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Thank you for your interest in the (HAP) HealthCare Access Program!
 
The HAP program is designed to improve health outcomes and enhance the quality of life for low-income and underinsured individuals by addressing financial barriers to health, helping community members afford lifesaving treatments, medication and health insurance assistance. 

Through this program we provide the following assistance: 

· Healthcare Enrollment Services
· Healthcare Insurance Payment Assistance 
· Medication Payment Assistance 

Qualification Guidelines:
Participants must meet income guidelines. Income must be at or below 250% of the Federal Poverty Level

Eligible Assistance Includes:
· Prescription medication costs (brand‑name, generic, and specialty)
· Eye prescriptions and vision‑related medications
· Hospital inpatient stays and outpatient emergency room visits
· Urgent care visits
· Surgical procedures (inpatient and outpatient)
· Outpatient services, including lab work, imaging (X‑rays, CT scans, MRIs), and other diagnostic testing
· Doctor’s office visits
· Health insurance premiums, co-pays, and deductibles, including Medicare supplement plans
· Other health-related expenses may be considered on a case‑by‑case basis

*Assistance is limited to a maximum amount of one member per household.      
             
	                              	
Application type:   	Medi-Cal    Covered California    Other
			Health Insurance Payment    Prescription Payment

	A.  PARTICIPANT INFORMATION



	Full Name:
	Date of Birth:

	Homeless? Yes  No
	SSN:

	Qualifying Medical Condition(s):

	Address:

	Phone:
	Email:

	Language:
	Are you a Veteran?  Yes  No

	Do you receive Veteran Benefits?  Yes  No
	If yes, how much do you receive?

	U.S. Citizen?  Yes  No  If No, will need front and back copy of Green Card

	Race:  Asian American or Pacific Islander  Black  Latinx  Native American  White  Other

	Gender:  Male  Female  Trans MTF  Trans FTM  Non-binary  Other

	Monthly Income from all sources: 
	

	Medical Insurance Provider:

	If applicable, Medi-Cal Number:
	Medi-Cal Carrier:

	Have there been 2 or more E.R. visits/inpatient stays during the previous 12 month?  Yes  No
If yes, explain


	Monthly Health Insurance Cost:

	Number of prescriptions:
	Cost of monthly prescriptions:

	How much is your current out-of-pocket costs? 

	List prescriptions along with cost(s):
1. Prescription 1: _______________________________________         Cost: ________
2. Prescription 2: _______________________________________         Cost: ________
3. Prescription 3: _______________________________________         Cost: ________
4. Prescription 4: _______________________________________         Cost: ________
5. Prescription 5: _______________________________________         Cost: ________

	B. REFERRER INFORMATION



I agree that anyone listed below may be contacted by California Benefits Support Center regarding my application or services.	

	Referred by:  Self  Other

	
If Other:  Name ________________________   Title: _________________________________

	
Agency: ______________________________ Phone: ______________ Email: ________________


 
	C. SPECIFIC QUALIFYING MEDICAL CONDITION INFORMATION



	COMPLETE THE FOLLOWING:

In this section provide details on the client’s medical condition, to include diagnosis, severity, time frame, and list whether this is a chronic illness or not. 

	


	


	


	


	

	





	D. DOCUMENTS NEEDED



Please provide one from each of the following categories:
1. Identification
Driver’s License, passport, government identification

2. Proof of Income
Please submit one of these documents, dated from within the last six months, showing monthly earnings:
· Social Security Administration award or other government benefits letter;
· Proof of Alimony or child support payments;
· Proof of pensions or retirement;
· Unemployment, disability;
· Bank statement showing deposits; or
· Check stub or W-2 form.

3. Verification of Health Insurance and/or Prescription Costs
· Copy or screenshot of current bill with cost
· We must be able to verify your costs are true and correct

If you do not have income, please complete this statement:
I do not currently have wages or public benefits. I get money for living expenses, including food, from the following:     other people    work for cash    savings



	
Signature						Date
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