
Financial Screening and Co-Payment Determination Form

Individuals who have a federal Adjusted Gross Income (FAGI) below $50,000 per year arc eligible for
ADAP. Please indicate ALL sources of income in the table in Section A. Only those amounts deemed
taxable will be used to calculate the applicant's adjusted gross income and eligibility for the program.

Identify all sourceli of income by cIlCcI,ing "Yes" "Or"No." Provide the income amounts from the
client's income documentation. If income is not .'eported as an annual amount, annualize the
income (i.e. weekI)' income x 52, bi-weekly income x 26, monthly income x 12, semi-monthly income
x 24).

How much
income/money is
received?
(amount on the

How often is
income/money
.'eceived?
(annually,
monthly,
scmimonthly,
weekly, biweekly

Total Gross
Income (if the
illcome is not
an allnual
amount,
annualize thc

Source of Income
Em )10 ment
Self-Em lovment

Social Security Disability
Insurance (SSDI)
State Disablit)' Income
(SOl)
Gencral Assistance/General
Relief
Private Disabilit '
Unemploymcnt Insurance
(LJ I)
Reti rement/Pens ion
Worker's Com )cnsation
Investment or Interest
Income
Veteran's Adm in istration
VA) Benefits

Alimonv
Other:
Other:
Other:

GRAND TOTAl. $
(sum of all annual iucome amounts l'epol'tcd in the
last column
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o Support Affidavit

o Self-Employment Affidavit

[J Bank Statement[J W-2 or 1099

[J Pay Stub

[] Disability Award Letter

CJ Bencfit Receipt or Cheek Stub

* Copies of Schedule C, W-2, 1099 forms must be included with tax return documents.

(Acceptable/or SSDJ. SSA. VA)

o Other _

Total Gross Income Amount $ _
OR

Federal Adjusted Gross Income Amount $ _
(Indicate FAGf only if client provides tax documentation indicating FAGl)

Is the FAG) calculated in Section A less than 400°1., offederal poverty level fOl' thc family size as
listed helow?

Familv Size
I
2
3

400% of Povertv
$41,600
$50,000
$50.000

1Actual 400 percent of FAG I for (l family size of two is 5>56,000and for a family size on is $70,400. However.
only persons who have a FAG I below $50,000 per year are eligible for ADAP, as legislatively required.

YES ELIGIBLE. STOP HERE. The applicant is eligiblc for ADAP with no copayment
obligation. Client must sign this form in the signature section on the bottom of this page.

NO !fthc applicant's FAG] exceeds $SO,OOO, the applicant is NOT ELIGIBLE to receive
drugs under I\DAP.

Irthe applicant's FAG! exceeds 400% of poverty for their family size. but is less than $50.000, the
applicant is I~LlGIBLE FOR ADAP but will havc a COJ'A YMENT OBLIGATION. Proceed to the
application copaymcn( determination calculator on the following pages to determine this amount.

Applicant's Signatut"c
I cerlifl' thaI the abo1'efinancial in(ormatioll is (/IXIII'u!e. !rue und complete I 1I11i/entand tl/(/t)(lilllrc to
l)/,o1'ide aCCl/ratE' iI~forn/([tion men' result in suspel1sion IIrtermiliatilll1l1(scI'I'iccs. J a!su understalld tha!
Of!ice of A IDS sta{(arc permitted to request additilll1u! il1cllmc verification ifincu/lle rcported aplh:ars {()
he inclIllsistent (II' incurrect.
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SECTION C: SHOULD ONLY BE COMPLETED IF CLIENT'S INCOME EXCEEDS
400% OF POVERTY LEVEL BASED ON THE FAMILY SIZE.

Copayment Determination Calculator # 1
(Using pay-stubs and/or award letter as the income documentation source)

Use this calculator to determine copayment obligation ONLY when client provides a pay stub,
disability award letter, etc.

(1) Federal Adjusted Gross Income (FAGI) (1) $
[Obtain from Section A.]

(2) Federal Deduction allowed from l040EZ Form (2) $
[Enter deduction amount.]

Filing Status Amount

(I) Single $ 8,750
(2) Married filing joint return $17,500

(3) Taxable Income Form (3) $
[Subtract (2) from (I).J

(4) Tax Liabilit), (4) $
[Tax liability is found on the California Tax Table
using the taxable income and filing statlls.]

(5) Gross Monthly Co-payment (5) $
fOivide tax liability in number (4) above by 6]

(6) Monthly Health Insurance Premium (if paid for by client)
IEnter premium amount, if applicable. (6) $
CI ient mllst provide rroof of premium rayment]

(7) Net Monthly Co-Payment (7) $
[Subtract (6) from (5).]
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Co-Payment Determination Calculator #2
(Using a tax return as the income documentation source.)

Use this form to determine co-payment obligation ONLY when client provides a California state
or Federal tax return. The state or federal tax return will show both the client's Federal
Adjusted Gross Income (FAGI) and taxable income.

Taxable Income
[Obtain from California State Tax Return or
Federal Tax Return]

Tax Liability
[Tax liability is found on the California Tax Table
using the taxable income and filing status.]

Gross Monthly Co-payment
[Divide tax liability in number (2) above by 6]

Monthly Health Insurance Premium (if paid for by client)
[Enter premium amount, if applicable.
Client must provide proof of premium payment]

Net Monthly Co-payment
[Subtract (4) from (3)]


