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Hepatitis Technologies Compassionate Assistance Program
The Hepatitis Technologies Compassionate Assistance Program is designed to assist financially disadvantaged individuals.  All applications are reviewed on a case-by-case basis.  Eligibility is based on current Federal Poverty Guidelines adjusted for household size.  The provision of free supplement products is a philanthropic activity sponsored by Hepatitis Technologies.  Therefore, the Hepatitis Technologies Compassionate Assistance Program is considered the payor of last resort. 
Enrolment
Please complete the entire application.  Failure to complete any section or to provide all required documentation will delay the review process.  Incomplete applications will be returned for further information.

Client Information Section:  To be completed by the client or legally authorized representative.

1. Proof of monthly household income is required.  You must report all income, including salary, pension, Social Security, etc. for all members in the household.

2. A letter of Medicaid, Social Security, and/or ADAP denial or QMB statement is required, if applicable.

3. Please carefully review the client application and consent form.

4. Client or legally authorized representative’s signature and date are required.  Please provide documentation of authorization if signing for client.  Consent must also be notarized by a notary public. 
Product Information Section:  Please check off which products you are applying for under the Hepatitis Technologies Compassionate Assistance Program.
Please ensure that the application is complete.  Fax OR mail the original completed application and associated documentation to Hepatitis Technologies for eligibility review.

Approval & Shipment

 Upon approval into the Hepatitis Technologies Compassionate Assistance Program, a supply of the product will be shipped directly to the client.

Questions & Comments

Please contact us:

Phone: (403) 529-0289

Toll-free: 1-800-884-8809

Fax: (403) 504-4513

Hours:  9:00am – 4:30pm MST

HEPATITIS TECHNOLOGIES Compassionate Assistance Program

8 – 40 Strachan Crt. SE, Medicine Hat, AB   T1B 4R7

CLIENT  INFORMATION ================================================================================
Last Name: _______________________________________ First Name: ___________________________ Middle Initial: ______

Address: ________________________________________________________________________________________________

City: __________________________________________________ State: ___________________ Zip: _____________________

Phone: ______________________________________________ Fax: ________________________________________________

Email: __________________________________________________________________________________________________

Social Security #: ___________________________________________ Sex:  M / F  Date of Birth: _________________________

Household Income – Monthly (Income must include ALL in household): ______________________________________________

Sources of Income (attach proof): _____________________________________________________ # in Household: _________
Has the client applied for financial assistance (Medicaid, ADAP, SS, etc)?   YES  /  NO
If yes, has the client been denied assistance: ___Yes  ___No  ___Pending  ___Waitlisted   ___QMB (If yes, provide copy of denial QMB statement.)

Client Consent for Use and Disclosure of Information

I agree that this authorization shall be valid for one year from the date it is signed.  I understand that information provided to Hepatitis Technologies or third parties contracted by HEPATITIS TECHNOLOGIES in connection with the HEPATITIS TECHNOLOGIES Compassionate Assistance Program (collectively “HEPATITIS TECHNOLOGIES”) may no longer be protected and may, therefore, be redisclosed.  HEPATITIS TECHNOLOGIES will use and disclose such information to assist with the assessment of my eligibility for and enrolment in the HEPATITIS TECHNOLOGIES Compassionate Assistance Program.  I understand that this authorization is not a condition for health care treatment and does not guarantee eligibility into or no cost medication for the HEPATITIS TECHNOLOGIES Compassionate Assistance Program. 
In the event that I am eligible for the HEPATITIS TECHNOLOGIES Compassionate Assistance Program, I acknowledge that this assistance is temporary and I may be asked to reapply at designated intervals.  I also understand that this program may be changed or discontinued at any time.  I attest that the information I have provided is correct and complete. I acknowledge that I shall not seek reimbursement for any product provided hereunder from any government program or third party insurer. 
Client  or Legally Authorized Representative’s Signature: ________________________________________ Date: ____________
PRODUCT INFORMATION ==============================================================================

Product requested: 

______ HepTech       ______ FibroGuard      ______ HeptoShield     ______ HeptoBoost 
NOTARY SIGNATURE AND SEAL ========================================================================

Notary Signature: ____________________________________ Date: _________________
8 – 40 Strachan Crt SE, Medicine Hat, Alberta  T1B 4R7

Ph: 403-529-0289  Toll-free: 1-800-884-8809  Fax: 403-504-4513

www.hepatitistechnologies.com
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