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Section I. Administrative Guidelines 

I. Chapter 1. Program Overview  
 

Ryan White Part B AIDS Drug Assistance Program, a program that provides medications to uninsured 

or underinsured individuals living with HIV/AIDS disease, authorized under 42 U.S.C. § 300ff-26. Services 

are provided through the distribution of medications directly to eligible clients or by the purchase of health 

insurance that includes coverage for HIV/AIDS medications. The AIDS Drug Assistance Program (ADAP) 

is a statewide, federally funded prescription medication program for low-income people living with HIV. 

Our mission is to provide HIV-related prescription drugs, disease management expertise, and support 

services to our clients in the most cost effective manner. The program receives the majority of its funding 

from Part B of the Ryan White HIV/AIDS Program (RWHAP), authorized by Congress’ passage of the 

Ryan White HIV/AIDS Treatment Extension Act of 2009 (originally the Ryan White Comprehensive AIDS 

Resources Emergency (CARE) Act). RWHAP is the largest federal program focused exclusively on 

HIV/AIDS care. In the event that an applicant does not qualify for ADAP services, Ryan White assistance 

may still be available through parts A, C, D, and F. The other principal funding source is an appropriation 

made annually by the Florida Legislature from Florida’s General Revenue Fund.  

In providing services to Florida’s HIV- positive population, ADAP is able to fulfill the goal of improving 

clients’ quality of life and reducing the risk of HIV transmission with a suppressed viral load. Through the 

hard work and dedication of statewide ADAP staff members, the ADAP Central Office and field staff, the 

Florida Department of Health is one step closer to moving towards its mission to protect, promote and 

improve the health of all people in Florida through the combination of state, county and community efforts. 

The HIV/AIDS Section, Patient Care Program establishes statewide policy and procedures for ADAP 

in order to ensure statewide consistency and equity in access, eligibility determination, and enrollment 

for all current and potential clients. Set forth in this policy are the tools and rules to guide Florida ADAP 

staff members in providing and promoting service excellence.  

 

Ryan White Part A – Eligible Metropolitan Areas  

 Ryan White Part A provides grant funding for medical and support services to Eligible Metropolitan 

Areas (EMAs) and Transitional Grant Areas (TGAs). These are population centers that are the 

most severely affected by the HIV/AIDS epidemic.  

 EMA eligibility requires an area to report more than 2,000 AIDS cases in the most recent 5 years 

and to have a population of at least 50,000. To be eligible as a TGA, an area must have 1,000 to 

1,999 reported AIDS cases in the most recent 5 years. 

 The current EMAs/TGAs in Florida are: 

o Duval County 

o Hillsborough County 

o Miami-Dade County 

o Orange County 

o Palm Beach County 

o Broward County 

 An EMA/TGA may provide medication on a short-term basis when ADAP is not available as payer. 

 Applicants not eligible for ADAP services may seek local Part A long-term medication assistance 

if he or she lives in the EMA and as long as funds are available to support the service. 
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Ryan White Part B – States and Territories 

 Ryan White Part B provides grants to states and territories to improve the quality, availability, and 

organization of HIV/AIDS health care and support services. Part B grants include: 

o A base grant for core medical and support services;  

o The AIDS Drug Assistance Program (ADAP) award;  

o The ADAP Supplemental Drug Treatment Program for eligible entities;  

o The Part B supplemental grant program, and 

o Grants to states with “emerging communities,” defined as jurisdictions reporting between 

500 and 999 cumulative AIDS cases over the most recent five years.  

 Congress designates a portion of the Part B appropriation for ADAP; the ADAP earmark is now 

the largest portion of the Part B appropriation. Five percent of the ADAP earmark is set aside for 

the ADAP Supplemental Grant to assist states needing additional ADAP funds. 

 Local Ryan White Part B Programs are not to be substituted for state-level AIDS Drug Assistance 

Programs.  

 Local Ryan White Part B dollars can be used as a supplement to provide medication assistance 

on a temporary or short-term basis (one to three months), such as an emergency or when ADAP 

is not available as a payer. Local Ryan White Part B agencies must coordinate with the ADAP 

Central Office before implementing any wrap-around assistance to avoid duplication of services. 

 

Ryan White Part C – Community Based Programs 

 Ryan White Part C supports outpatient HIV early intervention services and ambulatory care. Part 

C grants are awarded directly to service providers, such as ambulatory medical clinics. Part C 

also funds planning grants, which help organizations more effectively deliver HIV/AIDS care and 

services. 

 

Ryan White Part D –Women, Infants, Children, and Youth with HIV/AIDS and His or her Families 

 Ryan White Part D grants provide family-centered comprehensive care to children, youth, and 

women and his or her families.   

 

Ryan White Part F – Dental Programs 

 Funds from all Ryan White HIV/AIDS grants can support the provision of oral health services. Two 

programs, however, specifically focus on funding oral health care for people with HIV: 

o The Dental Reimbursement Program (DRP), and 

o The Community Based Dental Partnership Program (CBDPP) 

o Part F also funds the Minority AIDS Initiative (MIA), the AIDS Education and Training 

Centers (AETC), and Special Projects of National Significance (SPNS) 
 

Oversight of the RWHAP is administered via the Health Resources and Services Administration 

(HRSA), which is an agency of the U.S. Department of Health and Human Services. For more information 

on the Ryan White HIV/AIDS Program and HIV-related services visit: http://hab.hrsa.gov/  

The Patient Protection and Affordable Care Act that passed in 2010 requires providers, agencies and 
organizations to re-examine their healthcare delivery systems and how clients access and receive care 
and treatment. HRSA’s Policy Clarification Notices 13-01 – 13-06 requires RWHAP Grantees, to 
vigorously pursue and expeditiously enroll clients in health care coverage that is cost-effective. Tracking 
clients and monitoring his or her care is an essential part of these systems.  ADAP must determine the 
best infrastructure and service delivery mechanisms to support grant requirements. When ADAP 

http://hab.hrsa.gov/
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purchases insurance the program plays a key role in providing HIV/AIDS medication to eligible 
individuals. Insurance purchased for ADAP clients must meet HRSA requirements for viability and cost 
effectiveness.  
 
 

I. Chapter 2. Legislative Authority 
 

Below is the ADAP relevant language from the Ryan White Act: 

Section 2616. 300ff–26 PROVISION OF TREATMENTS.  
 

(a) IN GENERAL.—A State shall use a portion of the amounts provided under a grant awarded under 
section 2611 to establish a program under section 2612(b)(3)(B) to provide therapeutics to treat HIV/AIDS 
or prevent the serious deterioration of health arising from HIV/AIDS in eligible individuals, including 
measures for the prevention and treatment of opportunistic infections.  
 
(b) ELIGIBLE INDIVIDUAL.—To be eligible to receive assistance from a State under this section an 
individual shall—  
 
(1) have a medical diagnosis of HIV/AIDS; and  
 
(2) be a low-income individual, as defined by the State.  
 
(c) STATE DUTIES.—In carrying out this section the State shall—  
 
(1) ensure that the therapeutics included on the list of classes of core antiretroviral therapeutics 
established by the Secretary under subsection (e) are, at a minimum, the treatments provided by the 
State pursuant to this section;  
 
(2) provide assistance for the purchase of treatments determined to be eligible under paragraph (1), and 
the provision of such ancillary devices that are essential to administer such treatments;  
 
(3) provide outreach to individuals with HIV/AIDS, and as appropriate to the families of such individuals;  
 
(4) facilitate access to treatments for such individuals;  
 
(5) document the progress made in making therapeutics described in subsection (a) available to 
individuals eligible for assistance under this section; and  
 
(6) encourage, support, and enhance adherence to and compliance with treatment regimens, including 
related medical monitoring. 
  
Of the amount reserved by a State for a fiscal year for use under this section, the State may not use more 
than five percent to carry out services under paragraph (6), except that the percentage applicable with 
respect to such paragraph is 10 percent if the State demonstrates to the Secretary that such additional 
services are essential and in no way diminish access to the therapeutics described in subsection (a).  
 
(d) DUTIES OF THE SECRETARY.—In carrying out this section, the Secretary shall review the current 
status of State drug reimbursement programs established under section 2612(2) and assess barriers to 
the expanded availability of the treatments described in subsection (a). The Secretary shall also examine 
the extent to which States coordinate with other grantees under this title to reduce barriers to the 
expanded availability of the treatments described in subsection (a).  



 

Page 6 
 

 
(e) LIST OF CLASSES OF CORE ANTIRETROVIRAL THERAPEUTICS.—  
 
For purposes of subsection (c)(1), the Secretary shall develop and maintain a list of classes of core 
antiretroviral therapeutics, which list shall be based on the therapeutics included in the guidelines of the 
Secretary known as the Clinical Practice Guidelines for Use of HIV/AIDS Drugs, relating to drugs needed 
to manage symptoms associated with HIV. The preceding sentence does not affect the authority of the 
Secretary to modify such Guidelines.  
 
(f) USE OF HEALTH INSURANCE AND PLANS.—  
 
(1) IN GENERAL.—In carrying out subsection (a), a State may expend a grant under section 2611 to 
provide the therapeutics described in such subsection by paying on behalf of individuals with HIV/AIDS 
the costs of purchasing or maintaining health insurance or plans whose coverage includes a full range of 
such therapeutics and appropriate primary care services.  
 
(2) LIMITATION.—The authority established in paragraph (1) applies only to the extent that, for the fiscal 
year involved, the costs of the health insurance or plans to be purchased or maintained under such 
paragraph do not exceed the costs of otherwise providing therapeutics described in subsection (a).  
 
(g) DRUG REBATE PROGRAM.—A State shall ensure that any drug rebates received on drugs 
purchased from funds provided pursuant to this section are applied to activities supported under this 
subpart, with priority given to activities described under this section.  
 

To read the entire Ryan White legislation visit: http://hab.hrsa.gov/abouthab/legislation.html  

 

State of Florida Requirements 

Chapter 381, F.S., Public Health - This is the Florida statute that assigns the Department of Health the 

responsibility of assessing and addressing the state’s public health system which shall be designed to 

promote, protect, and improve the health of all people in the state. Chapter 381, F.S., is often referred to 

as Florida’s Public Health Law, which provides the statutory authority for the DOH HIV/AIDS Section to 

establish the eligibility requirements and procedures developed through the administrative process for 

the HIV/AIDS programs.  

Section 381.0042, F.S. - Patient Care for Persons with HIV infection. This section provides the 

Department of Health the statutory authority to establish patient care networks to plan for the care and 

treatment of persons with HIV/AIDS in a cost effective manner. 

Section 384.30, F.S. – Minors’ consent to treatment. - (1) The department and its authorized 

representatives, each physician licensed to practice medicine under the provisions of chapter 458 or 

chapter 459, each health care professional licensed under the provisions of part I of chapter 464 who is 

acting pursuant to the scope of his or her license, and each public or private hospital, clinic, or other 

health facility may examine and provide treatment for sexually transmissible diseases to any minor, if the 

physician, health care professional, or facility is qualified to provide such treatment. The consent of the 

parents or guardians of a minor is not a prerequisite for an examination or treatment. 

(2) The fact of consultation, examination, and treatment of a minor for a sexually transmissible disease 

is confidential and exempt from the provisions of s. 119.07(1) and shall not be divulged in any direct or 

http://hab.hrsa.gov/abouthab/legislation.html
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indirect manner, such as sending a bill for services rendered to a parent or guardian, except as provided 

in s. 384.29. 

Chapter 64D-4 of the Florida Administrative Code describes eligibility requirements for HIV/AIDS Patient 

Care Programs. This is often referred to as the “eligibility rule” for the patient care programs and was 

developed through a process that included statewide input, workshops, public hearings, and notification 

to the affected parties. An administrative rule or code is a legal binding document based on authority.   

64D-4.001 Purpose 
Rulemaking Authority 381.0011(2), (3), 381.003 FS. Law Implemented 381.001, 381.003(1) FS. 
History–New 1-23-07, Repealed 7-04-16. 

 
64D-4.002 Definitions 
For the purpose of this chapter, the words and phrases below are defined as follows: 

(1) “ADAP Approved Plans” – insurance plans that will, at minimum, include pharmaceutical benefits 
for HIV antiretroviral medications; have at least one drug from each class of core antiretroviral; 
and are assessed for cost effectiveness. Cost effective is defined as the aggregate cost of paying 
for the health insurance option versus paying for the full cost for medications. 

 (2) “Federal Poverty Level” –  the poverty income guidelines (January 2015) as published by the 
U.S. Department of Health and Human Services, which is incorporated by reference and 
available at http://www.flrules.org/Gateway/reference.asp?No=Ref-06964 or can be obtained at 
any Florida county health department. 

(3) “Household Income” – income from all sources received by the applicant, the applicant’s spouse 
(if married), and other adult persons living in the home, if they are included in the household 
size as defined in subsection (4) below. 

(4) “Household Size” – the number of persons in an applicant’s household whose income is counted 
for purposes of determining the Federal Poverty Level. The number counted in household size 
includes the applicant, the applicant’s spouse (if married), and any adults who live with the 
applicant and:  

(a) Claim the applicant as a dependent on a tax return, or 
(b) Have legal custody of the applicant. 
(5) “HIV/AIDS Patient Care Programs”: 
(a) Ryan White Part B Consortia Program, a program authorized by 42 U.S.C. § 300ff-23, that 

assesses the service needs of persons living with HIV/AIDS in an area that received Ryan 
White Part B funding, and secures providers to deliver the needed core medical and support 
services based on available funding, 

(b) Ryan White Part B AIDS Drug Assistance Program, a program that provides medications to 
uninsured or underinsured individuals living with HIV/AIDS disease, authorized under 42 U.S.C. 
§ 300ff-26. Services are provided through the distribution of medications directly to eligible clients 
or by the purchase of health insurance that includes coverage for HIV/AIDS medications, 

(c) ADAP Premium Plus Insurance Program, a component of ADAP designed to assist eligible 
clients, as defined in Rule 64D-4.007, who have insurance and need assistance with premiums, 
copays, and/or deductibles, 

(d) State Housing Opportunities for Persons with AIDS (HOPWA) Program, as defined by 24 C.F.R. 
Part 574 (04/01/13), a housing program, funded by the U.S. Department of Housing and Urban 
Development and administered by the state, that is intended to prevent the condition of 
homelessness from occurring to individuals or families living with HIV/AIDS; or if already 
homeless, to transition the individuals or families back into stable housing as soon as possible, 
as well as to create a strategy for long-term housing stability for persons living with HIV/AIDS. 
The program funds short-term rent, mortgage and utility assistance, permanent housing 
placement, transitional housing, resource identification and case management, and  

(e) HIV/AIDS patient care programs provided by the patient care networks, as defined in Rule 64D-

http://www.flrules.org/Gateway/reference.asp?No=Ref-06964
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2.001, and county health departments as administered by the Florida Department of Health, 
Bureau of Communicable Diseases. 

(6) “Low Income” – adjusted gross household income at or below 400 percent of the Federal 
Poverty Level. For HOPWA, low income means 80 percent of a county’s median income, as 
defined by the U.S. Department of Housing and Urban Development, effective July 1, 2015, 
which is incorporated by reference and is available at 
https://www.flrules.org/Gateway/reference.asp?No=Ref-06969.  

Rulemaking Authority 381.0011(2), 381.003(2) FS. Law Implemented 381.0011, 381.003(1)(b) FS. 
History–New 1-23-07, Amended 8-31-07, 3-21-08, 10-27-08, 3-30-09, 6-30-16. 

 
64D-4.003 Eligibility and Documentation Requirements 
Only an individual seeking assistance, or their court-appointed representative, legal representative, or 
legal guardian seeking assistance on their behalf, may apply for services. 
 
An applicant for HIV/AIDS patient care programs is eligible to be linked to services based on a 
preliminary positive HIV test result from a test approved by the Food and Drug Administration to 
determine the presence of HIV infection. For this rule, linkage to service is defined as referring the 
applicant to eligibility determination and counseling services and the scheduling of medical 
appointments. To receive services from an HIV/AIDS patient care program an applicant: 

(1) Must have a positive test result from a test approved by the Food and Drug Administration to 
determine the presence of HIV infection. 

(2) Must be living in Florida which may be documented by providing one of the following: current state 
or local Florida photo identification; utility bill, with name and street address; housing, rental or 
mortgage agreement in client’s name; recent school records; bank statement, with name and 
street address; letter from person with whom the client resides; property tax receipt or W-2 form 
for previous year; unemployment document with street address; current voter registration card; 
official correspondence, postmarked in last 3 months; prison records, if recently released; current 
documentation from the Florida Medicaid Managed Information System (FLMMIS) or the Medical 
Eligibility Verification System (MEVSNET) showing that the client is currently receiving Medicaid 
or assistance from the Supplemental Nutritional Assistance Program (SNAP), formally known as 
food stamps; Florida Department of Corrections offender search website photo print out; or a 
Declaration of Domicile, as per s. 222.17, F.S. If homeless: a statement from the shelter in which 
the client resides or visits; physical observation of location of residence by eligibility staff; a written 
statement from the client describing living circumstances may be used, signed and dated by the 
client. Eligibility staff may provide assistance with writing the statement; or a statement from a 
social service agency attesting to the homeless status of the client. 

(3) Cannot be receiving the same services or be eligible to participate in local, state, or federal 
programs where the same type service is provided or available.  

(4) Must have low-income. 
(5) Must submit a completed and signed Application to Receive Allowable Services for HIV/AIDS 

Patient Care Programs, DH 150-884 (08/2014), which is incorporated by reference and 
available at http://www.flrules.org/Gateway/reference.asp?No=Ref-06962, be willing to 
cooperate with eligibility staff during the eligibility process, and comply with the Rights and 
Responsibilities stated in the application. 

(6) Must not be currently institutionalized in a prison, jail, or other entity that is legally required to 
provide medical care and prescription medications. 

(7) Must have their eligibility recertified every six month or at shorter intervals if the client’s income 
or other factors change before the six month period. The client must report any changes in 
his/her situation which impacts his/her eligibility status to the eligibility staff no later than 10 days 
after it is known. 

Rulemaking Authority 381.0011(2), 381.003(2) FS. Law Implemented 381.0011, 381.003(1)(b) FS. 
History–New 1-23-07, Amended 10-27-08, 6-30-16. 

https://www.flrules.org/Gateway/reference.asp?No=Ref-06969
http://www.flrules.org/Gateway/reference.asp?No=Ref-06962
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64D-4.004 Determined Eligible or Ineligible 
Rulemaking Authority 381.0011(2), (3), 381.003 FS. Law Implemented 381.001, 381.003(1) FS. 
History–New 1-23-07, Repealed 7-04-16. 

 
64D-4.005 Re-Determination and Continued Eligibility. 
Rulemaking Authority 381.0011(2), (3), 381.003 FS. Law Implemented 381.001, 381.003(1) FS. 
History–New 1-23-07, Repealed 7-04-16. 

 
64D-4.006 Rights and Responsibilities 
Rulemaking Authority 381.0011(2), (3), 381.003 FS. Law Implemented 381.001, 381.003(1) FS. 
History–New 1-23-07, Repealed 7-04-16. 

 
64D-4.007 AIDS Drug Assistance Program (ADAP) 

(1) The program requirements for the AIDS Drug Assistance Program are that an individual have: 
(a) A current Notice of Eligibility, DH8000-PHSPM-08/2014, which is incorporated by reference and 

available at http://www.flrules.org/Gateway/reference.asp?No=Ref-06963. 
(b) A prescription for at least one antiretroviral. 
(c) An HIV viral load laboratory result that is less than six months old and an HIV CD4 laboratory 

result that is less than 12 months old at the time of enrollment or recertification.  
(2) In addition to the requirements listed in subsection (1) above, an individual must meet the 

following requirements for the ADAP Premium Plus Insurance Program: 
(a) Enrollment in an ADAP approved plan. 
(b) Use an ADAP contracted pharmacy(ies) to receive premium assistance, medications co-

payment and/or deductible. 
(c) Need prescription coverage to the extent that payment cannot be made, or cannot reasonably 

be expected to be made, by another payer source.  
Rulemaking Authority 381.0011(2), 381.003(2), FS. Law Implemented 381.0011, 381.003(1)(b), FS. 
History –New 7-04-16. 
 

To view more information on the eligibility rule visit: 
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=64D-4 

 
 
 
 
 
 

I. Chapter 3. HRSA Requirements and Expectations 
 
The Federal administrator and grantor for the AIDS Drug Assistance Program (ADAP) is the U.S. 

Department of Health and Human Services (HHS), Health Resources and Services Administration 

(HRSA), HIV/AIDS Bureau (HAB). HRSA is the primary Federal Agency for improving access to health 

care services for people who are uninsured and underinsured.  

To learn more about HRSA/HAB visit: http://hab.hrsa.gov  

 

For each Fiscal Year, HRSA releases a Funding Opportunity Announcement (FOA) to provide 

instructions to applicants in preparing the Fiscal Year grant application. The FOA also outlines the 

following requirements: 

 

http://www.flrules.org/Gateway/reference.asp?No=Ref-06963
https://www.flrules.org/gateway/ChapterHome.asp?Chapter=64D-4
http://hab.hrsa.gov/
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HRSA/HAB ADAP Performance Measures  

HAB has created performance measures that Ryan White HIV/AIDS Program grantees can use to 

monitor the quality of care provided. The measures can be used at the provider or system level— in the 

current format or further modified to meet agency needs.  

 Application Determination: Approval or denial of ADAP enrollment should take place within 14 

days (two weeks) of ADAP receiving a complete application. (Not applicable in Florida at this 

time.) 

 Eligibility Recertification: ADAP enrollees should be reviewed within 180 calendar days.   

HRSA Policy Clarification Notices (PCN) 

Policy Clarification Notice #7-05 states in part: 

 Funds may only be used to purchase premiums from health insurance plans that at a minimum 

provide prescription coverage equivalent to the Ryan White HIV/AIDS Program Part B formulary.  

 The total amount spent on insurance premiums cannot be greater than the annual cost of 

maintaining that same population on the existing ADAP program.  

 

Policy Clarification Notice #10-02 states in part: 

 The HIV/AIDS patient care programs are eligible programs, and not entitlement programs, such 

as Medicaid; therefore, the services provided by these programs are subject to accessibility, and 

funding statewide. Local areas have the authority to determine funding priorities, limitations and 

resources. Consequently, services vary widely across the state.  

Policy Clarification Notice #13-02 states in part:  

 RWHAP funds may not be used for any item or service “for which payment has been made or 

can reasonably be expected to be made” by another payment source.  

 The primary purposes of the recertification process are to ensure that an individual’s residency, 

income, and insurance statuses continue to meet the grantee eligibility requirements and to verify 

that the RWHAP is the payer of last resort. 

Policy Clarification Notice #13-03 states in part: 

 ADAP may expand insurance options to ADAP-enrolled uninsured through Marketplaces.  

 Vigorously pursue enrollment into health care coverage for which clients may be eligible.  

Policy Clarification Notice #13-04 states in part: 

 Funds must be used to help maintain health insurance coverage if deemed cost-effective and are 

in accordance with RW Program Policy, specifically PN 7-05.  

 Make every reasonable effort to ensure eligible uninsured clients expeditiously enroll into 

Marketplace plan options.  

 Inform clients regarding the consequences of not enrolling into insurance coverage.  

Policy Clarification Notice #13-05 states in part: 

 ADAP funds may be used to cover costs associated with a health insurance policy, including co-

payments, deductibles, or premiums to purchase or maintain health insurance coverage. In order 

to use Part B ADAP funds to purchase health insurance, State ADAPs must:  
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o Assure he or she are buying health insurance that at a minimum, includes at least one 

drug in each class of core antiretroviral therapeutics from the HHS Clinical Guidelines for 

the Treatment of HIV/AIDS as well as appropriate primary care services; and 

o Assess and compare the aggregate cost of paying for the health insurance option versus 

paying for the full cost for medications. 

Policy Clarification Notice #14-01 states in part: 

 RWHAP grantees and sub grantees that use program funds to purchase health insurance in the 

Marketplace must vigorously pursue any excess premium tax credit a client receives from the 

Internal Revenue Service (IRS). 

For a comprehensive list of all PCNs visit: http://hab.hrsa.gov/manageyourgrant/policiesletters.html 
 
 

I. Chapter 4. General Program Guidelines 

 

Application Requirements  

New applicants must be physically present to enroll in ADAP.  Clients who need to recertify after the initial 

enrollment may recertify in person or submit recertification documents via fax or mail. Returning clients 

may also recertify via the online ADAP database application. 

 

Patient Care Core Eligibility Process 

The first step in accessing all services through Patient Care, including ADAP, is to undergo the Patient 

Care Core Eligibility screening.  Individuals who have been determined eligible will be issued a signed 

Notice of Eligibility letter by the organization that does the screening.  Depending on geographic location, 

this may be a Florida Department of Health (DOH) field office or a community-based organization (CBO).  

While receiving a signed Notice of Eligibility is the first step in accessing ADAP services, additional 

qualifications must be satisfied before an individual can be enrolled into the program.  A favorable Patient 

Care Core Eligibility determination does not automatically guarantee enrollment into ADAP. Consult the 

paragraph below for ADAP qualifications. If a current or prospective client does not meet the requirements 

of the Patient Care Core Eligibility screening, he or she is not able to receive services through ADAP. 

 

ADAP Qualifications 

An individual must meet these criteria to be enrolled in ADAP: 

 Have a current Notice of Eligibility 

 Have a prescription for at least one antiretroviral 

 Have an HIV viral load laboratory result that is less than six months old and an HIV CD4 laboratory 

result that is less than 12 months old at the time of enrollment or recertification 

 Must not be currently institutionalized in a prison, jail, or other entity that is legally required to 

provide medical care and prescription medications 

 Must need prescription coverage to the extent that payment cannot be made, or cannot 

reasonably be expected to be made, by another payer source 

 

Required Enrollment Documents 

 Signed current HIV/AIDS Patient Care Notice of Eligibility  

 An HIV CD4 count laboratory result less than a year old 

http://hab.hrsa.gov/manageyourgrant/policiesletters.html
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 A HIV Viral Load count laboratory result less than six months old 

 Valid prescription for at least one antiretroviral medication 

 

ADAP Enrollment Forms 

The following documents must be stored in the client’s database record. Templates of all ADAP forms 

can be found in Appendix F and in the ADAP database. 

 Client Information Form 

 DH 3203 Authorization to Disclose Confidential Information Form* 

 DH3204 Initiation of Services form*  

 Patient Statement of Understanding Medication Regimen 

 Notice of Program Enrollment  

 Additional Enrollment and recertification documentation as needed for your specific type of 

assistance 

If applicable, please include the following forms: 

 Notice of Non-Qualification for Enrollment form  

 Temporary Enrollment form  

*Required DOH forms for individuals receiving services through a Florida county health department. 

These should be accessible upon request in case of audit. 

 

Recertification Requirements  

All clients must recertify in ADAP every six months (180 days) in order to continue receiving services.  

The records of clients who do not timely recertify will be automatically closed to the program. Therefore, 

the ADAP Central Office recommends that clients be recertified during the fifth month of his or her 

enrollment.  The ADAP qualifications and documents required for program enrollment (see Section 

I.Chapter 4.General Program Guidelines) are also required during recertification. 

 

Clients with Extremely Poor Health 

Applicants who are in extremely poor health and/or homebound may be eligible for other services.  These 

include Project AIDS Care (PAC) Waiver Services, Supplemental Security Income (SSI), disability 

benefits, or Medicaid.  Please consult case management to explore service options. 

 

Minors Seeking ADAP Services 

The consent of the parents or guardians of a minor is not a prerequisite for accessing ADAP.  Minors 

may receive ADAP services consistent with Chapter 384.30(1), Florida Statutes.  However, as a payer 

of last resort, individuals under the age of 18 that attempt to enroll in ADAP must first provide 

documentation of application and denial of any insurance opportunities, including those available through 

Florida Kidcare. Minors who access or attempt to access services through Patient Care shall experience 

the same level of privacy and confidentiality as clients who have already attained the age of 18. 

 

Short-Term Enrollments 

ADAP does not offer assistance for individuals intending to enroll for the short-term (less than six months), 

but rather provides services for persons in need of long-term assistance in obtaining their HIV medication.  

 

No applicant should leave empty handed. Applicants seeking short-term assistance or awaiting 

determination from another program (e.g., Medicaid, Medicare, etc.) should be referred to a case 
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manager for information on alternative sources of assistance. Alternative sources of assistance include, 

but are not limited to:  

 Local consortia 

 Ryan White Programs 

 General revenue funds 

 Pharmaceutical Patient Assistance Programs (PAPs) 

Should local short-term assistance not be available, the ADAP Central Office should be notified.   

 

Clients under the Care and/or Control of an Institution 

A client who is under the care and/or control of an institution (e.g., a mental health facility, state prison, 

nursing home, hospital, hospice, or any other in-patient care facility) should receive medications through 

the institution. This does not preclude a client from returning to ADAP once he or she is no longer under 

the care or control of the institution.  

 

Individuals released from the care and control of an institution must be given priority for enrollment into 

ADAP to prevent an interruption in therapy.  Please allow clients who walk-in to be seen so that their 

record can be updated and they can continue their treatment regimen with the least of amount of 

interruption. Most inmates released from prison receive no more than a three-day supply of medication, 

sometimes less.   

 

ADAP Clients in State Correctional Institutions 

ADAP clients who enter a state correctional institution are not eligible to receive ADAP services until 

released. If the individual was an existing client, the record must be closed in the ADAP Database as 

“Closed-DOC”. The client will receive medication from the Florida Department of Corrections.   

 

Applicants who are under the care or control of the Florida Department of Corrections Work Release 

Program are qualified to receive services through ADAP if they meet all other program qualifications. 

 

Agreements with Local Jail Administration 

In instances where local county jails are unable to provide HIV medications to an incarcerated ADAP 

client, county health departments are encouraged to develop an agreement or understanding with the 

local county detention facility administration to ensure that ADAP clients receive treatment while in a 

detention or treatment facility for 31 or more days. The agreement or understanding should include 

provisions for the following:  

 The client was incarcerated while enrolled and in open status 

 The client has a valid “refillable” prescription in the database at the time of incarceration 

 At the time of incarceration, the client is no more than 14 days late in picking up 

o Clients that have been off of medications for more than 14 days require provider 

approval prior to restarting medications. 

 Delivering a 30-day supply of ADAP medications to the detention facility medical staff on behalf 

of a client 

 Providing unused medications to a client upon release from a detention facility 

 Notification of client release date by detention facility medical staff to the local ADAP office 

 The aforementioned agreement with the local jail administration must be signed by the client along 

with a witness signature 
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o The client may designate a jail staff member to pick-up medication(s) on his or her behalf. 

 

Coordinate with the client’s case manager and/or jail medical staff to reduce the possibility of treatment 

interruption. If there are concerns please see: 

http://www.preventhivflorida.org/Corrections/DOH_Corrections_Programs.htm 

 

Determinations of Potential Alternate Payers 

Alternate party payers are entities that will assist individuals who cannot afford medications. Some 

common third party payers are Medicaid, Medicare, Tricare, VA, and employer-sponsored insurance 

coverage. Others include, CBOs, AIDS Service Organizations (ASOs), Pharmaceutical Assistance 

Programs (PAPs), not-for-profit organizations in the healthcare industry, or other Ryan White entities.   

 

ADAP staff members (or designee) must conduct eligibility screening at initial enrollment and 

recertification every six months. A primary way of screening for Medicaid is through the Florida Medicaid 

Management System (FLMMIS).  

 

The HIV/AIDS Section also runs a monthly Medicaid match for ADAP and CAREWare databases. ADAP 

also conducts a monthly match with CMS for clients with Medicare and/or Medicaid. Clients currently 

employed, regardless of employment type, must secure documentation from the employer regarding 

access to private insurance (not available, limitations, open enrollment, etc.) Clients with access to private 

insurance are required to utilize his or her insurance benefits before accessing services through the Ryan 

White HIV/AIDS Program (RWHAP). 

 

Please note that Ryan White allocation dollars are generally prohibited from duplicating Part B services 

offered by ADAP. 

 

Expectations of Clients 

ADAP clients are expected to: 

 Attend scheduled appointments 

 Pick-up medications timely each month 

 Provide requested information within specified time frames 

 Promptly report changes in: 

o Address 

o Income 

o Health insurance availability  

o Household composition 

 Recertify core eligibility every six months 

 Treat ADAP staff members with courtesy and respect 

 

Clients who do not fulfill the responsibilities may experience interruption of service. Please 

contact your area consultant for assistance.  

 

 

 

 

http://www.preventhivflorida.org/Corrections/DOH_Corrections_Programs.htm


 

Page 15 
 

Falsification and Withholding of Information 

Persons who withhold, hide, or falsify information in order to qualify and/or remain enrolled in ADAP, are 

subject to any or all of the following: 

 Disenrollment from the program 

 Repayment of costs to the program 

 Criminal Prosecution 

 

Fraudulent Activity 

If a client has committed fraud, do NOT confront the client. Instead: 

1. Collect documentation of presumed fraud or concealment. 

2. Determine the period during which client was committing the alleged fraud/concealment. 

3. Consult with your supervisor and local attorney. 

4. Note all actions taken in the notes section of the client’s ADAP database record. 

5. Notify the ADAP Central Office of any actions taken. 

 

ADAP Requirements for County Health Departments (Department of Health Field Offices) 

All county health departments are expected to: 

 Maintain at least one designated ADAP staff member and one designated backup staff member. 

 Use the ADAP database to track client information. 

 Ensure that enrollments, labs, and prescriptions are obtained and entered in the ADAP database 

on time according to policy. 

 Adhere to the program requirements and standards established in this manual. 

 Coordinate with each client’s case manager, as applicable, to assist the client in accessing 

available resources. 

 Ensure ADAP is the payer of last resort. 

 

These tasks can be accomplished through a variety of methods, and the administrator in each county 

may approach this differently, keeping in mind what is best for the county.  For suggestions or guidance, 

please contact the ADAP Central Office. 

 

Proper ADAP Form Use and Agreement 

As a certified ADAP Database Web Application User, the ADAP staff member is afforded a high level of 

responsibility.  Therefore, it is imperative that the staff member not deviate from program policy unless 

he or she receives written approval from the ADAP Central Office.  This includes not creating or utilizing 

any form not included in this manual or published in a later memorandum from the ADAP Central Office. 

 

Database Access Restrictions 

Access to the ADAP Database Web Application is restricted to staff members who are formally trained 

and certified by the ADAP Central Office.  The ADAP Central Office will provide user accounts for each 

ADAP staff member upon completion of ADAP database training requirements. 

 

Each ADAP Database Web Application user will be required to change his or her password at least once 

every 30 days. This can be done by simply logging in, and selecting the password link under the ‘admin’ 

tab. The system will prompt the user for the old password, and allow entry of a new password. 
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Account deactivation occurs after 90 days of inactivity. In order to reactivate, a supervisor must make the 

request in writing and assure that the user will be conducting ADAP duties.  

 

Information Security Requirements 

All ADAP staff members must attend security training and adhere to the rules established in DOH Policy 

50-10f-10 - Information Security and Privacy, Confidential Information.  Client information may NOT be 

copied from the database to a user’s computer under any circumstances. To copy client data is a direct 

breach of DOH policy. 

 

Adherence Tools 

ADAP staff members may utilize reminder cards or other appropriate tools to help clients keep any 

scheduled appointments. The following tools can be obtained by sending a request to an ADAP Central 

Office regional consultant: 

 Adherence Foldout Cards (Packs of 20) 

 Medical Reminder Booklet (Packs of 40) 

 Appointment Reminder Cards (Packs of 25) 

 Posters: English (Packs of 5) 

 Posters: Spanish (Packs of 5) 

 Posters: Haitian Creole (Packs of 5) 

 

ADAP Forms & Letters 

ADAP forms or letters may not be altered without written approval from the ADAP Central Office. Forms 

may be downloaded from the ADAP SharePoint Site:  

https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CH

D%20STAFF/Forms/AllItems.aspx 

 

Waiting Lists 

In the event that ADAP funding is unable to meet the demand for services, the ADAP Central Office may 

establish a statewide waiting list.  The ADAP Central Office will issue guidance if budgetary restraints are 

placed. For more information on waiting lists, please see the ADAP Cost Containment Guidance for 

details on waiting list management.  This can be found on the ADAP SharePoint Site. 

 

Database Record File Notes  

ADAP staff members must document any client interaction in the client’s record in the “Notes” section of 

the database. Additionally, ADAP staff members should make a note in the database of any unusual 

action that has occurred.  The documentation will assist other staff members in understanding a client’s 

history before providing services.  Examples of information to document: 

 Medication changes 

 Adherence issues 

 Areas of concerns 

 Reminders or recommendations provided to a client and upcoming appointment dates 

 Discussion(s) with client’s case manager, prescribing clinician’s office, insurance companies, or 

designated staff  

 Behavior that is discourteous or disrespectful 

 

https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CHD%20STAFF/Forms/AllItems.aspx
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CHD%20STAFF/Forms/AllItems.aspx
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Sample Record Notes Entries: 

 8/3/15: Entered new script – Truvada.  Labs drawn today.  Client understands how to take his 

new medications. -ADAP staff member’s name or initials. 

 7/25/15:  Eligibility renewed today.  Patient reports missing several day of medication and states 

he has not told his provider. He gave permission for me to relate his missed doses to his medical 

team. Clinician discontinued Mepron as patient’s CD4 has increased.  Gave reminder that labs 

are due before next refill.  -ADAP staff member’s name or initials. 

 

Always be sure to include the name of the individual, the date, what was said, and follow up action, if 

applicable.  Be sure to include the name of the ADAP staff member after the entry. 

  

When in doubt, err on the side of caution and make a note including: 

 What happened 

 When it happened 

 Who were the parties involved? 

 Where the event happened, if applicable 

 How the situation was resolved or what follow-up action will be taken 

 

Record/File Management 

Once enrolled into ADAP, each client has his or her own database record. Some clients may also have 

a historical paper file.  It is imperative for data collection, reporting and audit purposes that each client 

record/file, electronic or paper, is accurate and up-to-date. 

 

The ADAP Central Office requires that any client files be stored in accordance with DOH policy.  The 

standard paper client file is a Legal Size 6 Partition Classification Folder. All physically accessible client 

files must be stored in a secured room in accordance with DOH Policy 50-10f-10, Information Security 

and Privacy, Confidential Information. 

 

Use of Printed Enrollment Forms  

ADAP staff members may only use the Enrollment Form to enroll clients if: 

 The ADAP database is not available due to server/network issues AND 

 The ADAP Central Office has been notified and has authorized the use of the enrollment forms. 

 

Enter all information from the enrollment forms into the database once the server/network issues have 

been resolved. A copy of the PDA should be printed and scanned in to the clients file or properly 

destroyed.  

 

Logging Client Lab Results  

Some lab information is downloaded via e-labs in the database. Lab information that is not populated 

electronically must be manually logged into the ADAP database.  A client who brings in documentation 

of his or her lab work may have several numbers on the same page. It is imperative to enter the correct 

number for the appropriate laboratory test result. 
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Prescription Entry and Changes  

ADAP staff members must ensure that every client’s treatment regimen is always up-to-date in the ADAP 

database. ADAP staff members must change an old prescription’s status to inactive in the ADAP 

database when a client presents a new prescription for the same medication and when the client presents 

prescriptions for a new medication regimen.  

 

Client Transfers between CHDs  

If a client relocates or chooses to receive services in a different county: 

1.  Initiate the county transfer in the client’s database record 

2. The new ADAP servicing county must request the client’s file in writing (encrypted e-mail) from 

the previous CHD. The previous CHD should then select the Transferred client status option in 

the database.  

3. The previous ADAP servicing county must transfer a copy of client’s file within five days of the 

request. The files may be placed in the ADAP confidential folder, sent via encrypted e-mail, saved 

in CAREWare, or mailed by overnight postal. If mailed, the copy must be double enveloped with 

each envelope marked as confidential per DOH policy 50-10f-07.   

4. ADAP staff members of the new servicing county must immediately notify Central Pharmacy, in 

writing (encrypted e-mail), of the transfer to ensure that previously authorized medications are 

delivered to the correct service county. 

 

Manual Administrative Suspension 

Clients can be suspended by submitting a request to Central Office in the ADAP database under the 

following conditions: 

 

Medication Surplus:  

The client has 30 days or more of medication.  Please record in the “Notes” section of the database 

why there is excess supply (e.g., patient was on a PAP; non-compliance; early pick-ups; or 

hospitalization). 

 

Pharmaceutical Cap: 

Client has a monthly cap on medications he or she can access outside of the program. The client’s 

pharmaceutical benefits cap must be utilized before being able to receive medication(s) from ADAP. 

 

Treatment Interruption:  

The client’s prescribing clinician places current medication regimen on hold due to side effects, 

secondary illness, etc. This requires a written request from the client’s prescribing clinician. Reasons 

for treatment interruption must be discussed with the HIV/AIDS Section Medical Team at 850-245-

4334. In the event of an interruption of therapy, the Medical Team will contact the ADAP Central 

Office to either initiate an administrative suspension or authorize the continuation of treatment for the 

client through ADAP 

 

Drug Study:  

The client has enrolled in a drug study or clinical trial for 30 days or more. A client who is enrolled in 

a drug study or clinical trial for more than 180 days is still eligible for ADAP as long as he or she 

meets the other program qualifications. The client must recertify and provide laboratory test results 

every six months to remain current during the suspension period. Drug study suspensions require a 

written request from the client’s prescribing clinician which is to be scanned into the ADAP database 
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with the suspension request. Written documentation from the rescribing clinician must submit 

documentation to the local ADAP office detailing the following:  

o Anticipated length of the study 

o Medications provided in the clinical trial 

o Medical provider contact information and signature 

o Permission to continue non-drug study medications from the medical provider 

 

If an ADAP client enrolls in a clinical trial that does not provide all needed components of the drug 

regimen, ADAP may provide the medications not given as part of the drug study.  Document in the 

“Notes” section of the database the reason why ADAP is only providing a portion of the client’s 

medications (e.g., Client is in a drug study which provides drug X and Y, etc.).  Also scan all pertinent 

documentation in the client’s database file. 

  

It is very important that the local ADAP staff document(s) the information in the notes section of the 

database regarding the details of the clinical study provided by the prescribing clinician. Once the 

client is no longer receiving medications through a clinical trial (drug study), the ADAP Central Office 

must be notified so that the client can resume obtaining medication(s) from ADAP or continue on an 

administrative suspension if he or she has drugs remaining.  

 

If for any reason the client discontinues participation in the clinical trial and needs to resume his or 

her previous treatment regimen through ADAP, the client will need documentation from the 

prescribing clinician along with a new prescription to present to the local ADAP office. The local ADAP 

staff member will then need to notify the ADAP Central Office in order to have the administrative 

suspension removed from the client’s record.  

 

Lost to Follow-Up: 

This is a suspension that can be requested if the client simply cannot be contacted. In order to 

suspend a client’s record for Lost to Follow-up, a minimum of three attempts to contact the client must 

be made. The method of contact can vary by county. ADAP staff must document all failed attempts 

to communicate with client in the notes section of the client’s database record and in the notes section 

of the ADAP database suspension request. 

 

Automatic Record Suspension  

The ADAP Database will only automatically suspend a client record when said client has not been 

compliant to the program’s requirements. Client records will suspend to 2+ months no drug pick-up 

after 90 days of no documented pick-up information. In order for the suspension to be removed local 

ADAP field staff must submit a suspension termination request through the ADAP database. All 2+ month 

no drug pick-up suspension termination requests must be accompanied by supporting notes or 

documentation indicating continuous pick-up activity that was previously missing OR an authorization 

from the client’s prescribing clinician indicating their approval for the client to resume their medication 

regimen.  

 

Automatic Record Closure 

The ADAP Database will automatically close a client record to overdue re-enrollment 180 days after 

the client’s last ADAP enrollment or recertification. Client records will also automatically close upon the 

expiration of the most recent NOE on file.  
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The ADAP database conducts bi-annual Medicaid checks. Any clients who are determined to have full 

coverage through the state Medicaid program will be automatically closed to the program. 

 

Manually Closing a Client’s Record  

ADAP client records can be manually closed by updating any client information to reflect information that 

is not in accordance with the ADAP eligibility requirements per rule 64D.  Information updates that would 

initiate a client record closure include the following: 

 Updating a client’s address to an out of state location 

 Indicating that a client is deceased 

 Updating a client’s income information to reflect income over 400% of the FPL 

 Indicating that a client is under the care or control of an institution 

 Indicating that a client has Medicare D with full LIS 

 Initiate a Medicaid validation check 

 

When updating a client’s record to initiate a record closure, ADAP staff must scan all supporting 

documentation in the client’s database file and document the reason for record closure in the “Notes” 

section of the ADAP database. 

 

D.O.C. 

A client’s record must be closed for this reason if the client is incarcerated within a state correctional 

institution.  This can be done by completing an eligibility assessment update and indicating that the 

client is under the care or control of an institution. Before initiating this record closure, ADAP staff 

must verify the client is incarcerated within a state correctional institution.  This can be done online, 

by phone, or in writing. 

 

It should be noted that clients who are under supervision of the Florida Department of Corrections 

in the Work Release Program are not precluded from receiving service through ADAP and should 

not be closed in the ADAP database. 

 

Reports 

The following reports can be generated in the database (for more detailed information, see the Provide 

Enterprise Manual):  
 

 Client Demographics 

 Client Pickup Percentage by County 

 Closures and Suspensions in 30 Days 

 Direct Dispense Percent Clients Served 

 Enrollments and Re-enrollments 

 Last User Login Report 

 Percent Served By Area 

 Percent Served By County  

 Pickup Percentage by Area – Summary  

 Pickup Percentage by County – Client Detail 

 Pickup Percentage by County – Summary 
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 Suppressed Viral Load by Area 

 Suppressed Viral Load by County 

 

Changing SSN  

To change a client’s identifying information (Name, SSN, Birth Date, and Gender – Birth and Current) 

you must first click “Edit” and then use the “Action - Change Client Identification”, on the client’s profile 

page. (instructions are found in the ‘Eligibility Worker User Guide’ page 7)  

 

Client Enrollment  

A new applicant, their court-appointed representative, legal representative, or legal guardian seeking 

assistance on their behalf must be physically present to enroll in ADAP.  Clients who need to recertify 

after the initial enrollment may recertify in person, via mail/fax, or online.  

 

Once an applicant or their representative has presented all required documentation (as indicated in 

Section I. Chapter 4.General Program Guidelines. Required Enrollment Documents) 

 Enter all information into the ADAP database. 

 Have the client complete and sign all ADAP enrollment forms (indicated in Section I. Chapter 

4.General Program Guidelines. Required Enrollment Forms) 

 Scan all required enrollment documentation and enrollment forms documentation to the client’s 

database record.  

  

If an applicant or client fails to provide all the necessary documentation to complete an enrollment or 

recertification, complete and provide him or her with a Request for Information form (located in 

Appendix F).   

 

Client Recertification 

Clients who need to recertify after the initial enrollment may recertify in person, via mail/fax, or online. 

  

In-Person Recertification 

Once an applicant has presented all required documentation (as indicated in Section I. Chapter 

4.General Program Guidelines. Required Enrollment Documents) 

 Enter all information into the ADAP database. 

 Have the client complete and sign all ADAP enrollment forms (indicated in Section I. Chapter 

4.General Program Guidelines. Required Enrollment Forms) 

 Scan all required enrollment documentation and enrollment forms documentation to the client’s 

database record.  

 

 Online Recertification 

Web User Accounts can be set up for clients wanting to submit their six-month re-certification online.  

Instructions for setting up and requesting a Web User Account may be found in the Eligibility Worker 

User Guide.  The Provide system will automatically send an email message to the client to verify and 

activate the account, allowing a complete re-certification. 
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Mail or Fax Recertification 

ADAP allows clients to recertify by mail or FAX.  The following documents should be sent to clients 

who choose to recertify without coming in for a face to face meeting. Instruct client to fill out and sign 

where appropriate and return to you in a timely manner. 

• Client Information Form 

• DH 3203 Authorization to Disclose Confidential Information Form* 

• DH3204 Initiation of Services form*  

• ADAP Adherence Pre-Counseling Tool  

• Enrollment and recertification documentation as needed for specific type of assistance 

• Temporary Enrollment form  

 

Remind clients to update any labs, change of address, phone, income, insurance, etc.  and also to 

include a copy of any new prescriptions they may have. 

To expedite the return of these documents, please send a stamped, self-addressed return envelope 

to the client. 

Templates of all ADAP forms can be found in Appendix F and in the ADAP database. 

Mail or Fax Recertification 

 

Prescription Requirements 

ADAP will accept prescriptions written for up to 12 months from a client’s prescribing clinician for 

medications. 

 

 

I. Chapter 5. ADAP Direct Dispense Guidelines 
 
Introduction 
ADAP Direct Dispense is the portion of the AIDS Drug Assistance Program that is specifically designed 

for uninsured or underinsured clients. These clients receive approved ADAP formulary medications 

directly from the local county health department. When ADAP was initially established in the state of 

Florida, the program only provided direct medication services. However, ADAP has since expanded to 

assist insured clients as well.  

 

 

Application Requirements  

A new applicant, their court-appointed representative, legal representative, or legal guardian seeking 

assistance on their behalf must be physically present to enroll in ADAP.  Clients who need to recertify 

after the initial enrollment may recertify in person, via mail/fax, or online. 

 

Patient Care Core Eligibility Requirements 

The first step in accessing services through Patient Care, including ADAP, is completion of Patient Care 

Core Eligibility screening.  Individuals who have been determined eligible will be issued a signed Notice 

of Eligibility letter by the organization that does the screening.  Depending on geographic location, this 

may be a DOH field office, and ADAP field office, or a community-based organization (CBO).  

 

While receiving a signed Notice of Eligibility is the first step in accessing ADAP services, additional 

qualifications must be satisfied before an individual can be enrolled into the program.  A favorable Patient 
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Care Core Eligibility determination does not automatically guarantee enrollment into ADAP. If a current 

or prospective client does not meet the requirements of the Patient Care Core Eligibility screening, the 

client is not able to receive services through ADAP.  For more information on Core Eligibility, see the 

Florida Administrative Code (F.A.C.) Rule 64D-4, and the HIV/AIDS Patient Care Programs Determining 

Eligibility Staff Procedures Manual. 

 

ADAP Program Qualifications 

An individual must meet these criteria to be enrolled in ADAP Direct Dispense: 

 Have a current Notice of Eligibility  

 Have a prescription for at least one antiretroviral 

 Have an HIV CD4 less than a year old and HIV viral load laboratory results that are less than six 

months old 

 Need prescription coverage to the extent that payment cannot be made, or cannot reasonably 

be expected to be made, by another payer source 

 Not be currently under the care and/or control of an institution (e.g., prison, long-term, or other 

entity offering in-patient care) 

 

Required Enrollment Documents 

 Signed current HIV/AIDS Patient Care Notice of Eligibility  

 An HIV CD4 count laboratory result less than a year old 

 A HIV Viral Load count laboratory result less than six months old 

 Valid prescription for at least one antiretroviral medication on the ADAP formulary  

 

ADAP Enrollment Forms for ADAP Direct Dispense Clients 

The following documents must be stored in the client’s database record. Templates of all ADAP forms 

can be found in Appendix F and in the ADAP database. 

 Client Information Form 

 DH 3203 Authorization to Disclose Confidential Information Form* 

 DH3204 Initiation of Services form*  

 Patient Statement of Understanding Medication Regimen 

 Notice of Program Enrollment  

If applicable, please include the following forms: 

 Notice of Non-Qualification for Enrollment form  

 Temporary Enrollment form  

 

*Required DOH forms for individuals receiving services through a Florida county health department. 

These should be accessible upon request in case of audit. 

 

 

ADAP Forms and Documents for ADAP Direct Dispense Clients 

Templates of all ADAP forms can be found in Appendix F.  

 HIV/AIDS Patient Care Notice of Eligibility letter 

 Client Information Form 

 DH 3203 Authorization to Disclose Confidential Information Form* 
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 DH3204 Initiation of Services form* 

 Patient Statement of Understanding Medication Regimen 

 Copies of CD4 test results (if not reported through e-labs) 

 Copies of HIV Viral Load test results (if not reported through e-labs) 

 Copies of prescriptions 

 Proof of ineligibility for Medicare with full LIS or Medicaid with full prescription benefits 

 Notice of Program Enrollment form (database generated) 

 Prescription Dispensing Authorization (PDA) forms for every individual client pick-up 

 Enrollment and recertification documentation 

If applicable, please include the following forms: 

 Request for Information Form  

 Printed Enrollment form  

 Temporary PDA form  

*Required DOH forms for individuals receiving services through a Florida county health department. 

These should be accessible upon request in case of audit. 

 

Recertification Requirements  

All clients must recertify in ADAP every six months (180 days) in order to avoid record suspension. ADAP 

Central Office recommends that clients be recertified during the fifth month of their enrollment period.  

The ADAP qualifications and documents required for program enrollment (see section I.Chapter 5.ADAP 

Direct Dispense Guidelines) are also required during recertification. 

 

Prescription Dispensing Authorization (PDA) 

The ADAP Database is the authorizing agent for all medication dispensing.  A prescription dispensing 

authorization (PDA) must be printed in order to log any client pick-ups for ADAP-funded medications 

dispensed by Central Pharmacy and associated local county health department pharmacies. 

 

The ADAP staff member must print out a Prescription Dispensing Authorization (PDA) form after a 

medication has been authorized through the ADAP database and before issuing medications from the 

Central Pharmacy or requesting that medications be dispensed from the local county health department 

pharmacy. PDAs that are printed but have no associated medication pick-up will prevent the authorization 

of future medications. Any county health department that dispenses medication without program approval 

may be required to repay the costs of the medications.   

 

Use of Printed Temporary PDA Forms  

ADAP staff members may only use the Temporary PDA form if: 

 The ADAP database is not available due to server/network issues AND 

 The ADAP Central Office has been notified and has authorized the use of the temporary PDA 

forms 

Enter all information from the temporary PDA forms into the database once the server/network issues 

have been resolved. 

 

Central Pharmacy 

Located in Tallahassee, Central Pharmacy is the state operated pharmacy under the direction of the 

Florida Department of Health. Central Pharmacy is responsible for procuring all ADAP formulary drugs. 
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It manages the procurement of medications for counties with local pharmacies and also dispenses and 

ships individual client prescriptions to all other counties. The contact information for Central Pharmacy 

is:       

Bureau of Public Health Pharmacy (BPHP) 

116-A Hamilton Park Drive 

Tallahassee, FL 32304 

Phone: 850 - 922-9036    

Fax: 850 - 921-3608 

 

 

Inventory of Medications from Central Pharmacy 

Central Pharmacy is responsible for procuring all ADAP formulary drugs. All local county pharmacies are 

required to conduct a complete physical inventory of ADAP medications on the last working day of every 

month. 

 

Inventory reports must be submitted via email to zzzzMailbox by the 5th day of each month (next business 

day if weekend or holiday) to Central Pharmacy. Report must include: 

1. National Drug Code (NDC) 

2. Drug Name 

3. Strength 

4. Form (capsule, vial, etc.) 

5. Quantity 

 

Category II and Category III County Medication Delivery 

Central Pharmacy will dispense and ship thirty-day prescription fills or refills of a client’s prescribed 

medications for storage and distribution to Category II and Category III counties upon order.  

 

When a shipment arrives at the County Facility, an Eligibility worker will need to navigate to “View – 

Activity - All in My Service County – ADAP Medication Shipments”. 

 

This view shows all active shipment records to or from the County Facilities of the Service Counties the 

worker is associated with. Expand the “Ship To County Facility” group by clicking on the plus sign and 

then double click the shipment record corresponding to the shipment that was received. (see ‘Prescription 

Management User Guide’ found in the ADAP Provide Enterprise system) 

 

If the complete shipment has been received, click on ‘Received Complete’.  If partial payment was 

received, click on ‘Received Partial’ . Then select the Dispense records that were received. The Received 

Dispense records have their status updated to “Received” and will now be available to be added to a 

PDA. However the missing Dispense records will have their status changed to “Missing from Shipment” 

and must be resolved.  

 

A Partially Received Shipment record must be resolved by clicking the Resolve Received Partial button 

on the shipment, however first each missing Dispense record must be resolved. Either the Central 

Pharmacy must click the Rest to Authorized button on the Dispense (if it was never actually shipped) or 

the Eligibility worker must click the Set to Received button (if the medications are found to have actually 
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been received). Only when all the Missing Dispense records have been properly updated can the 

shipment record be Resolved. 

 

Storage of Medications for Clients 

Medications may be stored in the county health department office for individual clients.  Refrigerate 

medications, if it is so indicated per manufacturer’s directive. More information regarding storage 

requirements can be found on Central Pharmacy’s website at: http://dohiws/Divisions/Pharmacy 

 

Medication Pick-Ups by Persons Other Than the Client 

A client may designate an individual to pick-up a 30-day supply of medications on his or her behalf if ALL 

of the following requirements are met: 

 The designee has received prior authorization from the client and it is documented using DH Form 

3203, Authorization to Disclose Confidential Information 

 The designee provides a valid, government-issue photo ID, and signs for the medication(s) 

 

A person cannot pick-up medications for a client on a monthly basis unless there is a documented, 

extenuating circumstance. In extreme cases, the ADAP Central Office will give written, special 

dispensation in cases where an individual may regularly pickup medication(s) on behalf of an ADAP 

client. 

 

Requesting Advance Pick-Ups 

Medications that are picked up between one and five days early should not be considered an advance 

pick-up. Medications picked up more than five days early are considered advance pick-ups. Clients may 

receive up to one month of medications in advance for any of the following reasons: 

 The client experiences an unforeseen, sudden, and urgent occurrence or occasion requiring 

immediate action, and the client intends to return. 

 The client is traveling outside the state or country for an extended period of time and intends to 

return. 

 The client is leaving the state for work purposes and intends to return. 

 Advance pick-ups for more than one month of medications may only be granted by the ADAP 

Central Office after review of documented extenuating circumstances.  This effort will be 

coordinated with Central Pharmacy. To request an advance pick-up, the Advance Medication 

Pick-up Authorization form must be completed and submitted as part of a medication 

authorization request through the ADAP database. 

 

Migrant Workers 

 ADAP may provide up to two months of advance medication to a client if the client is a seasonal 

worker for more than 30 days with the intention to return to the area of service. To request an 

advance pick-up for a migrant worker, the Advance Medication Pick-up Authorization form must 

be completed and submitted as part of a medication authorization request through the ADAP 

database. 

 

 

 

 

http://dohiws/Divisions/Pharmacy
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Failure to Pick-Up Medications on Time 

A client should pick up his or her medications from the local CHD within 30 days of his or her prior pick-

up. The first day a client is out of medications and has not picked up, the client is considered late for that 

month’s pick-up. 

 

If a client is eligible to receive services and comes in late to pick up medications, ADAP staff members 

may hand out medications to the client and must: 

 Assess ADAP historical dispensing record whether or not the client is or should be out of 

medication. 

 Document client history in ADAP database as to missed doses and their explanation as to why 

they are late in picking up medication. 

 If in your assessment the client has missed more than one or two doses of medications in the 

month or has gone more than 2 days in a row without taking their ARV medications: 

o Notify the provider’s office by phone or fax of client history and follow any recommended 

advice regarding the client. 

o Notify the client’s case manager by phone, email or fax of client history.  

 Document all contact with the client, his or her case manager, and the client’s prescribing 

clinician’s office in the client’s database record. 

 

If a client’s eligibility status has changed and comes in late to pick up medications, ADAP staff 

members must: 

 Determine if the client is still eligible for ADAP services and update the client’s record in the 

ADAP PE system. 

o If eligible, may provide the medications to the client. 

 Assess ADAP historical dispensing record to determine if the client is or should be out of 

medication. 

 Document client history in ADAP database as to missed doses and their explanation as to why 

they are late in picking up medication. 

 If in your assessment the client has missed more than one or two doses of medications in the 

month or has gone more than 2 days in a row without taking their ARV medications: 

o Notify the provider’s office by phone, email or fax of client history and follow any 

recommended advice regarding the client. 

o Notify the client’s case manager by phone, email or fax of client history.  

 Document all contact with the client, his or her case manager, and the client’s prescribing 

clinician’s office in the client’s database record. 

 

If a client is no longer eligible to receive services, ADAP staff members must: 

 Alert the client that they are no longer eligible to receive ADAP services and provide them with a 

completed Request for Information form. 

 Notify the provider’s office that client is no longer eligible to receive ADAP services. 

 Notify the client’s case manager that client is no longer eligible to receive ADAP services. 

 Coordinate efforts with case manager, practitioner office or local resources to provide medication 

services through alternate resource. 
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 If it becomes apparent the client is not going to be able to receive ARVs, notify by phone, email 

or fax the HIV/AIDS section medical office. 

 Document all contact with the client, his or her case manager, and the client’s prescribing 

clinician’s office in the client’s record in the ADAP PE system. 

 

 

If client now has insurance, please see Premium Plus enrollment section of this policy manual.  

 If it becomes apparent the client is not going to be able to receive ARVs notify by phone, email or 

fax the HIV/AIDS section medical office. 

 

The ADAP Central Office strongly recommends that clients do not wait until they are on their 

last pill before attempting to pick up. 

 

 

Medication Pick-ups  

The client must pick-up his or her medication(s) in person from their servicing county’s ADAP field office. 

ADAP staff members may not ship medications under any circumstances. 

 

Medications that have been dispensed by Central Pharmacy while a client is in open status may only be 

issued to a client who is in closed or suspended status at the time of pick-up if they are no more than 60 

days past their scheduled pick-up date. Medications may not be distributed to clients who are 14 or more 

days late to pick-up, regardless of program status, without prior authorization from the prescribing 

clinician. 

 

Returning Medications 

Central Pharmacy maintains and enforces statewide policy regarding the maintenance of drug 

inventories and the return of medications. For policy information on managing medications, inventory, 

and returning medications to Central Pharmacy, see DOH Policy 395-1-12 located on the Central 

Pharmacy website at http://dohiws/Divisions/Pharmacy 

 

All medication that have not been picked up by the client within 60 days of his or her scheduled pick-

up date must be returned to Central Pharmacy or the CHD pharmacy.  

 

See ‘Prescription Management User Guide’ found in the ADAP Provide Enterprise system for 

complete instructions. 

 

Logging Drug Pick-ups  

County ADAP staff members must log drug pick-ups in the ADAP database within 24 hours of the client 

picking up the medication(s). PDAs that do not have an associated pick-up will prevent the authorization 

of future medication fills.  Expired PDAs should be cancelled and a new one created the next time the 

client picks up medications. 

 

 

 

 

http://dohiws/Divisions/Pharmacy
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Replacement of Lost or Stolen ADAP Medications 

Requests to replace lost or stolen medications for ADAP Direct Dispense clients will be determined on a 

case by case basis. In order to request a replacement of lost or stolen medications a police report must 

be filed and a copy of the report must be scanned into the ADAP database.  Changing the medication 

status to ‘Lost by Client’ will be managed through the dispense history for each drug. 

 

Automatic Suspension Due To Non-Pick-Up  

If there is no pick-up information entered in a client’s record for 90 days from the client’s last documented 

pick-up, the record will be suspended to 2+ months no drug pick-up.   

 

CD4 and Viral Load Laboratory Tests 

ADAP clients are permitted up to two HIV Viral Load laboratory tests and one CD4 laboratory test a year 

through the DOH Bureau of Statewide Laboratories (Statewide Lab). Even clients who have a suppressed 

viral load will need to submit laboratory test results to ADAP. 

 

HIV Genotype Resistance Testing 

ADAP Clients are permitted up to two HIV-1 Genotype Resistance laboratory tests through the Statewide 

Lab if the client: 

1. Is currently listed as “Open” in the ADAP database. 

2. Has no insurance. 

3. Has no other funding available to pay for laboratory testing. 

 

Tropism Testing 

Trofile™ Tropism Assay laboratory test is not available through ADAP. This laboratory test is used 

specifically to determine whether or not a client could benefit from adding Selzentry (Maraviroc) to his or 

her treatment regimen. 

 

For more information about Trofile™ Tropism Assay laboratory testing, refer clients to his or her 

prescribing clinician to ask about the Trofile™ Access Program (TAP) offered through ViiV Healthcare.   

Information regarding Tropism Assay laboratory tests can be found at: 

https://viivhcdxresource.com/Home 

 

Medicaid Back Billing 

Per the HRSA HIV/AIDS Bureau policy clarification notices #13-01 & #13-02, grantees and sub-grantees 

must vigorously pursue Medicaid enrollment for individuals who are likely eligible for coverage and seek 

payment from Medicaid, when grantees and sub-grantees provide a Medicaid-covered service for 

Medicaid beneficiaries. Further the grantees and sub-grantees are required to back-bill Medicaid, upon 

determination of client’s Medicaid eligibility, for Ryan White HIV/AIDS Program (RWHAP) funded 

services. This rule stands to extend finite RWHAP grant resources to new clients and/or needed services. 

Any Medicaid funds received by a CHD as a remuneration or reimbursement for any pharmaceuticals or 

devices used to fill RWHAP (ADAP) prescriptions shall be transferred to Central Pharmacy by means of 

a journal transfer.  These funds will be reinvested in the current fiscal year to the drug budget allocations 

account specific to the RWHAP (ADAP) program for the procurement of additional pharmaceuticals. 

Current coding for the transfer can be obtained from BPHP Business Operations Office by calling (850) 

922-9036 Ext. 3014. 

 

https://viivhcdxresource.com/Home
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Retroactive Medicaid Billing 

CHD clients eligible for and receiving drug assistance through RWHAP (ADAP or other Ryan White 

Programs) may subsequently become Medicaid eligible. Prescriptions filled under the eligibility 

requirements of the program office and filled with drugs obtained from the BPHP must be retroactively 

billed to Medicaid for up to 12 months prior to the establishment of Medicaid eligibility. 

 

Retroactive Medicaid Billing for Public Health Service (PHS) purchased Drugs 

CHD pharmacies required to retroactively bill Medicaid for prescriptions purchased at a PHS price must 

use his or her PHS Medicaid Provider Number.  Medicaid is billed the PHS drug acquisitions cost plus 

the customary dispensing fee. 

 

Retroactive Medicaid Billing for Non-PHS-purchased Drugs 

CHD pharmacies required to retroactively bill Medicaid for prescriptions not purchased at a PHS price 

must use his or her regular Medicaid Provider Number. Medicaid is billed the drug acquisition cost; 

pharmacies are reimbursed at acquisition or allowable cost plus the customary dispensing fee. 

 

CHDs with a Permitted Pharmacy 

CHDs with a pharmacy permit(s) required to bill Medicaid for prescriptions filled must obtain two Medicaid 

provider numbers from the Medicaid Program Office.  Effective May 23, 2008, all Medicaid Providers 

must have obtained a National Provider Identifier (NPI) in order to be reimbursed for Medicaid service 

provision. 

 

CHD pharmacies filling RWHAP (ADAP or other Ryan White programs) under 340B Public Health Service 

(PHS) program prescriptions for Medicaid, Medicaid HMO and PPO eligible clients and using 

pharmaceuticals obtained from the BPHP or through a wholesale distributor PHS account, must bill 

Medicaid for eligible clients using his or her PHS National Provider Identifier (NPI).  The PHS-related NPI 

must be registered with HRSA OPA for the site seeking Medicaid reimbursement. 

 

CHD pharmacies filling RWHAP (ADAP or other Ryan White Programs) under Non-340B PHS must bill 

Medicaid for eligible clients using his or her Non-340B PHS National Provider Identifier for prescriptions, 

pharmaceuticals other than 340B PHS program prescriptions. 

 

CHDs without a Pharmacy 

CHDs shall submit the necessary Medicaid client and provider information to the BPHP for Medicaid 

approved pharmaceutical products obtained from Central Pharmacy that are issued, dispensed, or 

administered to Medicaid eligible clients.  The required form for Medicaid submission will be completed 

and submitted through the Pharmaceutical Forms System (PFS) and is available through the Internet or 

intranet.  Access to the PFS can be obtained from the BPHP Information Technology Office by calling 

922-9036 ext. 3022 or by e-mail to pfssupport@flhealth.gov.  Reimbursements are credited to the drug 

budget allocation account specific to the ADAP program for the current fiscal year for the procurement of 

additional pharmaceuticals. 
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I. Chapter 6. ADAP Premium Plus Guidelines 
 
Introduction 

ADAP Premium Plus is a component of the ADAP program created to assist eligible ADAP clients with 

maintaining prescription insurance coverage through Medicaid, Medicare Part D, employer-sponsored 

insurance plans, COBRA policies, and ADAP approved qualified health plans available through Florida’s 

federally facilitated Marketplace.   

 

ADAP Premium Plus covers out-of-pocket expenses such as premiums, medication co-payments, and/or 

deductibles for eligible ADAP clients with prescription insurance coverage. Clients who receive copay 

and deductible assistance may not utilize outside co-pay cards for drugs that are on the ADAP formulary. 

ADAP-issued CVS assistance cards should be used by all clients who are receiving copay and deductible 

assistance through the program. Alternative co-payment assistance cards can be used for any other non 

ADAP formulary drugs at any pharmacy of the client’s choice. The ADAP-issued CVS assistance card 

can only be used for ADAP formulary drugs picked up from pharmacies within the pharmacy network of 

the ADAP pharmaceutical benefits manager (PBM), currently CVS Caremark. 

 

Application Requirements  

A new applicant, their court-appointed representative, legal representative, or legal guardian seeking 

assistance on their behalf must be physically present to enroll in ADAP.  Clients who need to recertify 

after the initial enrollment may recertify in person, via mail/fax, or online. 

 

Patient Care Core Eligibility Requirements 

The first step in accessing services through Patient Care, including ADAP, is completion of Patient Care 

Core Eligibility screening.  Individuals who have been determined eligible will be issued a signed Notice 

of Eligibility letter by the organization that does the screening.  Depending on geographic location, this 

may be a DOH field office, and ADAP field office, or a community-based organization (CBO).  

 

While receiving a signed Notice of Eligibility is the first step in accessing ADAP services, additional 

qualifications must be satisfied before an individual can be enrolled into the program.  A favorable Patient 

Care Core Eligibility determination does not automatically guarantee enrollment into ADAP. If a current 

or prospective client does not meet the requirements of the Patient Care Core Eligibility screening, the 

client is not able to receive services through ADAP.  For more information on Core Eligibility, see the 

Florida Administrative Code (F.A.C.) Rule 64D-4, and the HIV/AIDS Patient Care Programs Determining 

Eligibility Staff Procedures Manual. 

 

ADAP Premium Plus Program Qualifications 

 An individual must meet these criteria to be enrolled in ADAP Premium Plus 

 Have a current Notice of Eligibility  

 Have a prescription for at least one antiretroviral 

 Have an HIV CD4 less than a year old and HIV viral load laboratory results that are less than six 

months old 

 Need prescription coverage to the extent that payment cannot be made, or cannot reasonably 

be expected to be made, by another payer source 
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 Not be currently under the care and/or control of an institution (e.g., prison, long-term, or other 

entity offering in-patient care) 

 Be enrolled in an ADAP approved plan 

 Use an ADAP contracted pharmacy to receive medication co-payments, and/or deductible 

assistance 

 

Required Enrollment Documents  

 A signed current HIV/AIDS Patient Care Notice of Eligibility letter 

 Have an HIV CD4 less than a year old and an HIV Viral Load Laboratory Results less than six 

months old (unless reported through the e-labs system) 

 Valid prescription for at least one antiretroviral medication 

 

ADAP Enrollment Forms for ADAP Premium Plus Clients  

Templates of all ADAP forms can be found in Appendix F.  

 Client Information Form 

 DH 3203 Authorization to Disclose Confidential Information Form* 

 DH3204 Initiation of Services form*  

 Patient Statement of Understanding Medication Regimen  

 Notice of Program Enrollment 

 Completed Admin Review Form and associated supporting documentation: 

o Insurance plan summary/explanation of benefits 

o Premium payment invoice if seeking premium assistance 

If applicable, please include the following forms: 

 Notice of Non-Qualification for Enrollment form  

 Temporary Enrollment form  

 Request for Information Form  

 Printed Enrollment form  

 Marketplace Client Summary of Information 

*Required DOH forms for individuals receiving services through a Florida county health department. 

These should be accessible upon request in case of audit. 

 

ADAP Forms and Documents for ADAP Premium Plus Clients 

Templates of all ADAP forms can be found in Appendix F.  

 HIV/AIDS Patient Care Notice of Eligibility letter 

 Client Information Form 

 DH 3203 Authorization to Disclose Confidential Information Form* 

 DH3204 Initiation of Services form* 

 Patient Statement of Understanding Medication Regimen 

 Copies of CD4 test results (if not reported through e-labs) 

 Copies of HIV Viral Load test results (if not reported through e-labs) 

 Copies of prescriptions 

 Proof of ineligibility for Medicare with full LIS or Medicaid with full prescription benefits 

 Notice of Program Enrollment form (database generated) 

 Enrollment and recertification documentation 
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 Completed Admin Review Form and associated supporting documentation: 

a. Insurance plan summary/explanation of benefits 

b. Premium payment invoice if seeking premium assistance 

If applicable, please include the following forms: 

 Notice of Non-Qualification for Enrollment form  

 Temporary Enrollment form  

 Request for Information Form  

 Printed Enrollment form  

 Marketplace Client Summary of Information 

 Health Benefit Account Form 

 Health Savings Account Balance Overview Sheets 

*Required DOH forms for individuals receiving services through a Florida county health department. 

These should be accessible upon request in case of audit. 

 

Recertification Requirements  

All clients must recertify in ADAP every six months (180 days) in order to continue receiving services.  

The records of clients who do not timely recertify will be automatically suspended to the program. 

Therefore, the ADAP Central Office recommends that clients be recertified during the fifth month of his 

or her enrollment.  The ADAP qualifications and documents required for program enrollment (see Section 

I.Chapter 6.ADAP Premium Plus Guidelines) are also required during recertification. 

 

Premium Plus Enrollment Review  

Before ADAP can initiate assistance with a client’s current insurance coverage, the insurance plan must 

be reviewed to ensure that it is viable and cost-effective for the program. The total cost of providing 

insurance cannot be greater than the annual cost of maintaining that same HIV regimen on ADAP Direct 

Dispense. An administrative review form and full statement of benefits (Including pharmaceutical benefit 

coverage) should be scanned into the ADAP database client record as health benefits documentation-

proof of coverage. Premium invoices should be scanned into the ADAP database client record as health 

benefits documentation-premium documentation. The administrative review form and associated 

documentation must be submitted to ADAP Central Office for clients seeking assistance with insurance 

coverage in the following instances:  

 Initial enrollment 

 Recertification 

 Start of new plan benefit year 

 Change in client regimen 

 Changes to plan cost or benefit structure 

 

Local Retail Pharmacy Pick-Up 

ADAP Premium Plus services are only available in the state of Florida through the pharmacy network of 

the ADAP PBM, currently CVS Caremark.    

 

Clients will need to present the following items at the local CVS pharmacy: 

 Primary insurance card, 

 CVS Caremark prescription card, and 

 A prescription for at least one antiretroviral 
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Mail Order Option 

If an ADAP Premium Plus client wants to receive ADAP formulary medications in the mail, instruct them 

to do the following: 

 Complete the CVS/Caremark Mail Service Pharmacy Patient Enrollment Form  

 Fax or mail the CVS/Caremark Mail Service Pharmacy Patient Enrollment Form to the number 

or address listed on the form, or 

 Call 1-800-238-7828 to complete the process via telephone.  

 

CVS Caremark will not ship medications to any Post Office Box. The client may have the medications 

mailed to a preferred address such as his or her medical provider, case manager or a local ADAP office. 

 

Advance Pick-Up of Medications 

CVS/Caremark will only fill an advance 30-day supply for ADAP Premium Plus clients if approval is given 

by the client’s insurance provider and ADAP Central Office. Requests for advance pickup will be reviewed 

on a case-by-case basis. Clients may receive up to one month of medications in advance for any of the 

following reasons: 

 The client experiences an unforeseen, sudden, and urgent occurrence or occasion requiring 

immediate action, and the client intends to return. 

 The client is traveling outside the county, state, or country for an extended period of time and 

intends to return. 

 The client is leaving the state for work purposes and intends to return. 

 

Advance pickups may only be granted by the ADAP Central Office after review of documented 

circumstances. To submit a request for advanced pick-up, complete the Advance Medication Pick-up 

Authorization (Appendix F) and scan it into the ADAP database client record as the supporting 

documentation for an ADAP Medication Authorization. Approval of advance pick-up is also contingent 

upon cooperation from the client’s pharmacy and insurance provider. 

 

Replacement of Lost or Stolen ADAP Medications 

Requests to replace lost or stolen medications for ADAP Premium Plus clients will be determined on a 

case by case basis. In order to request a replacement of lost or stolen medications, prior approval must 

be obtained from the client’s primary insurance provider and a police report must be filed. A copy of the 

police report must be scanned into the ADAP database client record. Changing the medication status to 

‘Lost by Client’ will be managed through the dispense history for each drug. 

 

Logging Drug Pick-Ups 

When ADAP pays a claim on behalf of an ADAP Premium Plus client, CVS automatically transmits his 

or her pick-up information into the database record. Once the client has reached the maximum out of 

pocket cost on his or her insurance plan, there is no copayment for ADAP to cover. As such, client pick-

up information is no longer transmitted to the ADAP database and must be logged manually. County 

ADAP staff members must manually log missing drug pick-ups in the Log Missing Pick-ups module of 

the ADAP database. After 90 days, if there is no documented pick-up information in a client’s database 

record, the record will be suspended to 2+ months no drug pick-up.   
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ADAP field staff should check the Pickup Percentage By County-Client Detail report available in the 

ADAP database to determine which clients have missed a pick-up or have pick-up information which was 

not automatically transmitted. The missing pick-up report provides a list of clients in the county who are 

35-90 days post his or her last documented pick-up in the database. These clients should be contacted 

to gather missing pick-up information before their record is suspended. Alternatively, if a client has missed 

a scheduled pick-up, ADAP staff should link the client to a case manager for adherence counseling. 

 

Clients in Clinical Trials/Drug Studies 

Clients who enroll in clinical trials or drug studies that provide all components of their prescribed 

medication regimen are to be placed in suspension. If for any reason the client discontinues participation 

in the clinical trial or drug study and needs to resume medications from ADAP, the client will need 

documentation from the provider along with a new prescription to present to the local ADAP office. The 

local ADAP office would then need to submit a suspension termination request in the clients ADAP 

database record.  

 

Clients who enroll in a clinical trial or drug study that does not provide all components of their prescribed 

drug regimen, remain eligible for ADAP Premium Plus services to assist with medications not given as 

part of the clinical trial or drug study. In such cases, the client must submit documentation from his or her 

medical provider detailing the following: 

 Anticipated length of the study. 

 Medications provided in the clinical trial. 

 Medical provider contact information and signature. 

 

ADAP staff must document the details of the clinical study/drug study provided by the prescribing clinician 

along with the reason ADAP is only providing a portion of the client’s medications in the notes section of 

the database. Once the client’s clinical trial or drug study has ended, the client will need documentation 

from the provider along with a new prescription to present to the local ADAP office. Information regarding 

the close of the clinical trial or drug study must be documented in the notes section of the client’s database 

record and new prescription information must be entered.   

 

I. Chapter 6. Part A. Type of Insurance Served 

 

ADAP Premium Plus offer assistance with the following types of insurance: 

 

 Medicaid Share-of-Cost 

 Medicare Part D (applicant must not be eligible for full LIS)  

 Employer-sponsored insurance 

 COBRA policies  

 ADAP approved Marketplace plans 
 

I. Chapter. 6. Part B. Types of Insurance Not Served 
 

Individual Insurance (Non-Sponsored) 

Individual insurance is non-marketplace coverage that individuals purchase for themselves. Individual 

plans are those plans that are NOT sponsored by an employer or the government.  
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I. Chapter 6. Part C. Services Available 

 

ADAP Premium Plus offers the following two types of services: 

 

Assistance with Medication Copayments and Deductibles Only 

ADAP offers copay and deductible assistance for individuals with the following insurance types: 

 Medicare Part D 

 Medicare Advantage 

 Employer Sponsored Insurance 

 

Full Benefit Assistance 

ADAP Premium Plus clients receiving full benefit assistance will receive ADAP assistance with 

premium payments and ADAP formulary drug copay and/or deductible costs. ADAP offers full benefit 

assistance for individuals with the following insurance types: 

 Employer-sponsored Insurance 

 COBRA 

 ADAP approved Marketplace plans 

 

I. Chapter 6. Part D. Medicare Prescription Plans 

 
Applicants eligible for or enrolled in Medicare plans that offer prescription coverage are only eligible to 

receive copay/deductible assistance through ADAP Premium Plus. Applicants with the option to enroll in 

Medicare Part D or Medicare Advantage plans (also known as Medicare Part C) are expected to do so.  

 

If an applicant is eligible for a Medicare prescription drug plan but has not enrolled, ADAP staff must 

notify the client and the case manager (if applicable) that the applicant is expected to enroll during the 

open enrollment period. 

 

If an applicant is enrolled in a Medicare prescription drug plan and has an income below 150% of Federal 

Poverty Level (FPL) as indicated by the Federal Poverty Guidelines issued by HHS, the applicant must 

apply for the low-income subsidy (LIS), also known as the Medicare Extra Help program. The LIS is a 

government program that helps pay for Medicare prescription drug costs. Applicants in this income 

bracket must apply for LIS before applying or being enrolled into ADAP. The applicant may not be enrolled 

in ADAP until LIS determination is made.  

 

LIS applicants will either be denied assistance or the applicant will receive a full or partial LIS benefit 

assistance. 

 If an applicant has proof of denial for LIS for reasons outside of his or her control, the applicant is 

eligible for ADAP Premium Plus assistance with the full cost of his or her Medicare prescription 

drug plan deductible and copayments.  

 If an applicant has been awarded partial LIS assistance, the applicant is eligible for ADAP 

Premium Plus assistance for the portion of his or her Medicare prescription drug plan deductible 

and copayments not covered by LIS. 

http://www.ehealthmedicare.com/medicare-part-d-prescription/
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 If an applicant has been awarded full LIS, the applicant is not eligible for ADAP Premium Plus 

assistance with his or her Medicare prescription drug plan.    

 

If an applicant is enrolled in a Medicare prescription drug plan and has an income above 150% of Federal 

Poverty Level (FPL) as indicated by the Federal Poverty Guidelines issued by HHS, the applicant is not 

required to apply for LIS and may be enrolled in the ADAP Premium Plus program providing all other 

eligibility requirements are met.  

 
I. Chapter 6. Part E. Employer Sponsored Insurance 
 

Employer Sponsored Insurance 

Employer Sponsored Insurance (ESI) is also referred to as group health insurance. These are health 

insurance plans offered to employees through their employers. These plans are typically offered to all 

applicants whose employment qualifies them for coverage. The employer is responsible for a portion of 

the premium costs.  

 

Provided that all ADAP program qualifications are met, applicants eligible for or enrolled in employer 

sponsored plans may be eligible to receive full benefit assistance or copay and/or deductible only 

assistance through ADAP Premium Plus. 

Copay and/or Deductible Only Assistance 
In order for an ADAP premium plus client with employer-sponsored insurance to be eligible for copay 
and/or deductible assistance the following criteria must be met: 

 The client’s insurance plan must meet federal requirements for minimum value standard. 

 The entirety of the client’s prescribed regimen must be available on the insurance plan’s 

formulary. 

 Both the client and his or her employer-sponsored health plan must be willing and able to 

coordinate with the ADAP contracted pharmaceutical benefits manager (PBM), currently CVS 

Caremark, in order for the client to obtain ADAP formulary medications. 

 If the client is not the sole beneficiary of the plan then the plan must have separate individual and 

family deductible and maximum out-of-pocket costs.  

 

This information will be verified during the administrative review process at initial enrollment and each 

subsequent re-enrollment. If an ADAP Premium Plus applicant seeking copay and deductible assistance 

with an employer-sponsored plan does not meet the stated criteria, the applicant may qualify for services 

through ADAP Direct Dispense.  

 
Full Benefit Assistance  
In order for an ADAP premium plus client with employer-sponsored insurance to be eligible for full benefit 
assistance the following criteria must be met: 

 The client must be enrolled in an employer-sponsored group health plan where the employer pays 

some portion of the premium payment amount. 

 The aggregate cost of providing ADAP Premium Plus full benefit assistance in order to supply the 

client with ADAP formulary drugs must be more cost-effective than providing the client with ADAP 

formulary drugs through ADAP Direct Dispense.  

 The client’s employer or insurance company must be willing to receive third-party premium 

payments on the client’s behalf. 
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 The client’s insurance plan must meet federal requirements for minimum value standard. 

 The entirety of the client’s prescribed regimen must be available on their insurance plan’s 

formulary. 

 Both the client and his or her employer-sponsored health plan must be willing and able to 

coordinate with the ADAP contracted pharmaceutical benefits manager (PBM), currently CVS 

Caremark, in order for the client to obtain ADAP formulary medications.  

 The client MUST be the sole beneficiary of the plan.  

 

This information will be verified during the administrative review process at initial enrollment and each 

subsequent recertification. If an ADAP Premium Plus applicant seeking full benefits assistance with an 

employer-sponsored plan does not meet the stated criteria, the applicant may qualify for services through 

ADAP Direct Dispense.  

 
Initiation of Premium Payments   
An applicant seeking full benefit assistance will be eligible for initiation of premium payment services 

starting the month he or she complete his or her enrollment provided that the administrative review of his 

or her insurance information is subsequently processed and approved. Subsequent premium payments 

will be made for the client for each month where he or she remains in open status for at least one day of 

said month. 

If a client is not enrolled or determined eligible for at least one day of an entire month, ADAP will not 

make premium payments on the client’s behalf for that month. In order for ADAP to resume premium 

payment services, the client or an alternative payer must agree to make premium payment for the month 

which the client was ineligible. If no payer can be secured, the client will be transitioned to ADAP Direct 

Dispense to receive direct medication dispensing through the local CHD. 

 

I. Chapter 6. Part F. COBRA Insurance 

 

COBRA is an acronym for the Consolidated Omnibus Budget Reconciliation Act. This act requires group 

health plans (ESI) to provide a temporary continuation of group health coverage that might otherwise be 

terminated. ADAP Premium Plus clients with COBRA plans receive full benefit assistance.  

 

Applicants eligible for COBRA plans have the opportunity to continue receiving the same health insurance 

coverage that he or she previously received through his or her employer. COBRA applicants have 60 

days from the employment termination date to elect the COBRA plan. Termination of employment also 

qualifies applicants for a simultaneous 60-day special enrollment period through the Marketplace. All 

efforts should be made to enroll clients who are both COBRA and Marketplace eligible into ADAP-

supported Marketplace coverage. ADAP will only provide assistance with COBRA policies in the following 

instances: 

 An applicant is eligible for COBRA coverage  

 The aggregate cost of providing ADAP Premium Plus full benefit assistance must be more 

cost-effective than providing the applicant with ADAP formulary drugs through ADAP 

Direct Dispense.  

 The applicant’s COBRA administrator must be willing to receive third-party premium payments on 

behalf of the applicant. 

 The applicant’s COBRA policy must meet federal requirements for minimum value standard. 
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 The entirety of the applicant’s prescribed regimen must be available on the COBRA plan’s 

formulary 

 Both the applicant and his or her COBRA plan must be willing and able to coordinate with the 

ADAP contracted pharmaceutical benefits manager (PBM), currently CVS Caremark, in order for 

the applicant to obtain ADAP formulary medications. 

 

ADAP Premium Plus clients that meet all federal requirements for Marketplace plan enrollment and are 

eligible for COBRA coverage are encouraged to transition to an ADAP-supported Marketplace plan 

during their current special enrollment period, the next open enrollment period or once their COBRA 

policy terminates.   

 

I. Chapter 6. Part G. Marketplace 
 

The Health Insurance Marketplace is a group of organizations that facilitate structured and competitive 

markets for purchasing health coverage. The federal government created the marketplace so that citizens 

that don’t have coverage through a job, Medicare, Medicaid, the Children’s Health Insurance Program 

(CHIP), or another source can find and enroll in a plan that fits his or her budget and meets coverage 

needs.  

 

In order for an ADAP Premium Plus client to be eligible for full benefit assistance the client must:  

 Meet all federal requirements for Marketplace enrollment: 

o Be a U.S. Citizen or lawful resident of the U.S.  

o Have established state of Florida residency 

o Not be incarcerated (does not include individuals waiting for disposition of charges) 

o Not be eligible for Medicare coverage 

 Be enrolled and in open status in the ADAP database 

 Have an up-to-date core eligibility letter at the time enrollment (less than six months old) 

 Be selected for Marketplace plan eligibility by the ADAP Central Office 

 Enroll in an ADAP-supported Marketplace plan for the county of residence 

 File federal income taxes for each benefit year the client is enrolled in Marketplace 

coverage 

 

Criteria for ADAP-supported Marketplace Plan Selection  

Each year before open enrollment period begins, Florida ADAP will assess each individual Marketplace 

plan to select the plans which the program will support. A list of all ADAP-approved Marketplace plans 

will be distributed to the field. The ADAP Central Office will select Marketplace Plans to support based 

on the following criteria: 

 Cost-effectiveness 

 Compatibility with the ADAP formulary 

 Adequate network providers  

 Ability to coordinate with the ADAP Pharmacy Benefits Manager, currently CVS Caremark 
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Categories of Marketplace Eligible Clients 

Clients must be selected for Marketplace transition by ADAP Central Office in order to be eligible for 

ADAP assistance with a Marketplace plan. Clients selected by ADAP Central Office must currently meet 

at least one of the following criteria: 

 COBRA clients 

 Individual (with non-sponsored insurance) clients 

 Previously transitioned clients 

 Underinsured clients (waiver clients) 

 Uninsured clients as identified by the program 

 High cost clients (over $15,000/year) 

 

ADAP will only assist with plans for eligible clients selected for Marketplace coverage. ADAP will only 

cover plans that are approved by the ADAP Central Office. 

 

ADAP Marketplace Eligible Clients Who Do Not Transition 

ADAP staff must notify clients that he or she may have to pay a penalty/fee, also known as the “individual 

responsibility payment” if the client fails to secure insurance coverage for the year. Ryan White funds 

may NOT be used to cover the cost of the federal individual responsibility payment. Clients who 

still choose to decline Marketplace transition will be served through ADAP Direct Dispense to receive 

medication through the local CHD.  

 

Marketplace Plan Federal Subsidies 

Two types of federal subsidies are available to individuals who enroll in qualified health plans available 

through the Marketplace: Premium tax credits (PTCs) and cost sharing reductions (CSRs). CSRs are 

provisions within the healthcare law that offer assistance with deductibles, co-pays, and co-insurance by 

reducing maximum out-of-pocket annual expenses. Individuals between 100%-250% of the federal 

poverty level are eligible to receive CSRs through the Marketplace (other requirements may apply). 

The premium tax credit is an income based advanced and/or refundable tax credit designed to help 

eligible individuals afford health insurance purchased through the Marketplace by reducing premium 

costs. Individuals between 100%-400% of the federal poverty level are eligible to receive PTCs through 

the Marketplace (other requirements may apply). 

 

ADAP clients who transition to supported Marketplace plans MUST elect to have 100% of any premium 

tax credit for which he or she are eligible, paid in advance directly to the insurance company in order to 

be eligible for ADAP plan assistance. The premium tax credit will be applied to the monthly premiums, 

which helps to reduce the cost associated with the insurance premium. 

 

Reporting Changes in Circumstance 

Clients should notify the Marketplace and ADAP about any and all changes in circumstances so that their 

advanced premium tax credit (APTC) can be adjusted. This will help to avoid insurance interruption and/or 

an APTC reconciliation tax liability. Changes in circumstances that can affect PTCs include: 

 Fluctuation in household income 

 Marriage/divorce 

 Birth or adoption of a child 

 Other changes to your household composition 
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 Gaining or losing eligibility for government or employer-sponsored healthcare coverage 

 

ADAP clients transitioned to the Marketplace who experience changes to federal subsidy levels (CSRs 

and PTC) due to reported changes in client’s circumstance will continue to be eligible for ADAP 

Marketplace plan assistance provided that the client continues to meet all federal, Ryan White and ADAP 

eligibility requirements. Changes must be reported by the client to the Marketplace and the local ADAP 

representative in order to maintain ADAP Marketplace plan assistance.    

 

ADAP clients who lose federal subsidies (CSRs and PTC) due to failure to report changes in 

circumstance or provide requested documentation to the Marketplace will be transitioned to ADAP Direct 

Dispense.  

 

Advanced Premium Tax Credit (APTC) Reconciliation 

The final determination on how much PTC a person should have received (actual PTC) is reconciled with 

how much PTC a person did receive (advanced PTC) when federal income tax for the benefit year is filed 

the following April.  

 

If a client’s household income and family size provided at the time of enrollment are different than what 

was reported on his or her tax return for that benefit year, his or her advanced premium tax credit may 

differ from his or her actual premium tax credit. Once premium tax credits are reconciled when a client 

files his or her tax return we may find that: 

 Advanced Premium Tax Credit Overpayment:  The client was entitled to a smaller premium tax 

credit than he or she received (income was underestimated at time of open enrollment) and the 

client will have a tax liability 

 Advanced Premium Tax Credit Underpayment: The client was entitled to a larger premium tax 

credit than he or she received (income was overestimated at time of open enrollment) and the 

client will receive a refund or reduction in his or her tax liability 

 

APTC Tax Liability 

ADAP will assist with the payment of APTC tax liabilities for clients who meet the following criteria: 

 Client maintained Marketplace enrollment and ADAP eligibility throughout the course of his or 

her benefit year.  

 Cost of tax liability is greater than ten percent of the client’s monthly household income.  

 

APTC Tax Refund 

Per HRSA PCN 14-01, RWHAP grantees and sub grantees that use program funds to purchase health 

insurance in the Marketplace must vigorously pursue any excess premium tax credit a client receives 

from the Internal Revenue Service (IRS). 

 

Clients Who Fail To Submit APTC Tax Refunds 

Clients who fail to submit the APTC tax refund the client received from the IRS to the ADAP Central Office 

will lose eligibility for ADAP Premium Plus assistance with a Marketplace plan for the next benefit year. 

During that benefit year if the client is still in need of medication assistance he or she will be served 

through ADAP Direct Dispense and receive medication through the local CHD.  
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Client Tax Form Collection 

In order to determine whether a client was issued a PTC refund or is responsible for a PTC tax liability, 

ADAP staff must collect and review the following tax documentation:     

 1095-A: The Health Insurance Marketplace Statement which documents coverage by month for 

enrolled individuals and the amount of APTC sent monthly to QHPs. 

 8962: The Premium Tax Credit form calculates the actual premium tax credit due and reconciles 

it with the advanced premium tax credit paid 

 1040: The U.S. Individual Tax Return form is the annual income tax return filed by citizens or 

residents of the Unites States. 

 

ADAP Marketplace Clients Who Fail to File Taxes 

ADAP Marketplace clients who fail to file taxes may lose future eligibility for PTC through the Marketplace. 

These individuals will not be eligible for ADAP Marketplace insurance services until the requested tax 

documentation has been submitted. Clients who are still in need of medication services will be served 

through ADAP Direct Dispense and receive medication through their local CHD. 

 

Married ADAP Marketplace Clients 

In the event that two ADAP Marketplace clients are married and enroll in the same plan, ADAP staff must 

document this information in the insurance module and the notes section of the database record for each 

client to ensure appropriate premium payment is facilitated. 

 

An ADAP client who is transitioning to a Marketplace plan and has a spouse who is not an ADAP client 

is required to enroll in a separate Marketplace plan from his or her spouse. If a household with an ADAP 

client gets two separate plans, the Marketplace will allocate the monthly advance payment across the 

two plans. The ADAP client will be required to accept 100% of the advanced premium tax credit allocation 

for which he or she is eligible in order to receive ADAP assistance with his or her plan. 

 
I. Chapter 6. Part H. Clients with Plan Associated Health Benefit Savings Accounts 
 

The Health Benefit Account Client Summary of Information form must be completed and scanned into 

into the client’s ADAP database record at the initial ADAP enrollment and each subsequent recertification 

for all clients enrolled in insurance plans with associated health saving accounts and health 

reimbursement accounts receiving ADAP Premium Plus Assistance 

 

Health Savings Accounts  

A health savings account (HSA) is an individual owned, tax-advantaged medical savings account 

available to taxpayers in the United States who are enrolled in a high-deductible health plan (HDHP). 

HSA funds may currently be used to pay for qualified medical expenses, including prescriptions, at any 

time without federal tax liability or penalty. HSA funds roll over and accumulate year to year if not spent.  

 

Clients receiving copay and/or deductible, or full benefit assistance who have HSAs associated with their 

health insurance plan will be required to utilize any funds available in their HSA at point of sale prior to 

utilizing ADAP Premium Plus copay/deductible assistance. Clients must bring the HSA payment card to 

the ADAP PBM provider network pharmacy. ADAP formulary prescription drug claims must first be 
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processed and billed to the client’s insurance plan, then through the client’s HSA, and finally ADAP 

premium plus will serve as a tertiary payer for the remaining ADAP formulary prescription claim balance.  

In order to verify that the RWHAP is serving as the payer of last resort, if a client’s insurance plan is 

associated with a HSA, a HSA account balance statement must be provided at the initial enrollment and 

each subsequent re-enrollment.   

 

Health Reimbursement Accounts 

A health reimbursement account (HRA) is a type of employer-sponsored health benefit plan that 

reimburses employees for qualified out-of-pocket medical expenses. Employers set aside a specific 

amount of pre-tax dollars for employees to pay for health care expenses on an annual basis. When an 

employee pays out-of-pocket medical costs, the client can submit a claim for reimbursement for qualified 

products or services. In order for ADAP to remain payer of last resort, if an ADAP client (re)enrolls for 

program services with an HRA the client must: 

 Provide proof that his or her HRA funds have been utilized to cover other qualified medical 

expenses per the terms of his or her HRA.  

OR 

 Submit a claim under his or her HRA for reimbursement of the ADAP formulary medications out-

of-pocket costs. These reimbursement funds are then to be returned to the ADAP program office.   

 
 

I. Chapter 7. ADAP Underinsured Guidelines 
 
Clients who qualify for the following insurance waiver reasons are considered underinsured and upon 
enrollment, will be served by the DOH Central Pharmacy (Category II & III) or the local CHD Pharmacy 
(Category I) for their medication(s). 
 

Pharmaceutical Benefits Cap 

An applicant who is eligible for insurance coverage but the policy has a pharmaceutical benefits cap 

which leaves them without access to medication for part of the benefit year is eligible for ADAP assistance 

under the pharmaceutical benefits cap insurance waiver once the pharmaceutical benefits cap has been 

met provided that the client meets all other program requirements.  

 

Prior to enrollment, the applicant must provide a copy of the insurance policy indicating there is a 

pharmaceutical benefits cap, the amount of the cap, and proof of the current benefit amount remaining. 

The client’s pharmaceutical benefit cap must be utilized before being able to receive medication(s) from 

ADAP. The client will be placed in an administrative suspension until his or her pharmaceutical benefit 

cap is fully exhausted. 

 

Inadequate Prescription Coverage 

An applicant who is eligible for insurance coverage but his or her policy does not offer benefits for one or 

more of the medications in his or her prescribed regimen is eligible for ADAP assistance under the 

inadequate prescription coverage insurance waiver provided that the client meets all other program 

requirements.  

 

Applicants must provide a copy of their insurance policy listing the benefits provided by the insurance 

plan and a copy of their plan formulary. 
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Discount Plans 

An applicant who is eligible for insurance coverage but the policy is a discount plan is eligible for ADAP 

assistance under the discount plan insurance waiver provided that the client meets all other program 

requirements. A discount plan allows a client to purchase medications at a discounted price. 

In order to be eligible for this waiver reason, an applicant must provide a copy of his or her insurance 

policy listing the specific benefits available. 

 
Medicaid Share-of-Cost 
A Medicaid Share-of-Cost plan only provides full benefits if the cost of treatment (including medications) 
exceeds the share-of-cost amount. The Medicaid approval/denial for Share-of-Cost full benefits is 
determined on a monthly basis. An ADAP applicant who is enrolled in Medicaid Share-of-Cost is only 
eligible for ADAP services if the total cost of the applicant’s ADAP formulary medications is lower than 
the designated Medicaid Share-of-Cost. An applicant who is Share-of-Cost eligible must provide the 
following documentation:  

 Proof of Medicaid Share-of-Cost amount 

 Printout from a pharmacy listing the cost of all prescribed medications 

 

If the total cost of ADAP formulary medications for an applicant equals or exceeds his or her Share-of-

Cost amount, the client should be advised to consult with his or her local pharmacy.  This often requires 

additional consultation with a local pharmacy because of the inherent complexity of utilizing Medicaid 

Share-of-Cost. 
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Section II. Appendices 

Appendices 
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Appendix A-Formulary 
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Appendix B-Glossary  

 

A 

 

Acquired Immunodeficiency Syndrome (AIDS): 

AIDS is diagnosed when the immune system of a person infected with HIV becomes severely 

compromised (measured by CD4 cell count less than 200 cells/mm3) and/or the person becomes ill with 

an opportunistic infection or illness. In the absence of treatment, AIDS usually develops 8 to 10 years 

after initial HIV infection. With early HIV diagnosis and treatment, this may be delayed by many years. 

 

ADAP Premium Plus:  

A component of the AIDS Drug Assistance Program that assists with private and public insurance 

coverage for persons living with HIV (PLWH). 

 

Advanced Premium Tax Credit (APTC): 

A federal subsidy based on estimated income available to qualified persons, who purchase health plans 

through the Marketplace used to reduce the monthly health insurance premium costs. If the amount of 

advanced premium tax credit allotted for a benefit year is more than the premium tax credit due, based 

on final income, excess payments must be repaid to the IRS when filing a federal tax return. If the amount 

of advanced premium tax credit allotted for a benefit year is less than the premium tax credit amount 

qualified for, based on final income, the difference is refunded when filing a federal tax return. Also called 

premium tax credit. 

Administrative Review Process:  

The methodology used by ADAP Central Office to determine a plan’s viability and cost effectiveness in 

accordance with HRSA PCN 13-05, PCN 10-02, and PCN 7-05. (Reference HRSA page 3 requirements 

and expectations) 

 

Affordable Care Act: 

The comprehensive health care reform law enacted in March 2010. The law was enacted in two parts: 

The Patient Protection and Affordable Care Act was signed into law on March 23, 2010 and was amended 

by the Health Care and Education Reconciliation Act on March 30, 2010. The name “Affordable Care 

Act” is used to refer to the final, amended version of the law. 

 

Affordable Employer-Sponsored Insurance:  

Individuals who are eligible for employer-sponsored health insurance are not eligible for Marketplace plan 

subsidies, unless their employer-sponsored plan does not meet minimum value standard and/or the plan 

is unaffordable. Employer-sponsored insurance is considered affordable if the cost of the lowest -cost 

single person coverage plan available through the employer does not exceed 9.5% of client’s gross 

household income.  

 

AIDS Drug Assistance Program (ADAP): 

Administered by States and authorized under Part B of the Ryan White Treatment Modernization Act. 

Provides FDA-approved medications to low-income individuals with HIV disease who have limited or no 

coverage from private insurance or Medicaid. ADAP funds may also be used to purchase insurance for 
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uninsured Ryan White HIV/AIDS Program clients as long as the insurance costs do not exceed the cost 

of drugs through ADAP and the drugs available through the insurance program at least match those 

offered through ADAP. 

 

AIDS Education and Training Center (AETC): 

Regional centers providing education and training for primary care professionals and other AIDS-related 

personnel. Part F (AETC) is authorized under Part F of the Ryan White HIV/AIDS Program and 

administered by the HRSA HIV/AIDS Bureau's Division of Training and Technical Assistance (DTT). 

 

AIDS Service Organization (ASO): 

An organization that provides primary medical care and/or support services to populations infected with 

and affected by HIV disease. 

 

Annual Limit: 

A cap on the benefits an insurance company will pay in a year while an individual is enrolled in a particular 

health insurance plan. These caps are sometimes placed on particular services such as prescription 

and/or hospitalizations. Annual limits may be placed on the dollar amount of covered services or on the 

number of visits that will be covered for a particular service. After an annual limit has been reached, all 

associated costs for the rest of the benefit year are the responsibility of the covered individual. 

 

Antiretroviral (ARV):  

A substance or drug that stops or suppresses the activity of retroviruses such as HIV. 

 

Antiretroviral Therapy (ART): 

A treatment regimen to slow the progression of HIV in a patient. 

 

Authorized Representative: 

Someone who a person chooses to act on one’s behalf with the Marketplace, like a family member or 

other trusted person or organization. Some authorized representatives may have legal authority to act on 

one’s behalf. 

 

B 

 

Benefits: 

The health care items or services covered under a health insurance plan. Covered benefits and excluded 

services are defined in the coverage documents of the health insurance plan. In Medicaid or CHIP, 

covered benefits and excluded services are defined in state program rules. 

 

Brand Name (Drugs): 

A drug sold by a drug company under a specific name or trademark and that is protected by a patent.  
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C 

 

CARE Act (Ryan White Comprehensive AIDS Resources Emergency Act): 

Federal legislation created to address the unmet health care and service needs of people living with HIV 

(PLWH) disease and his or her families. It was enacted in 1990 and reauthorized in 1996 and 2000. 

Reauthorized in 2006 as the Ryan White Treatment Modernization Act.  

 

CD4 Count: 

The CD4 count measures the number of CD4 cells in a sample of a person’s blood. Along with other 

tests, the CD4 count helps tell how strong the immune system is, indicates the stage of the HIV disease, 

guides treatment, and predicts how the disease may progress. Keeping a person’s CD4 count high can 

reduce complications of HIV disease and extend his or her life. 

 

Certified Application Counselor: 

An individual (affiliated with a designated organization) who is trained and able to help consumers, small 

businesses, and his or her employees as he or she look for health coverage options through the 

Marketplace, including helping them complete eligibility and enrollment forms. His or her services are 

free to consumers. 

 

Claim: 

A request for payment that a person or his or her health care provider submits to his or her health insurer 

when the person get items or services he or she think are covered. 

 

Coinsurance: 

An individual’s share of the costs of a covered health care service, calculated as a percent (e.g., 20%) of 

the allowed amount for the service. An individual pays coinsurance plus any deductibles owed. For 

example, if the health insurance or plan’s allowed amount for an office visit is $100 the deductible has 

been met, the coinsurance payment of 20% would be $20. The health insurance plan pays the rest of the 

allowed amount. 

 

Community-based Organization (CBO): 

An organization that provides services to locally defined populations, which may or may not include 

populations infected with or affected by HIV disease. 

 

Consolidated Omnibus Budget Reconciliation Act (COBRA): 

A Federal law that may allow a person to temporarily keep health coverage after his or her employment 

ends, a person loses coverage as a dependent of the covered employee, or another qualifying event. If 

a person elects COBRA coverage, he or she will pay 100% of the premiums, including the share the 

employer used to pay, plus a small administrative fee. 

 

Conversion Policy: 

When a group health insurance plan ends, many states require employers to offer a conversion policy. 

When an individual converts his or her policy, they remain with the same insurer but begins paying their 

own insurance premiums. This is called a conversion plan because an individual is converting from a 

group to an individual plan. In some states, an individual must first utilize any COBRA or state 

continuation coverage, for which they are qualified, before purchasing a conversion policy. 
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Coordination of Benefits: 

A way to figure out who pays first when two or more health insurance plans or government programs are 

responsible for paying the same medical or pharmaceutical claim. 

 

Copayment: 

A fixed amount an individual pays for a covered health care service (e.g., $15). The amount can vary by 

the type of covered health care service. 

 

Cost Sharing: 

The share of costs covered by the insurance that a person pays out of his or her own pocket. This term 

generally includes deductibles, coinsurance, and copayments, or similar charges, but it does not include 

premiums, balance billing amounts for non-network providers, or the cost of non-covered services. 

 

Cost Sharing Reduction: 

A discount that lowers the amount an individual has to pay out-of-pocket for deductibles, coinsurance, 

and copayments as well as a plan out-of-pocket maximum. An individual may get this reduction if he or 

she elects health insurance through the Marketplace, has an income is below a certain level, and has 

enrolled in a health plan from the Silver plan category (see health plan categories). If a person is a 

member of a federally recognized tribe, he or she may qualify for additional cost-sharing benefits. 

 

D 

 

Deductible: 

The amount an individual person owes for health care services before a health insurance plan begins to 

contribute towards the costs of care. For example, if a plan has a deductible of $1,000, the plan will not 

pay anything until the client has paid the first $1,000 for covered health care services, subject to the 

deductible. The deductible may not apply to all services. 

 

Donut Hole: 

Most plans with Medicare prescription drug coverage (Part D) have a coverage gap (called a "donut 

hole"). This means that after an individual and his or her drug plan has spent a certain amount of money 

for covered drugs, that individual will have to pay all costs out-of-pocket for prescriptions up to a yearly 

limit. Once that individual has spent up to the yearly limit, their coverage gap ends and their drug plan 

helps pay for covered drugs again. 

 

E 

 

Essential Health Benefits (EHB): 

A set of health care service categories that must be covered by certain plans, starting in 2014. 

 

 

F 

 

Federal Poverty Level (FPL): 
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A measure of income level issued annually by the Department of Health and Human Services. Federal 

poverty levels are used to determine your eligibility for certain programs and benefits. 

 

Formulary: 

A list of prescription drugs covered by a program, prescription drug plan or other insurance plan offering 

prescription drug benefits. Also called a drug list. 

 

G 

 

Generic Drug: 

A prescription drug that has the same active-ingredient formula as a brand-name drug. Generic drugs 

usually cost less than brand-name drugs. The Food and Drug Administration (FDA) rates these drugs to 

be as safe and effective as brand-name drugs. 

 

Genotype Assay: 

A test that determines if HIV has become resistant to the antiviral drug(s) that a patient is currently taking. 

The test analyzes a sample of the virus from a patient's blood to identify any mutations in the virus that 

are associated with resistance to specific drugs. Also known as GART (Genotypic Antiretroviral 

Resistance Assay). 

 

H 

 

Health Insurance Marketplace: 

A resource where individuals, families, and small businesses can: learn about their health coverage 

options; compare health insurance plans based on costs, benefits, and other important features; choose 

a plan; and enroll in coverage. The Marketplace also provides information on programs that help people 

with low to moderate income and resources pay for coverage. This includes ways to save on the monthly 

premiums and out-of-pocket costs of coverage available through the Marketplace and information about 

other programs, including Medicaid and the Children’s Health Insurance Program (CHIP). The 

Marketplace encourages competition among private health plans, and is accessible through websites, 

call centers, and in-person assistance. 

 

Health Resources and Services Administration (HRSA): 

The agency of the U.S. Department of Health and Human Services that administers various primary care 

programs for the medically underserved, including the Ryan White HIV/AIDS Program. 

 

Housing Opportunities for People with AIDS (HOPWA):  

A program administered by the U.S. Department of Housing and Urban Development (HUD) that provides 

funding to support housing for persons living with HIV/AIDS (PLWHA) and their families. 

 

 

Human Immunodeficiency Virus infection (HIV):  

HIV is a virus that gradually attacks the immune system, which is our body’s natural defense against 

illness. HIV weakens a person’s immune system by destroying important cells that fight disease and 

infection. No effective cure exists for HIV. But with proper medical care, HIV can be controlled. 
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L 

 

Living in Florida: 

Clients must live in Florida in order to receive services from Florida ADAP. It is possible for individuals to 

live in Florida, but work in another state, or to travel often for business.  Proof of this requirement can be 

met by submitting a utility bill, a lease for a rental property, a mortgage, or similar document.   

 

Low-Income Subsidy (LIS): 

A government program that helps pay for Medicare Part D prescription drug costs. Medicare beneficiaries 

receiving the low-income subsidy (LIS) get assistance in paying for their Part D monthly premium, annual 

deductible, coinsurance, and copayments. Also called Medicare Extra Help Program. 

 

M 

 

Medicaid:  

A joint federal and state program that helps with medical costs for some people with limited income and 

resources. Medicaid programs and qualifications vary from state to state.  

 

Medicare: 

The federal health insurance program for people 65 years of age or older, certain younger people with 

disabilities, and people with End-Stage Renal Disease (permanent kidney failure with dialysis or a 

transplant, sometimes called ESRD). 

 

Minimum Essential Coverage:  

Minimum essential coverage is a type of insurance a person may need to avoid the fee for not having 

insurance under the ACA. Basically, minimum essential coverage includes all government-sponsored 

(e.g., Medicare, Medicaid, the Children’s Health Insurance Program (CHIP), other forms of public 

assistance), job-based insurance and most private insurance. 

 

Minimum Value Standard:  

A health plan meets this standard if it's designed to pay at least 60% of the total cost of medical services 

for a standard population. Individuals offered employer-sponsored coverage that meets minimum value 

standard and is affordable (see affordable employer-sponsored insurance) are not eligible for a premium 

tax credit. 

 

Modified Adjusted Gross Income (MAGI): 

The figure used to determine eligibility for lower costs in the Marketplace and for Medicaid and CHIP. 

Generally, modified adjusted gross income is an individual’s adjusted gross income plus any tax-exempt 

Social Security, interest, or foreign income. 

N 

 

Navigator: 

An individual or organization that's trained and able to help consumers, small businesses, and their 

employees as they look for health coverage options through the Marketplace, including completing 
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eligibility and enrollment forms. These individuals and organizations are required to be unbiased. His or 

her services are free to consumers. 

 

O 

 

Open Enrollment Period:  

The yearly period when individuals can enroll in a health insurance plan.  

 

Opportunistic Infections (OIs):  

Infections that occur more frequently and are more severe in individuals with weakened immune systems, 

including people with HIV. 

 

Out-of-Pocket Costs: 

An individual’s expenses for medical care that are not reimbursed by insurance. Out-of-pocket costs 

include deductibles, coinsurance and copayments for covered services plus all costs for services that are 

not covered. 

 

Out-of-Pocket Maximum/Limit: 

The most an individual will pay during a policy period (usually one year) before his or her health insurance 

plan starts to pay 100% of covered health services. This limit never includes the premium costs or 

charges for services not covered by a health plan. Some health insurance plans do not count all co-

payments, deductibles, and/or co-insurance payments toward this limit. 

 

P 

 

Phenotypic Antiretroviral Resistance Test (Phenotypic Assay): 

A type of resistance test that measures the extent to which a person's strain of HIV will multiply in different 

concentrations of antiretroviral (ARV) drugs. Resistance testing is used to guide selection of an HIV 

regimen when initiating or changing antiretroviral therapy (ART). 

 

Preexisting Condition Clause: 

A pre-existing condition is classified as a medical issue that an individual has been treated for in the past, 

before obtaining new health insurance. Prior to the passage of the Affordable Care Act, health insurance 

companies were able to control costs by using a pre-existing condition clause, which allowed them to 

exclude the coverage of certain medical conditions that existed before the member purchased his or her 

health insurance plan. 

 

 

 

Premium: 

The amount that must be paid for a health insurance plan. An individual or his or her employer usually 

pay premiums on a monthly, quarterly or annual basis.  

 

Premium Tax Credits:  
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The Premium Tax Credit is an advanced and/or refundable tax credit designed to help eligible individuals 

afford health insurance purchased through the Marketplace by reducing premium costs. 

 

Primary Care Provider:  

A physician (M.D. – Medical Doctor or D.O. – Doctor of Osteopathic Medicine), nurse practitioner, clinical 

nurse specialist or physician assistant, as allowed under state law, who provides or coordinates a range 

of health care services for a patient. 

 

Prior Authorization:  

A requirement that a physician/provider obtain approval from a health insurance plan for a health care 

service, treatment plan, prescription drug or durable medical equipment validating its’ medical necessity. 

A health insurance plan may require preauthorization for certain services before service receipt, except 

in an emergency situation. Also called prior authorization, prior approval or precertification. 

 

Q 

 

Qualified Health Plan: 

Under the Affordable Care Act, starting in 2014, an insurance plan that is certified by the Health Insurance 

Marketplace, provides essential health benefits, follows established limits on cost-sharing (like 

deductibles, copayments, and out-of-pocket maximum amounts), and meets other requirements. A 

qualified health plan will have a certification by each Marketplace in which it is sold. 

 

Qualifying Life Event:  

A change in an individual’s life that can make them eligible for a Special Enrollment Period to enroll in 

health coverage through the Marketplace. Examples of qualifying life events are moving to a new state, 

certain changes in a person’s income, and changes in a person’s family size (e.g., marriage, divorce or 

birth of a child). 

 

R 

 

Ryan White Part A: 

The part of the Ryan White HIV/AIDS Program (formerly, Title I) that provides emergency assistance to 

localities (EMAs) disproportionately affected by the HIV/AIDS epidemic. 

 

Ryan White Part B: 

The part of the Ryan White HIV/AIDS Program (formerly, Title II) that provides funds to states and 

territories for primary health care (including HIV treatments through the AIDS Drug Assistance Program, 

ADAP) and support services that enhance access to care to PLWHA and their families. 

 

Ryan White Part C: 

The part of the Ryan White HIV/AIDS Program (formerly, Title III) that supports outpatient primary medical 

care and early intervention services to PLWHA through grants to public and private non-profit 

organizations. Part C also funds capacity development and planning grants to prepare programs to 

provide early intervention services 
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Ryan White Part D: 

The part of the Ryan White HIV/AIDS Program (formerly, Title IV) that supports coordinated services and 

access to research for children, youth, and women with HIV disease and their families. 

 

S 

 

Single Tablet Regimen (STR):  

A one pill, once a day, tablet that combines different classes of HIV drugs.  

 

Special Enrollment Period: 

A time outside of the open enrollment period during which individuals have the right to sign up for health 

insurance coverage through the Marketplace. In the Marketplace, an individual will qualify for a special 

enrollment period for 60 days following certain life events including a change in family status (e.g., 

marriage, divorce or birth of a child) or loss of other health coverage.  

 

Specialist: 

A medical practitioner, who focuses on a specific area of medicine or group of patients to diagnose, 

manage, prevent, or treat certain types of symptoms and conditions.  

 

T 

 

Tier Pricing: 

Drugs on a formulary are typically grouped into tiers or categories. The tier that a medication is in 

determines copay/co-insurance amounts. A typical drug benefit includes three or four tiers. Tier 1 usually 

includes generic medications. Tier 2 usually includes preferred brand name medications. Tier 3 usually 

includes non-preferred brand name medications. Tier 4 usually includes specialty medications. Drug 

benefits with three tiers do not have a unique tier for specialty medications. 

 

Tricare: 

A health care program for active-duty and retired uniformed services members and their families. 

 

True Out of Pocket Costs (TrOOP):  

True-Out-of-Pocket costs (TrOOP) are the expenses that count toward Medicare drug plan out-of-pocket 

threshold. ADAP contributions count toward TrOOP costs.   

 

Tropism Assay: 

The genetic testing of a blood sample that identifies the tropism of a patient's HIV. Tropism is the cell 

type that the human immunodeficiency virus (HIV) infects and uses to replicate.  

 

V 

 

Viral Load: 

In relation to HIV, viral load is the number of HIV virus particles in a milliliter of blood. These particles are 

called copies. A viral load test helps provide information on health status, HIV disease progression, and 

how well antiretroviral therapy ART is controlling the virus.   

https://en.wikipedia.org/wiki/HIV
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Appendix C-Frequently Asked Questions 
  

Eligibility 
 

What are the criteria for eligibility? 

Eligibility falls under Rule 64D‐4 of the Florida Administrative Code. Criteria for core eligibility include:  

 

1. Proof of a positive HIV test result 

2. Proof of Florida residency 

3. Proof of enrollment in or ineligibility for third party insurance 

4. Proof of income (less than or equal to 400% of FPL)  

5. Must not be receiving services or be eligible to participate in local, state or federal programs where 

the same type service is provided or available 

 

Once an applicant meets the CORE eligibility criteria, the client can then enroll in ADAP based on 

program qualifications which consist of: 

 

6. Core eligibility requirements (items 1-5) 

7. Current HIV CD4 less than a year old and an HIV Viral Load Lab less than six months old  

8. At least one prescription for an antiretroviral medication  

9. Not be currently under the care and/or control of an institution (e.g., jail, prison, or other entity 

offering in-patient care). 

10. Must need prescription coverage to the extent that payment cannot be made, or cannot 

reasonably be expected to be made, by another payer source. 

 

What is the Screening System for Other Coverage?  

Alternate party payers are entities that will assist individuals who cannot afford medications. Some 

common third party payers are Medicaid, Medicare, Tricare, VA, and employer-sponsored insurance 

coverage. Others include, CBOs, AIDS Service Organizations (ASOs), Pharmaceutical Assistance 

Programs (PAPs), not-for-profit organizations in the healthcare industry, or other Ryan White entities.   

 

ADAP staff members (or designee) must conduct eligibility screening every six months. A primary way of 

screening for Medicaid is through the Florida Medicaid Management System (FLMMIS). If a client has 

not applied for Medicaid eligibility, the ADAP staff member must use the online Medicaid pre-screening 

tool to determine the client’s eligibility status.  http://www.myflorida.com/accessflorida/ 

 

The HIV/AIDS Section also runs a monthly Medicaid match for ADAP and CAREWare databases. ADAP 

also conducts a monthly match with CMS for clients with Medicare and/or Medicaid. Clients currently 

employed, regardless of employment type, must secure documentation from the employer regarding 

access to private insurance (not available, limitations, open enrollment, etc.) Clients with access to private 

insurance are required to utilize his or her insurance benefits before accessing services through the Ryan 

White HIV/AIDS Program (RWHAP). 

 

 

 

 

http://www.myflorida.com/accessflorida/
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Who performs the Core Eligibility process? 

Community-Based Organizations (primary) 

OR 

ADAP staff members (where applicable) 

 

Where are Core Eligibility sites? 

Most eligibility is performed at Community‐Based Organizations and AIDS service organizations.  There 

are over 100 agencies throughout the state of Florida. The lead (fiscal) agency contracts for this service.  

Sometimes Core Eligibility screenings are conducted at the ADAP office depending on funding, training, 

and client confidentiality preference. 

 

Is there a central database for Core Eligibility?  

CAREWare and ADAP manage eligibility. The databases are housed at the Florida Department of Health. 

An eligibility module is built into CAREWare containing all required forms along with an attachment 

section for required backup documents. All agencies funded by the HIV/AIDS Section have access to 

CAREWare, including private agencies and CHDs. 

 
 Case Management 
 
What is the function of Case Managers?  

Medical Case Managers enroll clients needing services, including access to care and guiding clients 

through navigating the system. Not all clients need medical case management. For clients who need 

medical case management, the case manager must comply with the five key activities as defined by 

HRSA: 

 

1. Initial assessment of client needs 

2. Development of an individual care plan 

3. Coordination of services 

4. Monitoring services and efficacy 

5. Reevaluation every six months 

 

Do case managers perform ADAP eligibility determinations? 

This is determined on a local level. Many areas have centralized eligibility which does not require the 

case manager to be involved in the assessment of an applicant’s ADAP program qualifications. 

  

How are Case Managers compensated? 

RWHAP Part B dollars pay the salary and benefits for case management staff. 

 

What databases do case managers have access to? 

CAREWare 
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Patient Follow-up 
 
What mechanism does ADAP use to ensure client adherence? 

Local ADAP staff manage client adherence by monitoring client pickup history and CD4 and Viral Load 

laboratory results.  ADAP also provides clients with reminder tools to assist with adherence, some of 

which include travel‐size pill bottles, daily pill organizers, and monthly reminder cards. Local ADAP field 

offices address issues such as inadequate transportation, management of medication side effects, 

inadequate support systems, and client-staff member language barriers specific to their respective areas.  

 

What documentation is required for establishing client adherence expectations? 

Upon enrollment, ADAP staff will discuss adherence with clients and follow‐up with an adherence contract 

to support and promote the importance of medication pick‐up and compliance. 

 

 Pharmacy 
 
Is there a Pharmacy Benefits Manager (PBM) system in place? 

Yes. CVS/Caremark is currently the Pharmacy Benefits Manager for Florida ADAP Premium Plus. 

CVS/Caremark is responsible for processing and billing prescription drug claims to an ADAP Premium 

Plus client’s primary insurance plan and facilitating ADAP payments as the payer of last resort.  

CVS/Caremark also assists in coordinating and reporting TrOOP to CMS for Medicare Part D clients. 

 

Is there a PBM delivery service? 

ADAP Premium Plus clients who want to receive their ADAP formulary medications in the mail, must do 

the following: 

• Complete the CVS/Caremark Mail Service Pharmacy Patient Enrollment Form  

• Fax or mail the CVS/Caremark Mail Service Pharmacy Patient Enrollment Form to the number or 

address listed on the form, or 

• Call 1-800-238-7828 to complete the process via telephone.  

 

CVS Caremark will not ship medications to any post office box. The client may have them mailed to a 

preferred address such as his or her medical provider, case manager or a local ADAP office 

 

How does the pharmacy know if a patient is eligible to receive medications? 

For ADAP Direct Dispense clients, Central Pharmacy verifies the client’s eligibility status in the ADAP 

database prior to dispensing medications.  For ADAP Premium Plus Insurance clients, CVS/Caremark 

will process the client’s primary insurance(s), and then process the ADAP payment. Medication 

copayment and deductible claims for ADAP Premium Plus clients will only process if a client is in open 

and eligible program standing, if the client is picking-up through an  ADAP PBM network pharmacy, and 

if ADAP is billed as the secondary/tertiary payer.  If a client has a copay or deductible charge at point-of-

sale, the client should contact an ADAP staff member to determine eligibility and compliance. 

 

What is the average number of ADAP formulary prescriptions per patient, per month? 

Three 
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How are medications purchased? 

Central Pharmacy procures directly from the wholesaler. 

 

 Fulfillment 

 

Where are the ADAP provider pharmacies located? 

Central Pharmacy Leon 

DOH Collier  Collier 

DOH Broward (3 Locations) Broward 

DOH Sarasota (2 Locations) Sarasota 

DOH Leon  Leon 

DOH Miami‐Dade  Miami Dade 

Community Health Of South Dade, Inc. Miami-Dade 

Helen B. Bentley Family Health Center, Inc. Miami-Dade 

DOH Orange  Orange 

DOH Broward  Broward 

DOH Duval  Duval 

DOH Hillsborough  Hillsborough 

 

 

Are all ADAP provider pharmacies government-operated? 

No. 

 

How are medications distributed to the ADAP dispensing sites? 

The Bureau of Public Health Pharmacy (Central Pharmacy) drop‐ships medications from the wholesaler 

to the CHD dispensing sites 

 

What is the role of the Central Pharmacy? 

Central Pharmacy provides budget management for the ADAP drug budget allocations, processes client 

prescription requests (new fills and refills), and manages procurement of ADAP pharmaceuticals. 

 

Is there a Central Pharmacy delivery service? 

Central Pharmacy is a mail‐order pharmacy and ships via Fed Ex and the United Parcel Service (UPS) 

to dispensing sites; However, Central Pharmacy does not provide mail-order delivery directly to ADAP 

clients at this time  

 

How are refills handled? 

Central Pharmacy provides: online refill request access, an interactive voice recognition access, E‐

Prescribing access and Rx mail‐in processing. 

 
Medicare 

 
The Health Resources and Services Administration (HRSA), the agency that oversees RWHAP, requires 

state and territorial ADAPs to ensure that all Medicare Part D eligible clients are enrolled in a prescription 

drug plan (PDP).  
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What is Medicare? 

Medicare is the federal health insurance program for people 65 years of age or older, certain younger 

people with disabilities, and people with End-Stage Renal Disease (permanent kidney failure with dialysis 

or a transplant, sometimes called ESRD). Medicare Part A covers hospital care, including hospice. 

Medicare Part B covers doctor visits and outpatient services. Medicare Part C is optional managed care 

(HMO) system for Medicare clients commonly referred to as Medicare Advantage. Medicare Part D is the 

prescription drug component of Medicare. 

 

What does Medicare Part D cover? 

Each Medicare Prescription Drug Plan has its own list of covered drugs (called a formulary). Many Medicare 

drug plans place drugs into different "tiers" on their formularies. Drugs in each tier have a different cost. All 

Medicare drug plans will cover all antiretroviral medications. 

 

What is the “Donut Hole?” 

Most plans with Medicare prescription drug coverage (Part D) have a coverage gap called a "donut hole". 

This means that after an individual and his or her drug plan has spent a certain amount of money for 

covered drugs, that individual will have to pay all costs out-of-pocket for prescriptions up to a yearly limit. 

Once that individual has spent up to the yearly limit they have entered the catastrophic coverage phase 

of the Part D plan where their coverage gap ends and their drug plan helps pay for covered drugs again. 

 

What is the Low-Income Subsidy (LIS)? 

A government program that helps pay for Medicare Part D prescription drug costs. Medicare beneficiaries 

receiving the low-income subsidy (LIS) get assistance in paying for their Part D monthly premium, annual 

deductible, coinsurance, and copayments. Also called Medicare Extra Help Program. 

 

How do clients apply for the Low-Income Subsidy (LIS)? 

To apply and receive additional information, go to: www.socialsecurity.gov  

 

How will Medicare Part D help ADAP clients? 

All Medicare Part D plans are required to cover all antiretroviral medications. Plans are also required to 

cover at least two drugs in every other drug class. 

 

Do ADAP clients have to enroll in Medicare Part D? 

Yes. ADAP is the payer of last resort, and if a client becomes eligible for Medicare Part D, the client 

should enroll in a Medicare Part D plan before the client can be enrolled in ADAP. Federal and State 

requirements mandate that Medicare-eligible beneficiaries utilize Part D coverage before accessing 

ADAP coverage.   

 

 

Will clients be able to remain in ADAP if they cannot afford to access Medicare Benefits (i.e. pay 

for deductibles or co-payments)? 

ADAP will cover the out-of-pocket costs for ADAP formulary medications; however, ADAP does not cover 

Medicare premium costs. 

 

http://www.socialsecurity.gov/
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What is TrOOP? 

True-Out-of-Pocket costs (TrOOP) are the expenses that count toward Medicare drug plan out-of-pocket 

threshold. ADAP contributions count toward TrOOP costs.   

 

Can ADAP dollars be eligible to count towards TrOOP? 

Yes, ADAP contributions count toward TrOOP costs as of January 1, 2011. 

 

With ADAP counting towards TrOOP, will ADAP be able to help pay deductible and/or co-

payments? 

Yes.  ADAP contracts with a provider to assist with managing co-payments and deductibles. 

 

Will clients be able to remain in ADAP after going through the Donut Hole? 

Yes.  ADAP will continue to serve as Medicare Part D clients after they have exited the “donut hole.”   

 

How are clients notified when they reach catastrophic coverage? 

TrOOP costs determine when a person’s catastrophic coverage will begin.  The drug plan keeps track of 

your TrOOP costs.  Every month that you buy or receive prescription medications covered by your plan, 

you will get an explanation of benefits in the mail showing your TrOOP costs to date. 

 

Will clients be terminated from ADAP Premium Plus if the client doesn’t continue Medicare Part 

D premiums? 

No, however, ADAP is a payer of last resort and all clients who eligible for Medicare part D should enroll 

in a prescription drug plan and utilize their benefits.  

 

What if clients lose Medicare Part D coverage through no fault of their own? 

ADAP must be the payer of last resort, so all other insurance options must be explored before being 

enrolled as an ADAP uninsured client.  Case managers are a great resource for individuals who have 

lost his or her Medicare Part D coverage and need to explore other options. 

  

What if a person is dually enrolled in Medicare and Medicaid? 

Individuals who are dually eligible for Medicare and Medicaid would not be eligible for ADAP services; 

however, the client should have been automatically enrolled in a Part D plan. These individuals will not 

have to pay premiums, deductibles, or be subject to the gap in coverage (no donut hole). In 2006, dually 

eligible clients became eligible for Medicare’s full Low Income Subsidy. This subsidy will limit Medicare 

drug plan costs to copayments only (for cost-average plans). Dually eligible individual should only be 

paying small ($2–$5) co-payments medication copayments. 

 

What if a client dis-enrolls from Medicare? 

Persons who are utilizing ADAP to cover their Medicare drug plan costs will be required to maintain their 

coverage. This will ensure that ADAP and other Ryan White care providers maintain their payer of last 

resort status. It will also ensure that clients receive the maximum healthcare benefits available to them.  
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 Appendix F- Forms 
 

Forms may be found on the following DOH ADAP SharePoint site under ‘Documents’, ADAP CHD 

STAFF, ADAP FORMS & LETTERS. 

https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/Pages/default.

aspx 

Direct link: 

https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CH

D%20STAFF/Forms/AllItems.aspx?RootFolder=%2Fsites%2FDISEASECONTROL%2FCOMMUNICAB

LE%2FADAP%2FADAP%20CHD%20STAFF%2FADAP%20FORMS%20%26%20LETTERS&FolderC

TID=0x01200061FC2672A5D98F42BE1B2B7DBE119883&View=%7BD3E9AF18%2D33D9%2D43BA

%2D9D9B%2D1FF96E2C77C8%7D 

 

https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/Pages/default.aspx
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/Pages/default.aspx
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CHD%20STAFF/Forms/AllItems.aspx?RootFolder=%2Fsites%2FDISEASECONTROL%2FCOMMUNICABLE%2FADAP%2FADAP%20CHD%20STAFF%2FADAP%20FORMS%20%26%20LETTERS&FolderCTID=0x01200061FC2672A5D98F42BE1B2B7DBE119883&View=%7BD3E9AF18%2D33D9%2D43BA%2D9D9B%2D1FF96E2C77C8%7D
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CHD%20STAFF/Forms/AllItems.aspx?RootFolder=%2Fsites%2FDISEASECONTROL%2FCOMMUNICABLE%2FADAP%2FADAP%20CHD%20STAFF%2FADAP%20FORMS%20%26%20LETTERS&FolderCTID=0x01200061FC2672A5D98F42BE1B2B7DBE119883&View=%7BD3E9AF18%2D33D9%2D43BA%2D9D9B%2D1FF96E2C77C8%7D
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CHD%20STAFF/Forms/AllItems.aspx?RootFolder=%2Fsites%2FDISEASECONTROL%2FCOMMUNICABLE%2FADAP%2FADAP%20CHD%20STAFF%2FADAP%20FORMS%20%26%20LETTERS&FolderCTID=0x01200061FC2672A5D98F42BE1B2B7DBE119883&View=%7BD3E9AF18%2D33D9%2D43BA%2D9D9B%2D1FF96E2C77C8%7D
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CHD%20STAFF/Forms/AllItems.aspx?RootFolder=%2Fsites%2FDISEASECONTROL%2FCOMMUNICABLE%2FADAP%2FADAP%20CHD%20STAFF%2FADAP%20FORMS%20%26%20LETTERS&FolderCTID=0x01200061FC2672A5D98F42BE1B2B7DBE119883&View=%7BD3E9AF18%2D33D9%2D43BA%2D9D9B%2D1FF96E2C77C8%7D
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/COMMUNICABLE/ADAP/ADAP%20CHD%20STAFF/Forms/AllItems.aspx?RootFolder=%2Fsites%2FDISEASECONTROL%2FCOMMUNICABLE%2FADAP%2FADAP%20CHD%20STAFF%2FADAP%20FORMS%20%26%20LETTERS&FolderCTID=0x01200061FC2672A5D98F42BE1B2B7DBE119883&View=%7BD3E9AF18%2D33D9%2D43BA%2D9D9B%2D1FF96E2C77C8%7D

