi-Cal application, by providing the following: 
|_| If you, applied on www.mybenefitscalwin.org print the electronic signature page with name, date and reference number
|_| If you, applied on www.coveredca.com print the transaction history and the summary by person page with your name,      date and reference number
|_| If you, applied in person at SSA Office ask for a copy of your: 
|_| Medi-Cal Application with your name, date & case number OR   |_| Medi-Cal Rights & Responsibilities (MC-219)

* In addition to providing proof that you applied to Medi-Cal, you must also provide a final decision (Notice of Action/NOA) from Medi-Cal within 150 days.       

	Notes

	     



	Client’s Initials
	
	Eligibility Worker’s Initials
	
	Date of Eligibility Screening 
	     

	
	

	Mailing Address:
17th Street Care
1725 W. 17th Street, 101N
Santa Ana, CA 92706
Attention: Eligibility Worker      
	Contact Numbers:
Appointment Line: 714-834-7991
Eligibility Worker Office: 714-834-     
Eligibility Worker Fax*: 714-834-8655
*If faxing, call to confirm your fax was received




	Today I applied for:

	[bookmark: Check1]|_| AIDS Drug Assistance Program (ADAP)
	What’s next…  
|_| You will receive a letter and a card from Ramsell within the next two weeks you can take this card to the pharmacy where you receive your medications. 
|_| Your ADAP will be renewed within the next 72 hours and your ADAP coverage will continue for up to a year. If you need a replacement card you will need to contact Ramsell at 888-311-7632. 
|_| You must return all pending documents within 30 days in order to continue to receive ADAP coverage.

	|_| Ryan White Eligibility (EVF)

	What’s next…  
|_| Your eligibility worker will update your information for the agencies where you receive Ryan White Services and you will need to return in six months to have your eligibility reviewed.
|_| You must return all pending documents within 30 days in order to continue to receive Ryan White Services.

	|_| Office of AIDS – Health Insurance Premium Payment Program (OA-HIPP)
	What’s next…  
|_| Your eligibility worker will contact you as soon as he/she receives information back about your application.

	|_| Medi-Cal 
	What’s next…  
|_| You will receive a call from a Medi-cal Eligibility Worker to conduct an interview, please be sure to attend your interview otherwise your eligibility for other services such as Ryan White and or ADAP could be stopped. You will receive a call from a Medi-Cal Eligibility Worker to conduct an interview, please be sure to attend your interview otherwise your eligibility for other services such as Ryan White and/ or ADAP could be stopped. You will receive a letter advising you if you have been approved or denied Medi-Cal, bring that letter in to 17th Street Care as soon as you receive it.

	Today I was referred to apply for:

	|_| Medi-Cal (Standard)  
	What’s next…  
|_| You can apply online at www.mybenefitscalwin.org or in person at a local social services office.

	|_| Medi-Cal Expansion (MAGI)
	What’s next…  
|_| You can apply online at www.coveredca.com  or in person at a local covered California enrollment site. You cannot apply for Medi-cal at your local Social Services Agency.

	|_| Covered California 
	What’s next…  
|_| You can apply online www.coveredca.com  or in person at a local enrollment site.
















Patient copy – Do not return to your eligibility worker
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