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INSTRUCTIONS: AIDS/HIV DRUG ASSISTANCE PROGRAM AND  
INSURANCE ASSISTANCE PROGRAM APPLICATION/RECERTIFICATION 

 
Individuals enrolled in the AIDS Drug Assistance Program (ADAP) and Insurance Assistance Program (IAP) must 
complete recertification every six months to verify ongoing eligibility for the program. Recertification takes place in April 
and October of each year. 
 
Completion is voluntary; however, to determine eligibility for the ADAP and IAP, all information requested must be 
submitted. An application will not receive final approval until both parts have been submitted, and approved. 
 
Personally identifiable information collected on the AIDS/HIV Drug Assistance Program and Insurance Assistance 
Program Application/Recertification form (F-44614A) will be used in determining a client’s eligibility and may be shared 
with Department of Health Services (DHS) staff, client’s pharmacy, physician, case manager, insurance company, and 
employer if necessary. This information will be disclosed confidentially to a third party vendor for claims processing and 
maintenance purposes. The HIV Program will maintain the confidentiality of all information contained on the 
application/recertification form. Disclosure of your Social Security number is optional and, if provided, may be used by 
pharmacists and/or insurance companies to identify clients’ policies and records. 
 

Application Instructions 
Application/recertification includes general information and financial and insurance coverage information, and must be 
completed and submitted to the HIV Program. Be sure to provide all of the information requested in each section. 
 
In addition to completing the form, you must also provide proof of Wisconsin residency and proof of income. 
 
Part A (F-44614A) is to be completed by the applicant; it requests general, financial, and insurance information. 
Part B (F-44614B) is to be completed and signed by the physician the first time an application is submitted to ADAP. 
The form is confirmation that the applicant has HIV infection and is or will be prescribed antiretroviral medication within 
the next 90 days. Part B does not need to be completed more than one time. The form is located at:  
https://www.dhs.wisconsin.gov/library/f-44614b.htm  
 
 

SECTION I.  GENERAL INFORMATION  
This section must be filled out completely. Be sure to answer each question. Proof of Wisconsin residency is required. 
 

 
The following individuals count towards family size: 
 Client 
 Client’s spouse (except if legally separated) 
 Client’s children under 18 years of age that the client claims as dependents on their income taxes. 
 
For purposes of ADAP, earned and/or unearned income received by any of the following individuals is counted towards 
overall family income: 
 Client 
 Client’s spouse (unless legally separated) 
 Client insured by parents, between 18 and 26 years old and employed. In this circumstance both the client and 

parents’ income should be counted towards the family income and both towards family size. 
 Client insured by parents, between 18 and 26 years old and unemployed. In this circumstance the parents’ income 

should be counted towards the family income and the family size should be increased to reflect both the parent and 
client. 

 
Client’s registered domestic partner, client’s spouse if legally separated, client’s dependent children under 18 years of 
age, and parental income does not count for a client over 18 years of age, who is employed, provides their own health 
insurance, and lives with parents. 

 

SECTION II.  FINANCIAL INFORMATION 
This section applies to you, your parent(s) if you are a minor, and your spouse, if you are married. The information for each 
item requested should be completed for all applicable parties and entered on the appropriate line. Include yourself, your 
spouse, and your legal dependents under family size. Individuals and families above 300% of the federal poverty level 
(FPL) will not be eligible for these programs. A table of 2020 income limits is available by visiting:  
https://www.dhs.wisconsin.gov/medicaid/fpl.htm  

https://www.dhs.wisconsin.gov/library/f-44614b.htm
https://www.dhs.wisconsin.gov/medicaid/fpl.htm
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SECTION III.  INSURANCE INFORMATION 
Check all boxes that describe your current health insurance status. At least one box must be checked. Answer the series 
of questions about any health insurance policy you may have.   

If a payment is due before you receive written notice that your application has been approved, you are responsible for the 
premium payment. Failure to pay premiums on time may result in loss of your insurance coverage. 
 

 
Proof of income and proof of residency are both required to process your application. 

 
Income Documentation 
Any document from this list will be accepted if it reflects your current income: 
▪ Social Security or Veterans’ Administration Benefits award letter from current year 
▪ Check stub from employer (within last 60 days) 
▪ Unemployment award and/or benefits statement 
▪ A written statement from your employer on company letterhead that indicates your rate of pay and average of hours 

worked per pay period 
▪ A written statement from your case manager that indicates your average income 
▪ Most recent W-2 forms 
 
If you have no income, you may provide a written statement from the person or organization that supports you financially.   
 
If you are self-employed and have filed taxes, you may provide most recent Internal Revenue Service (IRS) form 1040. 
 
If you are self-employed and have not filed taxes, you may provide any documentation that shows the income you receive 
and expenses, such as a current bank statement. 
 
Residency Documentation 
The documents below will only be accepted as proof of residency if they are: 
 Current (within the last six months) and not expired, 
 The same as your stated physical address on the application/recertification, AND 
 Not a PO Box address. Residency documents with a PO Box will not be accepted 
 
Any document from this will be accepted if it includes name and current address: 
▪ Identification card, such as a driver’s license, DMV issued identification, or immigration identification 
▪ Most recent check stub from employer 
▪ Most recent bill in the applicant’s name 
▪ Most recent rental agreement or lease 
▪ Most recent bank statement 
▪ Most recent unemployment award and/or benefits statement, Social Security or Veterans’ Administration Benefits 

award letter 
▪ Written statement from your case manager indicating they have conducted a home visit at the address 
 
If you have no current address or are homeless, you may provide: 
▪ Written statement from a homeless service provider (shelter, clinic, food program, etc.) verifying homelessness 
▪ Written statement from your case manager indicating homelessness 
 
If you are staying with friends or family, you may provide: 
▪ A letter stating this from the friend or family member, which includes the home’s address 
▪ Written statement from your case manager indicating they have conducted a home visit at the current address 

 
If you are incarcerated you may provide a written statement from jail nurse indicating that you are currently incarcerated 
 
Authorization to Release Information/Authenticity Statement  
You, a legal guardian, or power of attorney completing the application/recertification must sign and date the 
application/recertification indicating that the Authorization Statement has been read in full and will be complied with.  
Authorization will be valid for one year after the application is signed. 
 

If you do not provide the insurance information necessary to process your payment (cost of monthly premium, 
mailing address to send payment, etc.), it will delay payment and could result in loss of your insurance coverage. 
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ADAP Approval of Applications 
Written notification of application/recertification approval or denial will be mailed to the client’s mailing address provided in 
the General Information Section and the pharmacy address provided in the Pharmacy Information Section.   
 
Insurance Assistance Program Approval of Applications 
Once a completed application/recertification is approved, the HIV Program will arrange to pay for client’s health insurance 
premiums. Written notification of Application/Recertification approval or termination will be mailed to the client’s mailing 
address provided in the General Information Section. 
 
Assistance Completing the Application/Recertification 
If you have questions about the information requested in this application/recertification, call the HIV Program at  
800-991-5532. For assistance in completing this application/recertification, you may contact an HIV case manager at one 
of the following organizations in your area: 
 

City Agency Phone Number 

Appleton Vivent Health (formerly known as ARCW) 920-733-2068 

Beloit Vivent Health (formerly known as ARCW) 

Beloit Area Community Health 

608-364-4027 

608-361-0311 

Eau Claire Vivent Health (formerly known as ARCW) 800-750-2437 

Green Bay Vivent Health (formerly known as ARCW) 800-675-9400 

Kenosha Vivent Health (formerly known as ARCW) 800-924-6601 

La Crosse Vivent Health (formerly known as ARCW) 800-947-3353 

Madison 
Vivent Health (formerly known as ARCW) 
UW HIV Comprehensive Care Program 

608-316-8600 
608-263-0946 

Milwaukee Vivent Health (formerly known as ARCW) 
Froedtert Infectious Disease Clinic 
Milwaukee Health Services 
Outreach Community Health Center 
Sixteenth Street Community Health Center 

800-359-9272 
414-805-6444 
414-372-8080 
414-374-2400 ext. 1109 
414-672-1353 

Superior Vivent Health (formerly known as ARCW) 877-242-0282 

Wausau/Schofield Vivent Health (formerly known as ARCW) 800-551-3311 

 
 
Return your completed application/recertification, income, and residency verification in an envelope marked 
“CONFIDENTIAL” to: 
 
Division of Public Health 
Attn:  ADAP 
PO Box 2659 
Madison, WI  53701-2659 

Or fax to 608-266-1288 
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