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Policies and Procedures 

VIII. APPLICANT AGREEMENT 

I fully understand that the AIDS Drug Assistance Program (ADAP) is intended for clients with HIV 

infection who are unable to pay for their medications and the Georgia Health Insurance Continuation 

Program (HICP) is intended for clients with HIV infection who are unable to pay for their health insurance 

premiums. I hereby certify that the information supplied in this application and accompanying 

attachments is complete and accurate. I fully understand that I am responsible for completing the 

recertification process, annually, in order to continue to receive ADAP/HICP services. If I fail to comply 

with this policy, I fully understand that I can be removed from ADAP/HICP. 

Furthermore, I hereby authorize the release of medical information, including information about my HIV 

status to the HIV/AIDS Office, to all other entities involved in the processing of my ADAP or HICP 

documentation, to entities involved in the dispensing of my HIV/AIDS medication, and to the Pharmacy 

Benefit Manager (PBM). In the event of a program audit, I understand that ADAP and HICP applications, 

recertifications, and other supporting documentation may be subject to review by State of Georgia 

Auditors and I therefore authorize access to my records. 

I further authorize the staff memebers of the DPH, HIV/AIDS Office to disclose my confidential 

information to the extent neccessary to carry out the purposes listed above. 

Print Client Name Date 

Client Signature 

APPLICANTS DO NOT HAVE TO DECLAR E OR DOCUMENT CITIZENSHIP OR 

IMMIGRATION STATUS TO BE ELIGIBLE FOR SERVICES. 
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