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AIDS/HIV DRUG ASSISTANCE AND INSURANCE ASSISTANCE PROGRAM  
SIX-MONTH REPORT 

 
To avoid termination of your benefits, complete, sign and return this form by:  October 1, 2016 

 

Mail to:                                       Or           Fax:  608-266-1288 
 

Division of Public Health 
Attn: ADAP 
PO Box 2659 
Madison, WI 53701                  

CONTACT INFORMATION 
 

Last Name 
      

First Name 
       

Birth Date (mm/dd/yyyy) 
      

 
STREET ADDRESS   

 
MAILING ADDRESS (if different than Street Address) 

Street Address 
      

Apt. /Unit No.  
          

Street Address 
      

Apt. /Unit No.  
     

City 
      

State 
   

Zip Code 
      

City 
      

State  
   

Zip Code 
      

If you have moved in the last 6 months, you must provide proof of the new address, such as a lease, updated driver’s 
license, or utility bill in your name. 

TELEPHONE NUMBER(S) 

Home telephone: 
(   )  
 

Cell phone: 
(   )      

Is it okay to leave a message at this number?     
 

 Yes   No 

Is it okay to leave a message at this number?     
 

 Yes   No 

If you do not have a personal telephone, is there a telephone number where we can reach you?  
(   )                                                                     Is it okay to leave a message at this number?   Yes   No 

Who does this telephone number belong to? (friend, family member, etc.)  
       
 

 

INCOME AND WAGES 
 

If you have no income, please indicate how you are 
supported financially. 

I am supported by: (for example, family, friends, public 
assistance) 
 
    

 
INCOME FROM EMPLOYMENT 
Please include proof of this income. Submit a statement from your or your spouse’s employer or paychecks that you or 
your spouse received within the last 60 days. 

Self Spouse 

Rate of Pay 
      

Average Monthly Income (before 
taxes)       

Rate of Pay 
      

Average Monthly Income (before 
taxes)       

How often do you receive a paycheck? 
 Monthly   Twice a Month   Bi-weekly   Weekly 

How often do you receive a paycheck? 
 Monthly   Twice a Month   Bi-weekly   Weekly 
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Self Spouse 

Rate of Pay 
     

Average Monthly Income (before 
taxes)       

Rate of Pay 
      

Average Monthly Income (before 
taxes)       

How often do you receive a paycheck? 
 Monthly   Twice a Month   Bi-weekly   Weekly 

How often do you receive a paycheck? 
 Monthly   Twice a Month   Bi-weekly   Weekly 

Self Spouse 

Rate of Pay 
      

Average Monthly Income (before 
taxes)       

Rate of Pay 
      

Average Monthly Income (before 
taxes)       

How often do you receive a paycheck? 
 Monthly   Twice a Month   Bi-weekly   Weekly 

How often do you receive a paycheck? 
 Monthly   Twice a Month   Bi-weekly   Weekly 

 
SELF-EMPLOYMENT (Income from working for yourself) 
Please include proof of this income. You may submit your most recent tax forms 

Self Spouse 

Name of Self-employed Individual 
      

Name of Self-employed Individual 
      

Type of Business 
      

Type of Business 
      

Average Gross Monthly 
Income       

Average Gross Monthly 
Expenses        

Average Gross Monthly 
Income       

Average Gross Monthly 
Expenses       

 
ALL OTHER SOURCES OF INCOME 
Please list any other income received by you or your spouse. This includes Social Security, Unemployment, Worker’s 
Compensation, Pension, Retirement, Alimony Received, and/or income from Dividends or Interest. 
 

Please include proof of this income.You may submit a recent award letter, tax forms, or statement of benefit. 

Self Spouse 

Name of Recipient 
      

Name of Recipient 
      

Source of Income 
      

Source of Income 
      

Average Monthly Income 
      

Average Monthly Income 
      

SIGNATURE 

I hereby certify that all the information provided in this application/recertification is true and complete. I understand that I am 
subject to termination of my enrollment eligibility, and possible prosecution under state and federal laws if this information is 
false. 
 
 

SIGNATURE – Person completing this form   Date Signed 

 
To avoid termination of your benefits, complete, sign and return this form by: 

 

October 1, 2016 


