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Demographic Information

Please enter the Following information to begin the enrollment process.
State *
Pennsylvania
First Name *
First Name
Last Name *
Last Name
Email *
Email
Email - Re-enter your email address to confirm *
Re-enter your email address to confirm

Are you Re-Enrolling? *
Cwves ONo

Cancel




Applicant & Family

Last Name =

Hoffman

First Name *

Sean
Middle Initial Suffix (Sr., Jr., etc)
Middle Initial Suffix (5r., Jr, etc)

Date of Birth *
MM/DD/YYYY

SPBP ID number (if known)
SPBP ID number (if known)

Social Security Number *

999-99-5599

2ve 2 Social Securiy Nu

Home Phone
(555)555-5555

Cell Phone
(555)555-5555
ot

Sex at Birth

nto receiv

Select
Current Gender *
Select
Ethnicity
Select
Race
Select
Preferred Language *

Select

red (") asten

Home Address *

Include proof of re h yvour application

City *
City

State * Zip Code *
Select.. v Zip Code

Preferred Mailing Address

Include proof of ri ency with your application

City

State Zip Code

v Zip Code

Has your CD4 count ever dropped below 200 cells/pl?

M

ag
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Enroll
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1

Applicant & Family

aimer f Nondiscriming

3

Other Hezlth Coverage Househald Information

Other Health Coverage

Do you currently have any other health care coverage? *

@i¥es (Complete the insured section below and provide a copy of your insurance card with your
application.)

Insured Section

Check each type of coverage that you currently have:
[CIMedicare Part B
[iMedicare Part CfAdvantage Plan (HIMO) [IMedicare Part D

[[ivedicare Part A

[iedicaid/Medical Assistance [Ju.s. veterans Administration

Clother | Other Plan

[CPrivate Insurance

Copy of the front and back of health prescription Insurance card(s) .
a4

red { * ) asterisk denotes & required field

Previous

4 5

HIV Confirmation Autherizations

(CMNo (Compleke the uninsured section below.)

If you have insurance, does it cover prescription medications? *

Onio

Save As Draft
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Review & Submit
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1

Applicant & Family

Terms of Use / Disclaimer / Nondiscrimination

3

Other Hezlth Coverage Household Information

Other Health Coverage

Do you currently have any other health care coverage? *

(Oves (Complete the insured section below and provide a copy of your insurance card with your
application.)

Uninsured Section

If you do not have insurance, please check the reason why. *
OMNon Citizen

(OCannot &fford the cost/premiums

1 decided not to apply for other health coverage

(Cother  Other Reason

red { *) asterisk denotes a required field

Previous

4 5

HIV Confirmation Authorizations

@Me (Complete the uninsured section below.)

Have you applied for Medicaid in the last 12 months?

Cwes Cho

Save As Draft
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Review & Submit
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Household Informatian

r spause 32 your children unds you are urs mclude

okt F you are a zi applicant 21 , 40 mot list any
Add Another Family Member

Income Received

Type of Income Spouse Family Members

o
o

7 Alirmony o
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0O O0Oo0ODoDoooooao
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have a case manage!
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Authorizations

Other Health Coverage Household Infarmation HIV Confirmation

iew & Submit
HIV Confirmation

Confirmation of HIV Diagnosis by a Licensed Clinician

IF this is your first time applying te 5PBP, email or prink the below Canfirmation pdf so your licensed clinician can complete it. Your clinician must include his/her printed name,

NPInumber,
signature and date. This section does not need to be completed for applicants re-enrolling in SPBP. Then upload the Confirmation pdF to this section.

Confirmation of HIV Diagnosis

Upload Confirmation of HIV Diagnosis by a Licensed Clinician Form |

I there are any items with an asterisk ( * ) - they are required.

Save As Draft

¥YinD MagellanRX
/ Terms of Use laime Nondiscrimination

MANAGEMENT..
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Confirmation of HIV Diagnosis by a Licensed Clinician

1. If this is your first time applying to SPBP, give this section to your licensed clinician to complete. Your clinician must include his/
her printed name, NPl number, signature, and date below.
2. This section does not need fo be completed for applicants re-enrolling in SPBP.

Applicant’s name (printed) SPBP ID number (if applicable)

Date of patient’s last appointment

Based on my personal knowledge and evidence from the medical record, by providing my signature below | certify that appropriate
laboratory tests conclude the patient named in the application has a diagnosis of HIV. | understand that payments for specific HIV
medications will be sought from state and federal funds under the Special Pharmaceutical Benefits Program. The misrepresentation,
concealment, or falsification of information concerning the diagnosis of the applicant may subject the provider to civil or criminal
sanctions.

Prescribing clinician’s name (printed) MNPl number

Prescribing clinician’s signature Date

Return the completed form to:
Department of Health
Special Pharmaceutical Benefits
Program
P.O. Box 8808
Harrisburg, PA 17105-8808
Or email to:
SPBEP@magellanhealth.com
Or fax to: 888-656-0372

pennsylvania

DEPARTMENT OF HEALTH

Speciél Pharmaceutical Benefits Program
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Other Health Cover: Review &5

Authorization for Disclosure of HIV-Related Information to Specified Persons

Plezse read and digitally attest.

SPBPwill not c i ith sther than you or your health care proFessianal (i.e. clinician or case manager) regarding your infarmation, unless this document is completed.

List all incividusls below that you grant consent For SPBP to communicate with.

1.1Sean HoFfman 2m applying or re-applying for benefits From the Special Prarmaceutical BeneFits Program (SPEF) of the Department of Health.

2.1 understand that SPBP may nead information sbout me or may have to discuss my circurns|
tion in SPEP.

s wikh s o ather Dersans in arder to determing whether ar nat | sm sligible For beneftsand to

resolve issues regarding my articin

3.l understand that my infarmation iz or

y be confidential inFormation under the Confidentiality of HIV-Related Information Act

4.1 understand that in order For SPBP to have discussions sbout my dircumstances or to exchange infor
needto give SPBP and its staff permission to talk

on about me with persons other than me or my health care provider and case manager, lwill
those persons.

5.1 understand that

s, unlesz | tell SPEF | do not wa

igning this document will provid
will cause me o withdraw my permission.

that permission for six mon

hem to continue kalking with 2 secific person or unless | say that 3 specific event

6.1 understand 1 will need to sign 2 new authorization each time | reapply for the program.

7.1 understand that SPEP will not

iscuss my circurmstances with persans ather than me or my health care provider and ease manager without my permission and that this

spaly For the srogram

iliates

I Sean Hoffman zuthorize the Special Pharmaceuticz| Benefits Program of the Pennsyl Departrment of Health and
o my HIV stakus ané my propesed or ongoing particination in the Special Pharmaceutical Benefits Program For the purpose of enrolling, re-enrolling, or ob!

the Following perzans.

rogram to any

This suthorization may be withdrawn at any Sime befare the actual disclosure takes piace. This suthorization will expire six manths from the date of my enrallment ar when | sm no longer
prtitinating in the program, (¥l have not withdr=um it esrlier. | have read or somesne has read and explzined this authorization ko me.

[ 1 have read or someane has read and explained this authorization to me *

[ 1am the legal guardian

re any items with an asterisk <) - they are required.

Save As Draft

MagellanRx
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SPER will not communicate with anyone other than you ar your health care professional

List all ing viciuals Bxlow FeSPEE to szmmunic

1.1Sean Hoffman am ing For bens

s From o

unce: mation under the Confider tion A

rto exchans ion about me with

six manths, unless | bell SPEP | do

t them bo continue talking with a s

for the prog
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my permissian an

esarom

oF enrolling,

akes place. This sutherization will expire i
is authoriz

manths from the date of my enrallment =rwhen |am nz lenser

sinec on &

-Remove Agency
Full name and title or
Address

Address
Phone Number

Phene Number
Email

Email

+Add Individual or Agency

and explained this authorization to m
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This website is used to support online enrollment For PA Dept of Health, Special Pharmaceutical Benefits Program.
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Email *

sean@hoffman.com

Password *

Confirm Password *

[ confirm Password |

Cell Phone Mumber

999-999-9999

Far Account Recovery

Save As Draft
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