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Mental Health America
of Vanderburgh County



                         SUPPLMENTAL MEDICATION ASSISTANCE APPLICATION                             2010
P. O. Box 3207, Evansville, IN  47731
	SECTION 1 THIS SECTION TO BE COMPLETED BY PATIENT OR LEGAL GUARDIAN 

	PATIENT'S NAME:  ______________________________________________________________________________

                                  FIRST                                        MI                     LAST 
ADDRESS                                                                                              PHONE:  __________________________________
CITY/STATE                                                                   COUNTY                                               # OF DEPENDENTS ____        
ZIP: ___________SEX:                          DOB:                                           SOC.SEC. # ____________________________  

(Check all that Apply)

Current Patient of:   Southwestern IN Mental Health  ____    Echo Clinic  ____   Other ________________________

	Gross Monthly Household Income:  
Salary/Wages  . . . . . . . . . . . . .  . $ ___________________
Social Security . . . . . . . . . . . .  . .   ___________________
Disability  . . . . . . . . . . . . . . . . .  .    ___________________
Unemployment Compensation   .  ____________________
Alimony/Child Support  . . . . . . . .  ____________________
Public Assistance . . . . . . . . . . . . _____________________
Other Assets (please specify)  . . _____________________
Checking account balance  . . . . ._____________________
Savings account balance  . . . . . ._____________________
Total Income/Month $_________________________
	Bills/Liabilities:
Rent/Mortgage  . . . . . . . . . . . $                    ____________
Automobile Payment . . . . . . .                       ____________
Gasoline  . . . . . . . . . . . . . . . .                      _____________
Loans  . . . . . . . . . . . . . . . . . .                    ______________
Insurance . . . . . . . . . . . . . . . .                     _____________
Credit Cards  . . . . . . . . . . . . .                      _____________
Utilities . . . . . . . . . . . . . . . .  .                     ______________
Telephone . . . . . . . . . . . . . . . .                     ____________
Food  . . . . . . . . . . . . . . . . . . . .                    _____________
Other  . . . . . . . . . . . . . . . . . . .      ____________________

Total Expenses/Month    $                       ____________

	Can you get your medication through:
	YES
	NO
	Application Date
	Not Eligible
	If not eligible, please provide an explanation.  Attach denial letter(s).

	Medicare
	
	
	
	
	

	Medicaid
	
	
	
	
	

	Private Insurance
	
	
	
	
	

	Employer Insurance
	
	
	
	
	

	HMO/PPO
	
	
	
	
	

	Veteran's Assistance
	
	
	
	
	

	Other:
	
	
	
	
	


	

	Have you been accused of abusing medication, prescribed or non-prescribed, for the past 6 months?Yes _____  No _____                    

Have you been convicted of any drug-related offense in the past 12 months?                                    Yes _____     No _____

Have you been recently released from any hospital?  If so, when? _____ What Facility _____________________

How many days supply of medications were sent with you? __________

How do you plan to purchase future medication? ____________________________________________________

	The patient understands that completing this form and meeting the qualifications for this program do not guarantee that the patient receives compensation for psychiatric services through this program. I agree to disclose information or allow my therapist to disclose information on my progress to the Mental Health Association of Vanderburgh County for ninety (90) days from the date of this application. I hereby certify that the financial information is true and accurate to the best of my knowledge.  I understand that any information that is incorrect or knowingly omitted by me could affect my eligibility for assistance.

        x        Patient Signature                                                                                                 Date

(Continued)



	________________________Patient’s Name________________________________________________

SECTION 2 -- TO BE COMPLETED BY MENTAL HEALTH PROFESSIONAL

	Patient diagnosis:
Explain any unusual personal circumstances which should be considered with this patient's application:

The above financial information given by the patient has been reviewed and to my knowledge is correct.                                                                                              Yes           No ___
________________________________________________                                                                  
          Mental Health Professional Signature                                                    Date:   _________        ____     
Please Print Name:__________________________________________________________
                                     

	SECTION 3 -- TO BE COMPLETED BY PHYSICIAN ONLY

	Drug requested:           Dosing Information:             Duration of Therapy (up to 30 day supply only):        

I hereby certify that, to the best of my knowledge, the aforementioned patient is not covered by prescription drug insurance and is unable to afford medication.  The intended therapy is medically necessary for this patient and the patient's condition could significantly deteriorate without the stated medication(s).

PHYSICIAN'S ORIGINAL SIGNATURE                                                         DATE   ___________    
Please Print Name:____________________________________________

	SECTION 4 -- TO BE COMPLETED BY MHA OFFICE ONLY

	APPROVED:   YES   _____           NO _____            DATE  __________________________                  

Date of initial contact:  _________________                                                  
Date patient received medication:______________                                     
Reason for denial:




Please return to the Mental Health America - fax 422-3995       phone: 426-2640
APPROVED BY


INITIALS: 		_________


			_________


			_________
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