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HIV Health Insurance Assistance
Waiver Request Form 

Administrative Agencies (AA) may apply for a waiver to restrict or expand client eligibility to receive health insurance assistance if justification can be provided demonstrating their inability to respond to the needs of their service area under the policy’s original criteria.  A petitioning AA must certify through narrative and documentary evidence that one or more of the following conditions exist:

 FORMCHECKBOX 

The AA has provided justification and data demonstrating the need for an increased or decreased cap at the HSDA level  

 FORMCHECKBOX 

The AA has provided justification and data demonstrating the need for an increased or decreased cap on an individual client’s assistance 
Health Insurance Analysis 
 (Provide the following information in regards to the applicable HSDA for the current Ryan White year)
Total number of clients to receive Health Insurance



     
Total amount of funds currently allocated to Health Insurance

     
Total amount of funds currently expended in Health Insurance

     

What is the current waiting list for health insurance assistance?

     

Has a reallocation for Health Insurance funds already been requested?
     

If yes, then when was it approved?





     

% of reallocated total spent?






     

Health Insurance Assistance Waiver Request

Narrative Support for Request

(When requesting to increase or decrease the cap for an entire HSDA, the justification must include information for all agencies within that HSDA)
     
Submitted by:  
     
Title: 

     
                                                                                

Date:   

                                               
Health Insurance Assistance Waiver Request
(To be completed by DSHS)

The DSHS Care Services Group will review requests for waiver on a case-by-case basis and will determine the appropriateness of a waiver.  DSHS may impose additional conditions of award.

 FORMCHECKBOX 

Approved without conditions. Term of project period    /   /     through   _/  _/    .      
 FORMCHECKBOX 

Approved with conditions.  Term of project period    /   /     through   _/  _/    .  
 FORMCHECKBOX 

Denied.
_______________________________________

     
Signature








printed name

     








     
Title








Date

Conditions (if any):
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