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CAREAssist HIV/AIDS Confirmation Form
	Applicant Section (To be completed by applicant)


	Applicant’s name:
	     
	Date of birth:
	   /    /     

	
	(please print)
	
	Month / Day / Year

	
	
	
	

	When was the last time you saw the HIV provider listed below?
	   /    /     

	
	
	
	Month / Day / Year


I authorize the health care provider listed below to inform the Oregon Health Authority (OHA) about the HIV status of the applicant listed above.
	
	
	

	
	(applicant or legal guardian’s signature)
	


	Health Care Provider Section (Must be completed by licensed medical provider)


The applicant named above has applied for assistance from the Oregon Health Authority (OHA) CAREAssist program. In order to qualify for CAREAssist, the applicant must have been diagnosed with HIV or AIDS. Please provide the following information and return this form in an envelope marked “CONFIDENTIAL” to:

Oregon Health Authority
CAREAssist

PO Box 14450

Portland, OR 97293-0450

	Health care provider:
	     

	Address:
	     

	
	     

	City:
	     
	State:
	     
	ZIP:
	     

	Phone:
	     
	FAX:
	     


The HIV Status of the applicant named above is:
 FORMCHECKBOX 
 Applicant is HIV positive, not AIDS



 FORMCHECKBOX 
 Applicant is HIV positive, with AIDS



 FORMCHECKBOX 
 Applicant is not HIV positive

	What were the results of the applicants last CD4 Count and Viral Load test? 

	
	     
	cells/(L on
	  
	/
	  
	/
	    
	
	     
	copies/mL on
	  
	/
	  
	/
	    
	

	
	
	
	
	(month / day / year)
	(month / day / year)
	


	Signature:
	
	
	 FORMTEXT 

     

	
	(must be signed by health care provider)
	
	Date


For information or assistance, call 971-673-0144 or 1-800-805-2313 or visit our website at: www.healthoregon.org/careassist
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