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of Health Contents of Application

Page 1: Demographic Information
e If your physical address is different than your mailing address, please specify by filling out both sections on
page 1. All medications will be mailed to the mailing address (if different from the physical address), unless
otherwise specified.
Page 2: Insurance and Income Information
e  Specify the number of adults and dependent children (under 18 years old) in your household
e If you and/or your spouse have additional sources of income, please specify those sources
Page 3: Prescription Information
e Include your current pharmacy information (so that we may transfer your prescription(s) to us)
¢ Include doctor information (so that we may contact the doctor for new prescriptions or if we have questions
about your medications)
Page 4: Instructions for Proofs of Income and Residency
Page 5: Statement Regarding No Income (if applicable)
Pages 6-7: Notice of Privacy Practices
e Information for you about how your medical information will be handled by the Wyoming Medication
Donation Program. Only page 6 needs to be signed and returned to us (page 7 can be retained by you for

your records).

Please allow up to one week for application processing time and up to two weeks before you receive your
medications from us in the mail. Applications are processed in the order they are received. We cannot fill
your prescriptions until ALL documentation is received. After we receive your complete application, we will
fill your prescription(s) for a 30-day supply only. You MUST call us 7-10 days in advance to request your
refills (no automatic refills). Please remember that the program’s ability to fill prescriptions is limited and not
guaranteed. If the program is unable to fill your prescription, your medication will be added to our wait-list
and filled as soon as the item becomes available in donations.

How to Submit Your Application and Documents:

Fax: (307) 635 - 2156
eeeOQReee

Email: wdh-rxdonationinfo@wyo.gov

eeeOQReee
Mail: Wyoming Medication Donation Program
2300 Capitol Avenue
Hathaway Bldg., Suite B27
Cheyenne, WY 82002
(307) 635-1297 or Toll Free at (855) 257-5041
Monday-Friday 9:00am — 3:00pm

***Only return pages 1, 2, 3, 5 (if applicable), and 6 ***
Wet signatures are required -- No digital signatures will be accepted
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Application Wyoming Medication Agency Use Onl
for Eliaibili Donation Program _
or Eligibility 2300 Capitol Avenue S DEiieE L/
= Hathaway Bldg., Suite B27
- Cheyenne, WY 82002 End Date: / /
s i Phone: 307-635-1297
Department Toll Free: 1-855-257-5041 Initials:
EeREL Fax: 307-635-2156
www.wyomedicationdonation.org
Today’s Date: Last Name: First Name: Middle Name:
Date of Birth: Gender: Other names (ex: maiden name, nickname, etc.):
/ / [ 1 Male []Female
Mailing Address (where medications will be sent): City: State | Zip Code:
Physical Address (if different from mailing address): City: State | Zip Code:

Home Phone Number:

( ) -

Cell Phone Number:

( ) -

Social Security Number:

Are you allergic to any medication? [ ] Yes [ ] No

If yes, please list out your allergies:

Primary Language (check one): [ ] English [ ] Spanish [ ] Other:

Marital status (check one): [] Married

[]Single [] Separated

Are you legally residing in the United States? [ ] Yes []No

Are you a permanent Wyoming resident? []Yes []No

Release Form — Acknowledgement of Donation

Signature of Applicant:

Date:

e My signature indicates that all of the information | have provided is true and correct. | understand that my eligibility
will be valid for one year and that | will need to reapply each year to continue receiving benefits of this program.

e | attest that the information | have provided for insurance status and income is current and accurate. | understand
that | may be asked to provide additional documentation related to insurance status and/or income as needed at
any time to determine eligibility or continue eligibility. | will notify staff of any changes to employment, income,
insurance status, or contact information prior to having additional prescriptions filled.

e | attest that | currently reside in the State of Wyoming full-time. | understand that | may be asked to provide
additional documentation related to residency as needed to determine eligibility.

e | hereby grant permission to this agency to obtain and share the information | have provided for the purposes of
determining eligibility for medication assistance. | understand that the Wyoming Medication Donation Program
staff determines my eligibility at their discretion and my eligibility status is at-will.

e | acknowledge that the medication | receive through this program was originally dispensed to another patient and
has been donated to the Wyoming Medication Donation Program for re-dispensing.

e In accordance with the Drug Donation Program Act and the Administrative Procedures Act W.S.

§ 16-3-10; | understand that any person or entity which exercises reasonable care in donating,
accepting, distributing, dispensing medications under the Drug Donation Program Act or rules and
regulations adopted and promulgated under this act shall be immune from civil or criminal liability or
professional disciplinary action of any kind for any related injury, death, or loss.

%
>

Wyoming
Department
of Health

*** In order to be approved for the Wyoming Medication Donation Program, your signature is required ***
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Page 1

Private Insurance (prescription) [JYes [JNo Have you applied for Wyoming Medicaid recently or in the past?
Medicare Part A/B [JlYes []No [lYes [1No

Medicare Part D [JYes []No If YES to any of these options, why are you applying to WMDP?
Medicaid (any state) [JlYes []No

Who referred you to the WMDP (how did you hear about the program)?

[] Full time [] Part time ] Unemployed [] Student [] Retired

| hereby attest that my current estimated annual income from wages is: $

Spouse’s annual income (if applicable): $

Additional sources of income (such as social security disability income (SSDI),
worker’s compensation benefits, dividends, interest, assistance from family/friends/charity,
public assistance and/or food stamps, or other sources): $

Spouse’s additional income (if applicable): $

If you are unemployed, have you applied for unemployment benefits through Wyoming Department of Workforce Services?

[JYes []No If yes, how much do you collect monthly? $

End date or benefit maximum amount?

Number of household members:

Adults (including yourself): Dependent children (under 18 years old):

Total income from wages and all other sources of income: $

**Proof of income for you and your spouse (if applicable) must be submitted. See Page 4 for details***

Rev. 04/01/2026
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Primary Doctor's Name:

Phone number: ( ) - Fax number: ( ) -

Do you see more than one doctor? []Yes []No

If you have used another pharmacy in your
local area, please fill out the information below:

Name of current/most recently used pharmacy:

Pharmacy Phone Number: [ ] -

Rx Number(s) or Drug name(s) (separate each with a commay):

Rev. 04/01/2026 Page 3



Wyoming Department of Health
Wyoming Medication Donation Program

M2

L
Wyoming

Department Instructions for Proofs
of Health .
of Income and Residency

Proof of Income:

a) Include a copy of one of the following: paystubs (at least 1 months’ worth), child
support payments, disability/social security payments, unemployment payments,
retirement payouts, worker's compensation benefits, dividends, royalties, interest
payments, etc.).

b) All documents reflecting income shall include your name, address, date, and
payment frequency/date ranges (to verify that the income belongs to the
applicant and that the income is current).

c) Income will be dependent on marital status:
e If you are single, only provide proof of your income

o If you are married, you must provide proof of your income and your spouse’s
income

d) Documents should be dated within the last 3 months

e) If you currently have no source of income, please fill out the “Statement
Regarding No Income” form (page 5).

e List sources of income (food/housing). Sources could be friends/family, SNAP
benefits for food, savings, etc.

e You cannot leave sources blank or list “self”

Proof of Residency:

a) Include a copy of a state-issued Wyoming ID. Please submit one of the following:
¢ Wyoming Identification Card
e Wyoming Driver’s License

b) The submitted Wyoming ID does not need your current address on it, but it does
have to be an active ID (cannot be expired).

***Both Proof of Income AND Proof of Residency must be submitted***

Rev. 04/01/2026 Page 4



& Wyoming Department of Health
= Wyoming Medication Donation Program
>
Wyoming Statement Regarding No Income
Department
of Health

***Only use this form if you do not receive ANY income***

l, , am currently unemployed.
(Please print your first and last name)

By signing this form, | attest that | do not have any income from any origin (i.e. child
support, social security, VA benefits, unemployment benefits, workman's compensation,
disability, tax return, pay stubs, retirement/pension payments, other investments, etc.). If
married, your spouse’s income will need to be provided, in addition to you (patient)
signing this form attesting to no income.

| have funds available to cover my expenses from the following sources:

My HOUSING expenses are covered by

My FOOD expenses are covered by

***Cannot list “self”’ or leave fields blank***

| certify that all of the above information is true and accurate. | understand that this
information is used to determine eligibility for the program. | will notify the program of
any changes in employment, income, or insurance status prior to having additional
prescriptions filled.

Patient Signature Date

Rev. 04/01/2026 Page 5



54

= f Acknowledgement of Receipt
Wyoming of Notice of Privacy Practices
Department
of Health

PLEASE REVIEW CAREFULLY

The Notice of Privacy Practices explains how WDH may use or disclose information. Not all situations
may be described. WDH is required to furnish its clients with a notice of privacy practices pertaining to
information we use, maintain and disclose.

I (client’s name), have received a copy of the WDH Notice of
Privacy Practices and have had an opportunity to ask questions regarding how my information will be

used.

Client’s Signature Date

Client’s Legal or Personal Representative Relationship

For Office Use Only:
Please have this document completed and signed by the individual receiving the Notice of Privacy
Practices. Provide one copy to the individual; file the original in their case record.

] Completed form received by:

"] Acknowledgement refused

Efforts to obtain acknowledgment:

Reasons why not obtained:

State of Wyoming — Department of Health

Acknowledgement of Notice of Privacy

Practices (F-004)

Modified: April 23, 2020 Page 6
Page 10f 1
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***KEEP FOR YOUR RECORDS ONLY***

WYOMING DEPARTMENT OF HEALTH
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

@{8 YOUR RIGHTS

()  When it comes to your protected health information, you have certain rights. & OUR R_EPONSIBILITIES

Get an electronic or paper copy of your protected health information — You must make the request in O e We are required by law to maintain the
writing. Ask us how to do this. _ v')/’ﬁ privacy and security of your protected
Ask us to correct your protected health information -- You must make the request in writing. Ask us how LI health information

to do this.

Request confidential communications -- You can ask us to contact you in a specific way. for example, home
or office phone, or 1o send mail to different address. You must make this request in writing.

We will let you know promptly if a breach occurs that
may have compromised your privacy or security.

‘Ask us to limit what we use or share - You can ask us not to use or share certain protected health

information for treatment, payment. or our operations.

We must follow the duties and privacy practices
described in this notice and give you a copy of it.

Get a list of those with whom we've shared information -- You can ask for a list (accounting) of the times

We will not use or share your information other than

we've shared your protected health information for six years prior to the date you ask. who we shared it with, as described here unless vou tell us we can in writing,

and why. You must make the request in writing. Ask us how to do this and about rcasonable, cost-based fees

depending on the frequency you ask for the list.

If you tell us we can, you may change your mind at

Get a copy of this privacy notice -- We will promptly provide you with a paper copy.

any time. Let us know in writing if you change your
mind.

Choose someone to act for you -- If you have given someone medical power of attorney or if you have a
legal guardian, that person can exercise your rights and make choices about your protected health information.
We will make sure the person has this authority and can act for you before we take any action.

For more information see:
https:/www.hhs.gov/hipaa/for-individuals/guidance-

=1

YOUR CHOICES

materials-for-consumers/index.html

_qi://’j/ For certain protected health information, you can tell us your choices about what we share. If you have a clear preference for how we share your
d& information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions.

« Share information with your family, close friends, or others involved in your care or payment for care. Share information in a

disaster relief situation. Include your information in a hospital directory. Contact you for fundraising etforts --We may contact

In these cases, you have both the
right and choice to tell us to:

you for fundraising cfforts. but you can tell us not to contact you again.
If vou are not able to tell us your preference, we may go ahead and share vour information if we believe it is in your best interest

We may also share information when needed to lessen a serious and imminent threat to health and safety.

In these cases, we never share your

information unless you give us « Marketing purposes; Sale of your information; Most sharing of psychotherapy notes

written permission:

OUR USES & DISCLOSURES

How do we typically use or share your health information?
We typically use or share your health information in the following ways.

How else can we use or share your health information?

Manage We can use your health
treatment information and share it with other
you receive professionals who are treating you.

Example: A doctor sends us
information about your
diagnosis so we can arrange
additional services.

We can use and disclose your
information to run our
organization and contact you when

Run our necessary. We are not allowed to

organization use genetic information to decide
whether you qualify for Medicaid,
CHIP, or other government health
programs.

Example: We use protected
health information about you to
manage your Ireatment and
services and develop better
services for vau.

We can share protected health information about you in
situations such as:
Help with public « Preventing disease
health and safety + Helping with product recalls
issues « Reporting adverse reactions to medications
+ Reporting suspected abuse, neglect
+ Reducing a serious threat to anyone’s health or safety

We can use or share protected health information for

Doresearch health research.

Comply with the We will share protected health information about you if
law state or federal laws require it.

We can use and share your
Bill for your  protected health information to bill
services and get payment from health plans
or other entitics.

Example: We give information
about you to your health
insurance plan, so it will pav
for vour services.

Respond to organ  We can share protected health information about you with
donation requests organ and tissue procurement organizations.

Work with a We can share protected health information with a coroner,
medical examiner  medical examiner, or funeral director when an individual
or funeral director  dies.

Pay for your We can use and disclose your
health protected health information as we
services pay for your health services.

Example: We share information
about vou with vour health plan
10 coordinate payment for vour
services.

We may disclose your protected
Administer health information for health plan
vour plan (government health programs)
administration.

Example: We may share
information ahout vou with our
contracted health plans o
better manage vour plan.

We can use or share protected health information about
you:

» For workers’ compensation claims

+ For law enforcement purposes

+ With health oversight agencies authorized by law

+ For special government functions

Address worker”
compensation, law
enforcement, and
other government
requests

Respond to lawsuits We can share protected health information about you in
and legal actions response to a court or administrative order, or subpoena.

to respond to you as soon as we are able

visiting https://www.hhs.gov/hipaa/filing-a-com

File a complaint if you feel your rights are violated:
This notice is administered by the Wyoming Department of Health, Office
of Privacy. Security, and Contracts (OPSC). You can complain to the
WDH, Office of Privacy, Security, and Contracts if you feel we have
violated vour rights by sending a letter to 401 Hathaway Building.
Chevenne, WY 82002; calling (307) 777-7656: or emailing WDH-
HIPAA@wyo.gov. Our privacy contact or a program specialist will work

You can file a complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights by sending a letter to 200 Independence
Avenue. S.W., Washington, D.C. 20201, calling 1-877-696-6775 or
aint/index.html.

We will not retaliate against you for filing a complaint.

4 more stringent protections to your protected health information, as
;,»-‘ relevant.
g
W }'Omlng Changes to the terms of this notice
Department We can change the terms of this notice, and the changes will apply to
of Health all information we have about you. The new notice will be available

| More stringent laws
Please be aware that these more stringent protections apply to us for

specific components at specific times. We will ensure to apply these

upon request, in our oftices, and on our website at

health.wyo.gov/adm

Your Information. Your Rights. Our Responsibilities.

Effective Date: September 2023
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