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Bridges Access Application – Fill Out and Use This PDF


The Bridges Access Application is a free software that helps people who have difficulty using the keyboard and mouse by allowing them to control their computer with their voice.
By hitting the orange button directly below, you'll access our PDF editor that will enable you to prepare this form quickly. The application is devised to enable you to access any PDF file you might need with the aid of our diverse toolbox. You can do it on pretty much any device, at any time!



							Get Form Now
						Download PDF








Bridges Access Application PDF Details


In today's society, access to applications and programs is a necessity. Many people rely on bridges to cross rivers, lakes, and other bodies of water. What would happen if the bridge was unavailable for an extended period of time? This is where the Bridges Access Application comes in handy. The application allows users to submit a request for a bridge closure due to weather-related or other conditions. The process is simple and easy to use. Users can submit their requests through the application's website or mobile app. The Bridges Access Application makes it easy for everyone involved to get the information they need quickly and efficiently.
This table includes information about bridges access application. You might like to go through it prior to writing the form.

	Question	Answer
	Form Name	Bridges Access Application
	Form Length	2 pages
	Fillable?	No
	Fillable fields	0
	Avg. time to fill out	30 sec
	Other names	bridgestoaccess, access to bridges application form, bridges writable pdf, bridges to access refill


12






Form Preview Example







Bridges to Access

PO Box 29038

Phoenix, AZ 85038-9038

1.866.PATIENT (1.866.728.4368) www.BridgesToAccess.com

Bridges to Access is a patient assistance program sponsored by GlaxoSmithKline that provides GlaxoSmithKline medicines to applicants who meet eligibility requirements. Eligibility is based on household income and insurance status. To apply, send a completed application along with income documentation and prescriptions for GlaxoSmithKline medication to the address above. Applicants will be notiﬁed by mail if they qualify for the program. If approved, the applicant will be eligible to receive medicine for up to one year and the ﬁrst 90-day supply will be sent by mail. Applicants must re-apply annually. Additional information about eligibility requirements and how to complete this form can be obtained at www.BridgesToAccess.com or by calling 1.866.PATIENT.

APPLICANT INFORMATION

Name (First):________________________________ (M.I.): _________ (Last):_______________________________________

Mailing Address:_______________________________________________________________________________________

City:___________________________ State:______ ZIP Code:___________ Phone Number: ( _______ ) _______ - __________

	Number of people, including the Applicant, who contribute to or are dependent on the household income?
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	MM
	DD YYYY
	 
	Gender:

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Social Security #:
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Birth Date: _____ /_____ /______
	 
	M r F r

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Total Gross Monthly Income: ___________________
	OR Gross Annual Income: _______________________________________



If the applicant ﬁled income tax or was listed as a dependent on someone else’s income tax for the most recently ﬁled tax year, attach a copy of page one of the tax form (acceptable tax forms are 1040, 1040A or 1040EZ only). If no tax form was ﬁled or if the tax form does not represent current income, attach proof of income from all sources for the most recent 30-day period for the applicant and all members of the household. Include pay stubs, unemployment stubs, Social Security statements, pension statements, etc.

PRESCRIPTION COVERAGE

	1.
	Is the applicant eligible for any state or federal prescription drug program such as Medicaid?
	Yes r
	No r

	2.
	Does the applicant have any private prescription drug coverage?
	Yes r
	No r



If yes to either of the above, please indicate why assistance is needed:

	Medicine not on plan drug list r
	Pre-existing condition r
	Over plan coverage limit r

	Other (please explain) r _____________________________________________________________________

	3. Is the applicant enrolled in a Medicare Part D prescription drug plan?
	Yes r No r



SHIPPING ADDRESS Only complete this section if medicine is being shipped somewhere other than the Mailing Address above.

Addressee or Business Name:_________________________________________________________________________________

Street Address:_________________________________________________________________________________________

City:____________________________________________________________ State:______ ZIP Code:__________________

Specify addressee’s relationship to the applicant: Self r Prescriber/Advocate r (must complete Prescriber/Advocate Information on Page 2) Other (specify relationship) r ___________________________________________

ALLERGY AND HEALTH INFORMATION

List any known drug allergies and health conditions: ________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

REMEMBER TO:

rComplete the entire form. An incomplete application will delay processing. Call 1.866.PATIENT (1.866.728.4368) or visit www.BridgesToAccess.com with any questions about how to complete this form.

rMail the following:

u Completed and signed application.

u Proof of income. If the applicant ﬁled income tax or was listed as a dependent on someone else’s income tax for the most recently ﬁled tax year, attach a copy of page one of the tax form (acceptable tax forms are 1040, 1040A or 1040EZ only). If no tax form was ﬁled or if the tax form does not represent current income, attach proof of income from all sources for the most recent 30-day period for the applicant and all members of the household. Include pay stubs, unemployment stubs, Social Security statements, pension statements, etc.

u Signed original prescription(s) for GlaxoSmithKline medication written for a 90-day supply with reﬁlls if medically appropriate.

rKeep a copy of the application and all documents for your records. Please print applicant’s name and date of birth on all documents.
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APPLICANT AUTHORIZATION TO RELEASE AND DISCLOSE MEDICAL INFORMATION

By my signature I authorize GlaxoSmithKline, as well as McKesson Specialty Arizona Inc. (MSAZ) and any other companies that GlaxoSmithKline uses to administer Bridges to Access (the “Program”), to do the following:

1)Use any information that I provide in my application for the Program for the purpose of helping me receive GlaxoSmithKline products under the Program or to administer the program;

2)Receive and keep records of all prescriptions for the medications I receive under the Program, which will be used to administer the program;

3)Contact my doctor, healthcare provider, or pharmacist about my application for the Program, and disclose to them information contained in my application, in order to help me receive GlaxoSmithKline products under the Program and ensure that Program guidelines are being met;

4)Request information from my insurer, doctor, healthcare provider, or pharmacist about the prescribed medications I receive or will receive under the Program and about my medical condition. This information will be used only to determine my eligibility for the Program and to administer the Program. By signing below, I also authorize my insurer, doctor, healthcare provider, or pharmacist to release information about my prescribed medications and medical condition that is requested by GlaxoSmithKline, MSAZ or any company that GlaxoSmithKline uses to run the Program;

5)Contact my insurer, other potential funding sources, including the Centers for Medicare and Medicaid Services, social workers or patient advocacy organizations on my behalf in order to determine if I am eligible for health insurance coverage or other funds, and disclose to them information contained in my Program application or information about my prescribed medications and medical condition that has been provided by my physician, healthcare provider, or pharmacist;

6)Disclose any information obtained from the sources listed above to third parties if required by law.

I understand that this Authorization to Release and Disclose Medical Information will remain in effect for as long as I participate in the Program and for a period of 3 years after my participation in the Program ends.

I understand that my healthcare providers will not condition my medical treatment on my agreement to sign this Authorization to Release and Disclose Medical Information. I also understand that I have the right to revoke this authorization at any time by calling 1.866.PATIENT (1.866.728.4368) and

mailing a signed written statement of my revocation to the Program. Such a revocation would end my eligibility to participate in the Program. Revoking this authorization will prohibit disclosures after the date written revocation is received, except to the extent that action has been taken in reliance on my authorization.

I understand that once medical information about me has been disclosed in reliance upon this Authorization, the information may no longer be protected by federal privacy laws and may be further disclosed.

I understand that GlaxoSmithKline does not charge a fee for participation in this Program. There is a copayment for each prescription ﬁlled at a retail pharmacy. If my advocate charges a fee for enrollment or reﬁlls of my medicine, this money is not paid to GlaxoSmithKline.

I certify that I am not enrolled in any Medicare plan that includes Part D drug coverage. Furthermore, I certify that the information provided in this application is complete and accurate to the best of my knowledge and agree to notify GlaxoSmithKline of any change in my insurance eligibility or ﬁnancial status.

	______________________________________________________
	____________
	________________________________________

	Applicant Signature
	Date
	Relationship (if other than Applicant)



OPTIONAL: ADVOCATE INFORMATION

This section should be completed only if the advocate enrolls the applicant and wants to be the contact person and receive program correspondence for this applicant.

Advocate ID Number: ______________ (You must be a registered advocate. Register at www.BridgesToAccess.com or by calling 1.866.PATIENT)

Name (First):________________________________ (M.I.): ____________ (Last):_______________________________________

Facility Name:__________________________________________________________________________________________

Street Address: ____________________________________________________________________________________________

City:_________________________________________________________________ State:_______ ZIP Code:____________

Phone Number: (_______) _________-______________________ Fax Number: (_______) _________-_______________________

By my signature, I certify to the best of my knowledge, the information on this application is correct and complete. I have no knowledge of any intent to sell, barter or give this product to any person other than the Applicant for whom it has been prescribed. To the best of my knowledge, the Applicant has no medical/prescription insurance beneﬁts for the indicated pharmaceutical(s), including Medicaid or other public programs other than as indicated, and the Applicant has insufﬁcient ﬁnancial resources to pay for the prescribed therapy.

	___________________________________________________________________
	________________________________________

	Advocate Signature (Original signature required. Stamped signature not accepted.)
	Date
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How to Edit Bridges Access Application Online for Free

The PDF editor allows you to complete the bridgestoaccess document. You should be able to obtain the document immediately through these simple steps.

Step 1: Select the "Get Form Now" button to begin the process.

Step 2: Once you have entered your bridgestoaccess edit page, you'll discover all options you may undertake regarding your file at the upper menu.

For every single area, fill in the information demanded by the platform.


Step 3: Select the Done button to assure that your finished document can be transferred to every electronic device you select or forwarded to an email you indicate.

Step 4: Ensure that you stay clear of possible future worries by making around two copies of the document.




Watch Bridges Access Application Video Instruction

Learn more...Hide more








Bridges Access Application isn’t the one you’re looking for?












Related Documents

	Metro Access Application"... Application revision March 2017 Page of Metro Access Door to Door Paratransit Service for People with Disabilities. Do not mail orfax the application. ..."

	Application Access Ride"... ibb 53 757 df 53 47 2222222222222222222222222222 ad feb fd fe dh 57 dah 67 adf dfd bad ad 336 57 dh 43 efb de ei 4753 ge 83 ke 53 ad 34 fk 34 ..."

	Medical Application"... state of california health and human services agency department of healthcare services application for medical reh to complete this form use the instructions print clearly use black or blue ink only rae section tellus about the person who wants medical for themselves their family or children in their care lastname first name middle initial home address number and street do not list apo box unless homeless apartment number home phone city state county zip code work phone mailing address if different from above or po box 10 apartment number 11 message phone 12 city 13 zip code 14 what language dialect do you speak best 14 what language do you read best section tellus about the person listed in section his or her family and the children they care for even if they dont want coverage adult self adult child child child 315 name last first middle 16 relationship to person in section 117 if address where living is not the same as listed in section put address where living 18 gender male female male female male female male female male female 19 marital status single single single single single married married married married married divorced divorced divorced divorced divorced separated separated separated separated separated widowed widowed widowed widowed widowed 20 name of spouses of married minors in the home 21 dateofbirth mo day yr mo day yr mo day yr mo day yr mo day yr 22 pregnant yes noyes noyes noyes noyes no due date mo day yr ..."

	Medicare Provider Application"... Rev xxxxvi texas medicaid providers enrollment application page rev xxxvi rev ive 07/01/2017 introduction Dear health care professionals, We appreciate your interest in being a medicaid providers. The application must include all information required to ..."







Please rate Bridges Access Application



1
									Votes
								
















Related Resources

	
Bridges Administrative Policy Manuals
 the right to file an application and get local office help to ... determine eligibility; see Bridges Administrative Manual (BAM) 110.


	
Spokane St Swing Bridge (Low Bridge) Access - Transportation
 Applications must be submitted by November 15 to be eligible for access on December 1. Background. When the West Seattle High-Rise Bridge (high bridge) closed ...


	
PAR-16-109: Bridges to the Doctorate (R25)
 Access to and provision for opportunities for students to engage ... Does the Bridges application provide a ...
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FormsPal Contacts

ALTITUDE SOFTWARE LLC-FZ
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