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Call to order

Meaghan Kramer, called the meeting to order at 12:05 pm

I. Welcome, Introductions,
and Declarations of
Conflict-of-Interest
II. Determination of
Quorum

The Chair welcomed Planning Council members, recipients’ staff, and guests. The
Chair asked those attending today’s meeting during roll call, to please declare any
conflicts of interest.
6 of 7 members present at 12:06 pm QUORUM ESTABLISHED. (4+ for Quorum)

III. Review and Acceptance Today’s Agenda was accepted by the committee.
of Agenda
IV. Review and Approval
of Prior Meetings Minutes

A motion to approve the CHPS Meeting minutes with edits proposed by Chuck
Albrecht with revisions from March 29th, 2022 made by Eric Eason and 2nd by Eva
Steele. Approved by unanimous vote.
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Business Item

V. Chair Update

VI. HIV Housing Coalition
Recommendations

Discussion & Notes

Action/Motion

Meaghan and Eric Eason both thanked Randall Furrow and the
Executive Committee for giving Meaghan and Eric Eason to
chair this committee.

Discussion Only. No
Action

Eric Eason shared the highlights of the ESCALATE program.
They are meeting monthly with a subject matter expert with
NMAC. The committee is preparing a plan to achieve the
following goals:
1.
Create an evaluation plan to measure the impact of
media campaigns. Meeting the beginning of June to review
experimental evaluation for Positively You ambassadors. This
will be to help provide Ryan White Part A program office to
identify actionable next steps for improvement.
2.
Include culture humility and cultural competency
components in existing assessments for providers. The
committee =is working through 5 components that is
reviewed on an annual basis.
A. Cultural Awareness – Ones own bias toward
other cultures
B. Cultural Knowledge – Ability to seek and
obtain information about culturally diverse
groups.
C. Cultural Skill – Ability to conduct a cultural
assessment to collect data about the clients
served.
D. Cultural Encounters – Encourage provider
interactions with clients from culturally diverse
backgrounds to change existing beliefs about a
cultural group and prevent stereotyping.
E. Cultural Desire – Motivation to WANT TO, as
to HAVE TO, engage in the process of becoming
culturally aware, culturally knowledgeable,
culturally skillful, and seeking cultural
encounters.
Eric shared these are in the developing stages and are being
worked on throughout the year.
Carmen Batista with the Part A program gave an update on
the HIV Housing workgroup:
1. Are continuing to have collaborations. Joined the
statewide housing authority, the AZ Housing
Coalition. As we see trainings, we will send these
invitations out to the PC for participation.
2. Had a great training two-hour session for housing
services. There were several Planning Council
members that attended. This was a comprehensive
look at the different services that were available. This
will be an annual training.
3. On hold currently is some discussion around the kind
of housing changes we want to make to the
standards of care. This will be worked on with the
other standards of care during the STaR Committee.
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Discussion Only.
No Action

4.
5.
6.
7.

Possible prioritization will be addressed during the
PSRA session that is coming this summer.
Roadmap has been developed and given out to the
Case Managers and agencies.
We are continuing to partner with the state to
support their data-sharing agreements. We don’t
have anything to sign at this time, so this is on hold.
The workgroup is on hold to identify areas of focus
related to housing for 2022 and 2023.

Carmen wanted to share what the Planning Councils’ role is
with Integrated Planning and key things to pay close attention
to during the state’s presentation.
1. Needs Assessment – ADHS will give an overview. This is a
lot of community input. Things for the CHPS Committee to
recommend:
Are there pieces of information that stand out to you that you
feel need more focused study of that? Over the next two to
four years, the Part A office will be doing some smaller studies
and we will need recommendations about which topics the
council will want to see reflected in those. Examples are focus
groups and/or a survey to be coordinated with the state.
2. Integrated Planning – ADHS will be talking about the
barriers, gaps, and needs. This is part of the Planning Councils’
legislatively mandated focus areas. As we move into our
Priority Setting and Resource Allocation (PSRA) process, we
want to make sure we have community information on:
 What are the needs
 What Are the barriers

VII. Review Progress Updates
of the Integrated Plan

What Jillian will share on this piece today will have a direct tie
to which service categories the Planning Council decides is
most important. This will have an impact on how much
services get funding. The Planning Council is allocating about
$10 million of services to service categories. This community
input is vital.
3. The data will be used to create actions from the Planning
Council. As there are published data analysis reports, the Part
A office is looking for a letter, or infographic, or something
with a high-level summary to include three to five data
elements the Planning Council thinks are important to
highlight for people to know. And identify what
recommendations the CHPS Committee has to make a
difference in those key areas.
Deborah Reardon with ADHS presented updates on
Integrated Planning.
What they are doing with the needs assessments, which are
basically their focus groups and surveys. Also some
opportunities for upcoming meetings to get feedback from
the Planning Council.
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CHPS Committee:
1. Provide
recommendations
for the Part A office
on key pieces that
the Planning Council
wants to be reflected
in their reports of
the studies they will
be doing.
2. Provide the Part A office
a letter, or infographic, or
something with a high-level
summary to include three
to five data elements the
Planning Council thinks are
important to highlight for
people to know. And
identify what
recommendations the
CHPS Committee has to
make a difference in those
key areas.
3. CHPS to consider a big or
small workgroup to discuss
PSRA priority setting and
the ranking of service
categories that might even
be able to talk to NY with
PC Support: Email the
Council an invitation to the
two sessions in June for PC
bodies to participate.
Motion made that Jillian
provide PC support with
the updated presentation

1. Focus groups – 14 sessions so far, one more in May and a
scheduled session in June on young MSM of color; gender
expansive folks. $75 participant compensation. They are
focusing on those that don’t usually participate, or who
haven’t been invited to participate in the past. Asked CHPS
that if we know an agency or a group that ADHS should talk
to, please reach out to Debora to help in recruitment.
2. Surveys – HIV surveys are used to help collect the data used
for developing the integrated plan and improving their
program and services. June should have a phase role out for
the target populations for health and STI surveys. Hep C
surveys are still being collected. She walk-through the needs
and care surveys for how the hep C surveys.
There are two upcoming sessions that the Planning Council is
invited to join on June 8th and June 17th. They will provide PC
support with the information to share after the meeting
today.
Jillian Renslow presented the Needs Assessment for AZ
Integrated Plan.
940 Completed Survey, 108 Questions on the following topics:
HIV testing history, PrEP awareness, Viral suppression, and
undetectable status, Experiences with HIV care provider, case
management, medications, pharmacy, Ryan White and/or
ADAP, Most important HIV services, Barriers to HIV care
(housing, transportation, language/interpretation), Access to
other health services (dental, vision, mental health, substance
use disorder), and the Impact of COVID-19
They identified what groups they wanted to look at and help
identify what was interesting and looked for some of the
things that were unknown and highlighted key populations.
Demographics: Survey was returned by 50% White, 30%
Hispanic/Latino, and 12% Black. The responses were broken
down by age groups of 18-34, 35-54, and 55+. Most
responses were 35-54 at 43%, and the lowest responses were
18-34 at 23%. offered 10 languages, 3% completed the survey
in Spanish, and want to see this rate higher. These
demographics also included those that identify as nonbinary/GNC, trans women & trans men, questioning, and twospirit.
Priority Populations: ADHS does not have sexual orientation
built into their surveys. 25% are Hispanic Latino MSM, 20%
Young (18-34) MSM, 20% Diagnosed with HIV within the past
3 years, 7% were Black Men.
Jillian provided infographics that reflected Ryan White service
categories and how they responded to as what is The most
important services related to HIV care, and the highest was
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from today, CHPS will
provide questions no later
than by June 7th to be sent
to Jason to forward to
Jillian, and to invite Jillian
back to the CHPS meeting
July 26th to respond to the
questions, as well as to
give this presentation to
the Full Planning Council
meeting on June 28th.
Motion: Chuck Albrecht
2nd: Eric Eason
Passes unanimously.

Medications & Healthcare Providers, and the least was
Transportation.
The most needed services related that isn’t available, the
highest were housing and financial assistance, psychosocial
support, mental health, and dental was a top need requests
Jillian’s key elements of the survey data she presented were
focused on the most important services and the most
important needed services of these demographics. Jillian
discussed the clients’ experience with HIV testing, PrEP
Awareness (less than half were aware of PrEP before testing
positive), and if they had a case manager helping them (Young
males were slightly below avg and unsure about having a case
manager.), client medication adherence (75% of those taking
the survey said they take their HIV mediations. Those that had
a case manager were 80% more likely to adhere to their
medications).
Out of every 100 respondents, 74 were virally suppressed, 8
were unsure, and 18 were not virally suppressed. Based upon
the demographics broken down on this data, it is noted that
the American Native and Alaskan Natives are
underrepresented.
One-third of the respondents reported high concern for their
future care needs. They think this may be more generalized in
health care needs and not specific to their HIV care.
For Housing, 40% own or rent a private home (virally
suppressed), 36% rent an apartment (Not virally suppressed),
16% stay with friends or family (unsure of viral suppression).
Monthly rent and mortgage payments, 37% paying between
$501-$1k month, 44% needed housing assistance in the past 3
years, and black respondents in need/ 20% stated housing
affected their HIV care.
Mental Health & Substance Use, Psychosocial and Mental
Health were third and fourth on the unmet needs in ranking.
Half were diagnosed with a mental health condition, and 17%
were not in care.
Oral Health, the highest that needed access to dental care
were younger (13yo-24yo), and the highest need was
AHCCCCS recipients (43%), and uninsured (42%).
Food Insecurity was the lower on the unmet leads as
mentioned, but when asked about it specifically, 42% of
participants experienced food insecurity in the past twelve
months.
Next Steps: Sorting HIV surveys into EHE pillars, reviewing
other needs assessments (HCV, STI) and identifying common
themes, and including key takeaways in the final plan.
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Chuck Albrecht asked about getting the data broken down for
specific populations for the county we serve. Jillian shared
that 70% of the state integrated pan is from Maricopa County.
Randall Furrow shared that the housing and rental increase
slide indicated that 30% would need to move if their payment
increased by $100. And he wants the Planning Council to pay
close attention to this with the increase in rent, and what we
can do to plan for this.
Carmen wanted to highlight that the CHPS committee does
have an opportunity as they look at PSRA prep to recommend,
take an action on having this needs assessment data from
Maricopa and Pinal County presented earlier than the day
before the PSRA, that this is vital in having the time and space
for the council to process the information. Carmen
recommended the council make a motion to do this.
Chuck made a motion, however, he was concerned the data
wasn’t specific to our service area, and want the data to be
more specific to Pinal and Maricopa Counties.
Randall asked that Jillian will be also doing this presentation
again at our upcoming full Planning Council meeting on June
28th. She said she would be happy to give the same
presentation but was concerned she may not be able to get
the newly requested information is not something she can do
with the challenges of their surveys, however, recommended
we use last year’s PSRA presentation as it would be the same
information and it is specific to Maricopa and Pinal.
Chuck A. made a motion that Jillian provide PC support with
the updated presentation from today and that CHPS will
create questions to be sent to Jason to forward to Jillian, and
to invite Jillian back to the CHPS meeting July 26 th to respond
to the questions.
Alain Barnes asked how to post a question to Jillian, and
Chuck shared to send these to Jason, the PC support any
questions to be compiled to get to Jillian in time to respond.
Randall requested the motion to include also have Jillian
present at the full Planning Council on June 28th.
Meaghan also asked to give everyone two weeks to provide
feedback questions for Jillian by June 7th.
Chuck asked another question about the PrEP slide for noninformed respondents, do we know if they were in medical
care? Jillian did not know the answer.
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Carmen shared that we have our existing PSRA framework and
working through creating the input process with the priority
setting for the service categories. These need to be updated
annually. This created more discussion about the service
categories for several that were part of the discussion. The
simplest option is to have focused discussions about our
priorities and share the needs assessment feedback with
previous data sets for the council to have a discussion about
where they want the priorities to be. Maybe groups?

VIII. Review the PSRA
Framework

IX. Review of HRSA/HAB grant
award, if available

X. Review and Resolve Parking
Lot Items

Carmen shared an example spreadsheet tool to help with
priority setting based upon service category ranking. Any
changes we want to move to the Planning Council quickly for
consideration for the PSRA sessions.
Carmen asked if CHPS would create a small workgroup to
review the tool. Meaghan asked who would be interested in
being part of this workgroup. Meaghan, Chuck A., Randall F.,
Eva Steele, and Jason Vail Cruz all are interested. Jimmy
Borders said we can send an invite to be part of the group, but
wasn’t sure.

CHPS: Create a
workgroup to review the
Priority Setting Tool for
ranking Service
Categories.
PC Support: To send a
Doodle poll to collaborate a
day and time that works
with everyone.
Carmen and Chantie will
work with PC support
(Jason L.) to understand the
tool and coordinate with NY
for instructions and
questions for the
workgroup.

Part A office has no update as of yet. They are hoping to have
this presentation soon.

Discussion Only.
No Action.

Carmen shared that the Third-tier Care Coordination
Update that these are focused on those not currently
accessing service. They are looking to get help and are
contracting out some of the work to help with getting what
the needs are. Javier M. shared that the goal with the focus
group is to get self-managed clients to provide feedback on
service utilization and things like that. They are looking to
get 10 people for this focus group.

Discussion Only.
No Action.

Carmen shared that the Part A office is asking the CHPS
committee to recommend a workgroup to look at the
dental insurance limits. They have several requests from
dental providers of their clients requesting an exception for
the limits and the Part A office wants to keep in line with
what the Planning Council dental changes and for direction
on how to respond to these requests.
Chuck asked what the limit was set at. Chantie answered
him as $2,500. Chuck Albrecht said that with the decisions
were recently made, this may become a budget issue.
Randall asked if we could get an idea of how many requests
have been made. Chantie answered that we have 7 current
requests out of 1,800 clients served. The rough requests are
asking for an additional $800-$1200.
Chuck Albrecht mentioned that with all the time spent for
the dental changes accepted recently, and looking at our
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Note: The CHPS
decided to adhere
to the previous
dental workgroup
decision for how it
was accepted at
this time.

fiscal soundness and priorities, we should ask if it’s a good
idea to go back right now and review this at this time.
Jimmy Borders asked what about looking at a tiered cap for
those in the first five years to have more funding and those
in continued care to be tiered for less. Chuck explained
that this was looked at in the discussion and they decided
against it. Carmen also shared that there were over 7
pages of data analysis.
Meaghan K. and Randall wanted to ask if we should create
another dental workgroup to guide up or should we hold
the previous workgroups decisions. No one had anything to
add to this and this, the decision is to hold to the previous
workgroup for now. Eric E. asked to keep this in the parking
lot as something to look at again in the next meetings.

XI. Determination of
Action/Agenda Items for Next
Meeting

XII. Current Event Summaries

XIII. Call to the Public

•
Review and resolve parking lot items (HIV Housing
Coalition)
•
Review of needs assessment outcomes and data, if
needed
•
PSRA data sets, if needed

Discussion Only.
No Action

Randall Furrow wanted to congratulate Meaghan and Eric did
in running their first CHPS meeting.

Discussion Only.
No Action

Chuck Albrecht shared the TEAM committee will share an
invitation to members to be part of the workgroup for a
caucus being developed. Chuck asl said thank you to Meaghan
and Eric for doing a great job.
Alain Barnes said thank you for being invited and found this
interesting and informative.
Jimmy Borders mentioned that there are two tributes
mentioned written in the IONAZ for Rodney Lofton and Glen
Spencer.

SCHEDULE OF NEXT MEETINGS
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PC Support: Jason L.
will send out the two
articles to the Planning
Council.

Adjournment

1:40 pm (E. Eason moved to adjourn 2nd by Eva S. Passed Unanimously.)

Randall Furrow (Jul 26, 2022 17:45 PDT)
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Priority Setting and Resource Allocation Process
Data Session

The goal of this meeting is to provide all Planning Council members with an understanding of
the issues affecting the HIV community and Ryan White service delivery system, so that they can
develop priorities and allocations for GY 2016. The meeting is an open forum for everyone to
talk freely, bring information to the table, and ask questions based on the information
presented. Anecdotal information is welcomed and encouraged.
•

An extended Planning Council meeting – typically 3-hours long.

•

Presentations from other entities – Parts B, C, D, occasionally other guests, followed by
a presentation from the Part A Program regarding utilization and forecasts.

•

Completely open meeting – anyone can share thoughts, providers can discuss their
challenges (as long as they don’t directly ask for more money), the public can share
comments.

•

Typically, the Part A program is asked to determine recommendations for funding to use
as a starting point for PSRA. There may be requested for additional information based
on what was presented.

•

While the presentation of quantitative and qualitative data is encouraged at this
meeting, provider bashing, rants/tirades, etc. are not.

•

The Part A Program typically provides utilization data, by each service category. The
Program may also choose to provide information gathered from providers regarding
service delivery challenges, Quality data, information from HRSA, etc. for Council
consideration.

Meeting Outcomes
• All PC members in attendance have equal knowledge of issues/utilization
• Determination of the need to reprioritize service categories
• Follow up information requests.
If a need to reprioritize is determined, this will be done through a voting process.

1

Allocations Session

The meeting is open-ended (ends when we complete all funding scenarios). This is a public
meeting of the Council, but is managed a bit differently. There is a 30-minute “public” openforum to ask final questions and provide comments. Then, the meeting moves into a session
that only Council members are allowed to participate in – the public may watch, but cannot be
involved in the discussion, or interact with Council members.
Fully Funded Scenario
1) The priorities will be presented, in order. Typically, we have pre-populated the
spreadsheet with the Part A Program’s recommendations as a starting point.
2) The Part A Program will provide funding recommendations, based on utilization.
3) Council members discuss the category, determine the number of clients to be served,
and the amount of funding needed.
4) This continues until all service categories are funded to meet identified need.
5) A vote is taken to approve this scenario
6) Any core service funding is locked in place
7) MAI funding is determined in this scenario
A final vote is taken to approve the allocations, and then we leave (usually around 2:00 pm).
Decreased Funding Scenario
Generally, the Council completes a scenario in which funding has been decreased by 5%. In the
determination of this scenario, funding is decreased from the lowest prioritized supportive
services, until the budget is balanced. If, after all supportive service funding is cut, the budget is
not balanced, funding is decreased from the lowest prioritized core services until the budget is
balanced. Some changes to MAI funding may occur as well.
Directives
During the course of discussion, Council members may ask that certain directives that guide
service delivery be forwarded to the CHPS Committee for review. Directives are instructions
from the Council to the Part A Program to implement as part of service delivery (changes to FPL
requirements, expanded service delivery, etc.).

2

HOUSING SERVICES
A. DEFINITION:
Housing provides transitional, short-term, or emergency housing assistance to enable a client or family to gain or maintain
outpatient/ambulatory health services and treatment, including temporary assistance necessary to prevent homelessness and to
gain or maintain access to medical care. Activities within the Housing category must also include the development of an
individualized housing plan, updated annually, to guide the client’s linkage to permanent housing. Housing may provide some type
of core medical (e.g., mental health services) or support services (e.g., residential substance use disorder services). Housing
activities also include housing referral services, including assessment, search, placement, and housing advocacy services on behalf of
the eligible client, as well as fees associated with these activities. Program Guidance: HRSA RWHAP recipients and subrecipients that
use funds to provide Housing must have mechanisms in place to assess and document the housing status and housing service needs
of new clients, and at least annually for existing clients. HRSA RWHAP recipients and subrecipients, along with local decision-making
planning bodies, are strongly encouraged to institute duration limits to housing activities.
HRSA HAB recommends recipients and subrecipients align duration limits with those definitions used by other housing programs,
such as those administered by the Department of Housing and Urban Development, which currently uses 24 months for transitional
housing. Housing activities cannot be in the form of direct cash payments to clients and cannot be used for mortgage payments or
rental deposits,6 although these may be allowable costs under the HUD Housing Opportunities for Persons with AIDS grant awards.
Housing, as described here, replaces PCN 11-01.
Program Guidance:
HRSA RWHAP recipients and subrecipients that use funds to provide Housing must have mechanisms in place to assess and
document the housing status and housing service needs of new clients, and at least annually for existing clients. HRSA RWHAP
recipients and subrecipients, along with local decision-making planning bodies, are strongly encouraged to institute duration limits
to housing activities. HRSA HAB recommends recipients and subrecipients align duration limits with those definitions used by other
housing programs, such as those administered by the Department of Housing and Urban Development, which currently uses 24
months for transitional housing. Housing activities cannot be in the form of direct cash payments to clients and cannot be used for
mortgage payments or rental deposits,6 although these may be allowable costs under the HUD Housing Opportunities for Persons
with AIDS grant awards. Housing, as described here, replaces PCN 11-01.
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B. INTAKE AND ELIGIBILITY
Provide permanent housing, which supports consistent adherence to and retention in medical care.
Clients seeking Ryan White A, B, and ADAP services must be determined “eligible” under the Arizona statewide criteria. Arizona has
a RWISE (Ryan White Integrated Statewide Eligibility) status for Ryan White Parts A and B HIV Care Services and a separate ADAP
eligibility status. The eligibility requirements are mostly the same. Any differences in Part A eligibility requirements will be outlined
in this document and reinforced in the Arizona Ryan White Parts A, B, and ADAP Application Processing Guide.
To be or remain eligible and billable to Part A, B, or ADAP, a client must meet and have on file verification of the following
conditions:
1. Proof of HIV diagnosis. Collected once at start of Ryan White services.
2. Household income under 400% of the federal poverty level. Some services may have lower income thresholds as outlined in
the Ryan White Part A Planning Council’s Menu of Services.

3. Proof of residency in Arizona, must be outside Maricopa and Pinal Counties for Part B clients.
4. Screening and documentation for applicable payer sources. At minimum, includes AHCCCS determinations for clients
under
150% of the federal poverty level and screening for other insurance programs, as applicable.
5. HIV labs from the past 6 months. Viral load labs are mandatory. CD4 labs are not required for eligibility but are included
in RSR reporting.
6. Completed Arizona Ryan White and ADAP Application in English or Spanish, required support documentation and
required addendums. Most recent copy on www.azadap.com.

C. KEY SERVICES COMPONENTS AND ACTIVITIES
There are two housing service programs.
First month of rental assistance is for the purpose of establishing an individual or family in a long-term, stable living situation so that
they may continue taking their HIV medication and achieve or maintain viral load suppression. The housing strategy plan will be
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conducted at intake to ensure the individual or family can sustain a stable long-term living situation; follow up contact to ensure the
move occurred.
Short Term Rental Assistance is for the purpose of preventing eviction for an individual or family in a long-term, stable living
situation so that they may continue taking their HIV medication and achieve or maintain viral load suppression. This is designed to
be a short-term needs-based intervention to prevent homelessness. Provides up to $1,700 per client in rental assistance per year. It
may not be used for mortgage assistance, Rent-to-Own properties, or rental deposits. The application process is designed to support
Ending the HIV Epidemic retention in care activities and client linkage to support services.

Program outcome:
•
90% of eligible clients demonstrate retention in care.
Indicators:
•

Number of clients accessing or maintaining stable rental assistance for housing

Service Unit(s):
•
Housing Services as documented in CAREWare
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First Month’s Rent Focused Standards
Standard of Care

Outcome Measure

Client’s chart will include
documents to ensure payment
to the appropriate vendor. No
payment may be made directly
to clients, family, or household
members.

The Agency providing first month
rental assistance must maintain
the following documents in each
client’s case file, in addition to
any other documentation which
may be required by the Standards
of Care:
• DCopy of ocumentation
of move-in costs provided
by the landlord.signed
rental agreement and/or
lease.
• Copy of vendor check for
payment.
• Copy of documentation
of application for other
assistance, if applicable.

Number of first
Number of
month’s rent client
clients
charts that include d
ocumentation of
move-in costs
provided by the
landlord and a copy of
vendor check for
payment.a copy of the
signed rental
agreement and/or
lease; a copy of the
vendor check for
payment and copies
of applications for
other assistance as
applicable.

Client Files

Documentation in client’s file
that of Housing assistance funds
were paid to the landlord clients
within 7 working days of
approved request.

Number of clients
receiving Housing
Assistance funds
within
7 working days.

Client Files

All completed requests for
assistance shall be approved or
denied within one (1) working
day of the receipt of move-in
cost and other required
documentationsigned rental
agreement and/or lease. A check
shall be issued within seven (7)
working days of approval of
request.

Numerator
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Denominator

Number of
Housing
Assistance e
funds requests

Data
Source

CAREWare

Goal/Benchmark
90% of client charts have
documentation of rental
assistance payments made to
the appropriate vendor.
90% of client charts have all
required documentation for
rental assistance payments.

Formatted: Space After: 1.15 pt, Line spacing:
Multiple 1.01 li

CAREWare

90% of client charts document
funds paid to landlordclients
within 7 working days of
approved request.

Short Term-Rental Assistance Focused Standards
Standard of Care

Outcome Measure

Numerator

A housing assistance program
application is completed for
every client.

Documentation of housing
application in the client file which
includes:
- Housing Action Plan
- Single page application
- Agency client policy
documents

Number of housing
applications
completed in the
client files.

Short Term Rental chart is
complete and payment is made
out to the appropriate vendor.
No payment may be made
directly to clients, family, or
household members.

The Agency providing short term- Number of clients
receiving Housing
rental assistance must maintain
the following documents in each Assistance payments
client’s case file, in addition to
any other documentation which
may be required by the Standards
of Care:
• Copy of signed rental
agreement and/or lease;
• Copy of vendor check for
payment;
• Copy of documentation
of application for other
assistance, if applicable.

Page 5 of 8

Denominator
Number of
clients
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Data
Source
Client Files
CAREWare

Number of
clients

Client Files
CAREWare

Goal/Benchmark
100% of client files have
housing applications
documented.

100% of client charts have
documentation of rental
assistance payments made to
the appropriate vendor.

Formatted: Highlight

All completed requests for
assistance shall be approved or
denied within one (1) working
day of the receipt of signed
rental agreement and/or lease.
Payments must be made within
7 working days and before the
client is evicted.

Documentation in client’s file of
Housing assistance funds to the
landlord within 7 working days of
approved request.

Number of clients
receiving Housing
Assistance funds
within 7 working days

Number of
Housing
Assistance
funds requests

Client Files

Housing assistance is being used
to support retention in care and
viral load suppression.

Documentation in client’s file that
client has been retained in care or
referred to medical services when
they have not seen a clinician in
the past six months.

Number of clients
who have
documentation on file
of currently receiving
medical care or being
referred to medical
care

Number of
Client Files
clients enrolled
in the Housing CAREWare
program

CAREWare

75% of client charts document
funds to clients within 7
working days of approved
request.

75% of client charts have
documentation of retention in
care.

D. PERSONNEL QUALIFICATIONS:
(Similar to Non-Medical Case managers) Housing staff will have a Bachelor’s Degree in a licensed field or 3 years of experience.OR
(If using the Medical Case Managers criteria) Housing staff will have a Bachelor’s Degree in Social Work or comparable health
or human services field OR no degree and a minimum of 4 years of case management experience.
E. ASSESSMENT AND SERVICE PLAN:
See applicable standards above regarding assessment and service plan requirements.
F. TRANSITION AND DISCHARGE:
Each Subrecipient providing services should have a Transition and Discharge protocol on file. The reason for transition or
discharge must be properly documented in each client file. If a client chooses to receive services from another provider, the
Subrecipient must honor the request from the client.
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G. CASE CLOSURE PROTOCOL:
Each Subrecipient providing services should have a case closure protocol on file. The reason for case closure must be properly
documented in each client file. If a client chooses to receive services from another provider, the Subrecipient must honor the
request from the client.
H. CLIENTS RIGHTS AND RESPONSIBILITIES:
Subrecipients providing services are required to have a statement of client rights and responsibilities posted and/or accessible
to all clients. Each Subrecipient will take all necessary actions to ensure that services are provided in accordance with the
client’s rights and responsibilities statement and that each client understands fully their rights and responsibilities.
I. GRIEVANCE PROCESS:
Each Subrecipient must have a written grievance policy in place which provides for the objective review of client grievances and
alleged violations of service standards. A signed document acknowledging receipt of the grievance policy must be included in
the client’s record. Clients will be informed about and assisted in utilizing this procedure and shall not be retaliated against for
filing a grievance.
J. CULTURAL AND LINGUISTIC COMPETENCY:
Subrecipients providing services must adhere to the National Standards on Culturally and Linguistically Appropriate Services
(CLAS). Subrecipients must complete annual CLAS training.
K. PRIVACY, AND CONFIDENTIALITY:
Subrecipients providing services must comply with the Health Insurance Portability and Accountability Act (HIPAA) provisions
and regulations and all federal and state laws concerning confidentiality of clients Protected Health Information (PHI).
Subrecipients must have a client release of information policy in place and review the release regulations with the client before
services are provided. Additional releases of information, beyond the Ryan White Release of Information required for eligibility,
should be kept on file according to subrecipient policies. Information on all clients receiving Ryan White Part A funded services
must be entered in the approved data system.
L. RECERTIFICATION REQUIREMENTS (INCLUDING SECURING RECORDS):
Client eligibility must be reviewed at least every twelve months and when there is a change to residency, income, or health
insurance, per HRSA guidance. At the start of services and before the end of the client’s birthday month, all residency, income,
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and health insurance documents will be collected and reviewed. Before the end of the client’s ½ birthday month, clients must
complete the ½ birthday attestation. Changes to residency, income, and/or insurance will require support documentation.
Client eligibility status, HIV Diagnosis, residency, household income, initial/ongoing screening of third-party payer and HIV labs
will be uploaded to the approved data system.
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EMERGENCY FINANCIAL ASSISTANCE SERVICES
A. DEFINITION:
Emergency Financial Assistance provides limited one-time or short-term payments to assist an HRSA RWHAP client with an urgent
need for essential items or services necessary to improve health outcomes, including: utilities, housing, food (including groceries and
food vouchers), transportation, medication not covered by an AIDS Drug Assistance Program or AIDS Pharmaceutical Assistance, or
another HRSA RWHAP-allowable cost needed to improve health outcomes. Emergency Financial Assistance must occur as a direct
payment to an agency or through a voucher program.
Program Guidance:
Emergency Financial Assistance funds used to pay for otherwise allowable HRSA RWHAP services must be accounted for under the
Emergency Financial Assistance category. Direct cash payments to clients are not permitted. Continuous provision of an allowable
service to a client must not be funded through Emergency Financial Assistance.
B. INTAKE AND ELIGIBILITY
Provide permanent housing, which supports consistent adherence to and retention in medical care.
Clients seeking Ryan White A, B, and ADAP services must be determined “eligible” under the Arizona statewide criteria. Arizona has a
RWISE (Ryan White Integrated Statewide Eligibility) status for Ryan White Parts A and B HIV Care Services and a separate ADAP
eligibility status. The eligibility requirements are mostly the same. Any differences in Part A eligibility requirements will be outlined
in this document and reinforced in the Arizona Ryan White Parts A, B, and ADAP Application Processing Guide.
To be or remain eligible and billable to Part A, B, or ADAP, a client must meet and have on file verification of the following
conditions:
1. Proof of HIV diagnosis. Collected once at start of Ryan White services.
2. Household income under 400% of the federal poverty level. Some services may have lower income thresholds as outlined in
the Ryan White Part A Planning Council’s Menu of Services.

3. Proof of residency in Arizona, must be outside Maricopa and Pinal Counties for Part B clients.
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4. Screening and documentation for applicable payer sources. At minimum, includes AHCCCS determinations for clients
under
150% of the federal poverty level and screening for other insurance programs, as applicable.
5. HIV labs from the past 6 months. Viral load labs are mandatory. CD4 labs are not required for eligibility but are included
in RSR reporting.
6. Completed Arizona Ryan White and ADAP Application in English or Spanish, required support documentation and
required addendums. Most recent copy on www.azadap.com.

C. KEY SERVICES COMPONENTS AND ACTIVITIES
The overall treatment goal of the Emergency Financial Assistance (EFA) program is to address short-term, utility needs that would
prevent clients from engaging in medical care and adhering to medications.

Program outcomes:
• 100% of all client files include an assessment of presenting need and qualification for Emergency Financial Assistance
services.
• 90% of clients receiving Emergency Financial Assistance are actively engaged in medical care as documented by a medical
visit in each 6-month period in a two-year measure and in the second half of a single year measure. *Exception in cases with
documentation from clinician stating client is seen once a year.
• 90% of clients receiving Emergency Financial Assistance are virally suppressed as documented by a viral load less than 200
copies/mL at last test.
• 90% of clients receiving utility assistance have access to ongoing housing, which supports consistent adherence and retention
in medical care.
Indicators:
• Number of clients accessing emergency financial assistance
Service Unit(s):
• Emergency Financial Assistance units in CAREWare

Standard of Care

Outcome Measure

Client files include an
assessment of presenting
problem/need requiring EFA
services.

Documentation of eligibility and
need.

Client files include a
description of the date
and type of EFA provided.

Numerator

Denominator

Data
Source

Number of clients
with completed EFA
assessment

Number of
clients

Client Files

Documentation of date and
description of EFA services
rendered and/or distributed.

Number of clients
receiving EFA services

Number of
clients

Client Files

Client files include
documentation that a
third party application or
screening was completed
and is pending approval.

Documentation of a third party
payer application or screening.

Number of clients
receiving EFA services

Number of
clients

Client Files

Client did not receive EFA
services for longer than
90 days.

Documentation that EFA services
were limited to 90 days or less.

Number of clients
receiving EFA services

Number of
clients

Client Files

CAREWare

CAREWare

CAREWare

CAREWare

Goal/Benchmark
100% of client charts have
documentation EFA
assessments.

100% of client charts
document funds to clients
within 7 working days of
approved request.

100% of client charts
document funds to clients
within 7 working days of
approved request.

100% of client charts
document funds to clients
within 7 working days of
approved request.
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Standard of Care
Clients are linked to
medical care.

Clients are retained in
medical care.

Clients are virally
suppressed.

Outcome Measure

Numerator

Denominator

Documentation that the client
had at least one medical visit,
viral load, or CD4 test within the
measurement year.

Number of clients
receiving EFA services

Number of
clients

Documentation that the client
had at least one medical visit in
each six-month period of a 24month measurement period with
a minimum of 60 days between
visits.

Number of clients
receiving EFA services

Number of
clients

Documentation of a viral load less Number of clients
than 200 copies/mL at last test.
receiving EFA services

Number of
clients

Data
Source
Client Files
CAREWare

Client Files
CAREWare

Client Files
CAREWare

Goal/Benchmark
100% of client charts
document funds to clients
within 7 working days of
approved request.

100% of client charts
document funds to clients
within 7 working days of
approved request.

100% of client charts
document funds to clients
within 7 working days of
approved request.

D. PERSONNEL QUALIFICATIONS:
A client’s need for EFA should be determined by the medical or non-medical case manager. Case managers must adhere to all
guidelines outlined in the case management standards of care.
E. ASSESSMENT AND SERVICE PLAN:
See applicable standards above regarding assessment and service plan requirements.
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F. TRANSITION AND DISCHARGE:
Each Subrecipient providing services should have a Transition and Discharge protocol on file. The reason for transition or
discharge must be properly documented in each client file. If a client chooses to receive services from another provider, the
Subrecipient must honor the request from the client.
G. CASE CLOSURE PROTOCOL:
Each Subrecipient providing services should have a case closure protocol on file. The reason for case closure must be properly
documented in each client file. If a client chooses to receive services from another provider, the Subrecipient must honor the
request from the client.
H. CLIENTS RIGHTS AND RESPONSIBILITIES:
Subrecipients providing services are required to have a statement of client rights and responsibilities posted and/or accessible
to all clients. Each Subrecipient will take all necessary actions to ensure that services are provided in accordance with the
client’s rights and responsibilities statement and that each client understands fully their rights and responsibilities.
I. GRIEVANCE PROCESS:
Each Subrecipient must have a written grievance policy in place which provides for the objective review of client grievances and
alleged violations of service standards. A signed document acknowledging receipt of the grievance policy must be included in
the client’s record. Clients will be informed about and assisted in utilizing this procedure and shall not be retaliated against for
filing a grievance.
J. CULTURAL AND LINGUISTIC COMPETENCY:
Subrecipients providing services must adhere to the National Standards on Culturally and Linguistically Appropriate Services
(CLAS). Subrecipients must complete annual CLAS training.
K. PRIVACY, AND CONFIDENTIALITY:
Subrecipients providing services must comply with the Health Insurance Portability and Accountability Act (HIPAA) provisions
and regulations and all federal and state laws concerning confidentiality of clients Protected Health Information (PHI).
Subrecipients must have a client release of information policy in place and review the release regulations with the client before
services are provided. Additional releases of information, beyond the Ryan White Release of Information required for eligibility,

should be kept on file according to subrecipient policies. Information on all clients receiving Ryan White Part A funded services
must be entered in the approved data system.
L. RECERTIFICATION REQUIREMENTS (INCLUDING SECURING RECORDS):
Client eligibility must be reviewed at least every twelve months and when there is a change to residency, income, or health
insurance, per HRSA guidance. At the start of services and before the end of the client’s birthday month, all residency, income,
and health insurance documents will be collected and reviewed. Before the end of the client’s ½ birthday month, clients must
complete the ½ birthday attestation. Changes to residency, income, and/or insurance will require support documentation.
Client eligibility status, HIV Diagnosis, residency, household income, initial/ongoing screening of third-party payer and HIV labs
will be uploaded to the approved data system.
M. SOURCE DOCUMENTS:
Credit to the Arizona Department of Health Services and their Emergency Financial Assistance Standards of Care.
https://www.azdhs.gov/documents/preparedness/epidemiology-disease-control/disease-integrated-services/hiv-care/efa-soc.pdf

Substance Use Outpatient Care
A. DEFINITION:
Substance Use Services (residential) activities are those provided for the treatment of drug or alcohol use disorders in a residential
setting to include screening, assessment, diagnosis, and treatment of substance use disorder. Activities provided under the Substance
Use Services (residential) service category include:








Pretreatment/recovery readiness programs
Harm reduction
Behavioral health counseling associated with substance use disorder
Medication assisted therapy
Neuro-psychiatric pharmaceuticals
Relapse prevention
Detoxification, if offered in a separate licensed residential setting (including a separately-licensed detoxification facility within
the walls of an inpatient medical or psychiatric hospital)

Program Guidance:
Substance Use Services (residential) is permitted only when the client has received a written referral from the clinical provider as part
of a substance use disorder treatment program funded under the HRSA RWHAP.
Acupuncture therapy may be an allowable cost under this service category only when it is included in a documented plan as part of a
substance use disorder treatment program funded under the HRSA RWHAP.
HRSA RWHAP funds may not be used for inpatient detoxification in a hospital setting, unless the detoxification facility has a separate
license.
B. INTAKE AND ELIGIBILITY
Clients seeking Ryan White A, B, and ADAP services must be determined “eligible” under the Arizona statewide criteria. Arizona has
a RWISE (Ryan White Integrated Statewide Eligibility) status for Ryan White Parts A and B HIV Care Services and a separate ADAP
eligibility status. The eligibility requirements are mostly the same. Any differences in Part A eligibility requirements will be outlined
in this document and reinforced in the Arizona Ryan White Parts A, B, and ADAP Application Processing Guide.
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To be or remain eligible and billable to Part A, B, or ADAP, a client must meet and have on file verification of the following conditions:
1. Proof of HIV diagnosis. Collected once at start of Ryan White services.
2. Household income under 400% of the federal poverty level. Some services may have lower income thresholds as outlined in the
Ryan White Part A Planning Council’s Menu of Services.

3. Proof of residency in Arizona, must be outside Maricopa and Pinal Counties for Part B clients.
4. Screening and documentation for applicable payer sources. At minimum, includes AHCCCS determinations for clients under
150% of the federal poverty level and screening for other insurance programs, as applicable.
5. HIV labs from the past 6 months. Viral load labs are mandatory. CD4 labs are not required for eligibility but are included in
RSR reporting.
6. Completed Arizona Ryan White and ADAP Application in English or Spanish, required support documentation and required
addendums. Most recent copy on www.azadap.com.

C. KEY SERVICE COMPONENTS AND ACTIVITIES:
Program Outcome:
• 90% of clients receive an assessment prior to implementing the treatment plan.
• 90% of clients have an initial written treatment plan within 30 days from the clients’ first visit.
• 90% of client assessments address primary medical care needs and make appropriate referrals as needed.
• 90% of treatment goals are addressed in the course of Substance Use treatment.
• 70% of clients show decreased drug use frequency or adoption of harm reduction strategies in a 6-month time frame
demonstrated through self-report.
Indicators:
• Number of clients attending Substance Use services who are engaged in treatment. *
• Number of clients who have addressed at least 2 treatment goals.
*Engaged=individual invested in treatment and attends a minimum of 50% of substance use services appointments
Service Unit(s):
• Face-to-face and/or Tele-health Individual level Treatment Session (An individual visit where the Treatment Plan is discussed)
• Face-to-face and/or Tele-health Group Level Treatment Session (A group counseling session)
• Face-to-face Medication Assisted Treatment Visit (A visit where medication for substance use treatment is dispensed)
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Standard of Care
Initial contact with client made
within 5 business days upon referral
to agency.
Initial Substance Use treatment
appointment scheduled within 7
business days of contact with
client.
If service cannot be provided within
these time frames, the subrecipient
will offer to refer the client to
another organization that can
provide the requested services in a
timelier manner.

Outcome Measure
Client chart
documents initial
client contact and
initial Substance Use
treatment services
appointment in
compliance with
established
timeframe.
Documentation
regarding initial
contact or initial
Substance Use
treatment services
appointment not in
compliance with
established timeframe
exists per agency
policy.

Numerator
Number of compliant
client charts

Number of compliant
client charts

Number of compliant
client charts
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Denominator
Number of
clients referred
to substance
use treatment
services.

Data Source
Client Files
CAREWARE

Goal/Benchmark
90% of client charts have
documentation of contact made
with client within 5 business days
of referral.
90% of client charts have
documentation of scheduled
Substance Use treatment
appointment within 7 business days
of contact with client

Assessment will occur that is
compliant with ADHS guidelines
A.A.C. Title 9 Chapter 10. A
comprehensive assessment
including the following will be
completed within seven (7) business
days of initial substance use
treatment appointment or no later
than the third counseling session:
• Presenting Problem
• Developmental/Social
History
• Social support and family
relationships
• Medical history
• Substance use history
• Psychiatric history
(including perceptual disturbances,
obsessions/compulsions, phobias,
panic attacks)
• Complete mental status
evaluation (including appearance
and behavior, talk, mood, selfattitude, suicidal tendencies)
• Cognitive assessment (level of
consciousness, orientation,
memory, and language)
• Psychosocial history (Education
and training, employment,
Military service, Legal history,
Family history and constellation,
Physical, emotional and/or
sexual abuse history, Sexual and
relationship history and status,
Leisure and recreational
activities, General psychological
functioning).

Documentation in
client record, which
must include DSM-V
diagnosis or
diagnoses, utilizing at
least one Axis code.

Number of new
client charts with
assessment completed
within 7 business days
of intake or no later
than the third
counseling session.
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Number of new
clients

Client Files
CAREWARE

90% of new client charts have
documented comprehensive
assessments initiated within seven
(7) business days of intake or no
later than the third counseling
session.

Treatment plans are developed
jointly with the counselor and client
and must contain all the elements
set forth per that is compliant with
ADHS guidelines A.A.C. Title 9
Chapter 10.
The plan must also address the
full range of substances the client is
using.

Client chart contains
documentation of
client’s treatment
plan and that client
was given a copy of
the plan.

Number of clients with
treatment plans
completed no later
than 7 business days
after admission.

Number of
clients

Number of clients with
updated/reviewed
treatment plans

Number of
clients

Client Files
CAREWARE

90% of client charts have
documentation of treatment plans
completed no later than 7 business
days after admission.

Documentation of
agency treatment
review policies and
Treatment plans must be completed procedures on file at
no later than seven (7) business days site.
of admission and the client must be
provided a copy of the plan.
The treatment plan duration and
review interval must be stated in the
treatment plan. The process must be
identified in the agency policies and
procedures and must follow criteria
outlined in ADHS Board of
Behavioral Health Examiners Title 4.
Professions and Occupations
Chapter 6. Article 11 Standards
Practice

The treatment plan shall be
reviewed every six months and
must reflect ongoing reassessment
of client’s problems, needs and
response to therapy.

Documentation of
treatment plan review
in client’s file.
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Client Files
CAREWARE

90% of client charts will have
documentation of updated
treatment plans every six months.

A client may be discharged from
substance use treatment services
through a systematic process that
includes a discharge or case
closure summary in the client’s
record. The discharge/case
closure summary will include:
• Circumstances of discharge
• Summary of needs at
admission
• Summary of services
provided.
• Goals completed during
counseling.
• Counselor signature and
credentials and date.
• A transition plan to other
services or provider agencies,
if applicable
• Consent for discharge follow
up
Discharge from substance use
treatment services must be
compliant with ADHS Board of
Behavioral Health Examiners Title
4.
Professions and Occupations
Chapter 6. Article 11 Standards
Practice

Documentation of case
closure in client’s
record.

Number of discharged
clients

Number of
clients

Client Files
CAREWARE

Documentation of
Reason for
discharge/case closure
(e.g., case closure
summary).
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90% of discharged client charts
have documentation of case
closure or reason for discharge.

D. PERSONNEL QUALIFICATIONS
Substance Use Outpatient Care must be provided by trained licensed or certified health care workers to include:
1. Individual clinicians shall have documented unconditional licensure/certification or is supervised by a clinician who has
unconditional licensure/certification in their area of practice in the State of Arizona; and
2. Subrecipients shall employ clinical staff who are knowledgeable and experienced regarding their area of clinical practice as well
as in HIV clinical practice. All staff without direct experience with HIV shall be supervised by one who has such experience; and
3. Staff participating in the direct provision of services to patients must satisfactorily complete all appropriate CEUs/CMEs based on
individual licensure requirements.
E. ASSESSMENT AND SERVICE PLAN:
See applicable standards above regarding assessment and service plan requirements.
F. TRANSITION AND DISCHARGE:
Each Subrecipient providing services should have a Transition and Discharge protocol on file. The reason for transition or discharge
must be properly documented in each client file. If a client chooses to receive services from another provider, the Subrecipient
must honor the request from the client.
G. CASE CLOSURE PROTOCOL:
Each subrecipient providing services should have a case closure protocol on file. The reason for case closure must be properly
documented in each client file. If a client chooses to receive services from another provider, the subrecipient must honor the
request from the client. Follow the Phoenix EMA Ryan White Part A Services Program Policy on Client Transfer Process.
H. CLIENTS RIGHTS AND RESPONSIBILITIES:
Subrecipients providing services are required to have a statement of client rights and responsibilities posted and/or accessible to all
clients. Each subrecipient will take all necessary actions to ensure that services are provided in accordance with the client rights and
responsibilities statement and that each client understands fully their rights and responsibilities.
I. CLIENT GRIEVANCE PROCESS:
Each subrecipient must have a written grievance policy in place which provides for the objective review of client grievances and
alleged violations of service standards. A signed document acknowledging receipt of the grievance policy must be included in the
client’s record. Clients will be informed about and assisted in utilizing this procedure and shall not be retaliated against for filing a
grievance.
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J. CULTURAL AND LINGUISTIC COMPETENCY:
Subrecipients providing services must adhere to the National Standards on Culturally and Linguistically Appropriate Services (CLAS).
Subrecipients must complete annual CLAS training.
K. CLIENT RECORDS, PRIVACY, AND CONFIDENTIALITY:
Subrecipients providing services must comply with the Health Insurance Portability and Accountability Act (HIPAA) provisions and
regulations and all federal and state laws concerning confidentiality of clients Protected Health Information (PHI). Subrecipients
must have a client release of information policy in place and review the release regulations with the client before services are
provided. Additional releases of information, beyond the Ryan White Release of Information required for eligibility, should be kept
on file according to subrecipient policies. Information on all clients receiving Ryan White Part A funded services must be entered in
the approved data system.
L. RECERTIFICATION REQUIREMENTS:
Client eligibility must be reviewed at least every twelve months and when there is a change to residency, income, or health
insurance, per HRSA guidance. At the start of services and before the end of the client’s birthday month, all residency, income, and
health insurance documents will be collected and reviewed. Before the end of the client’s ½ birthday month, clients must complete
the ½ birthday attestation. Changes to residency, income, and/or insurance will require support documentation. Client eligibility
status, HIV Diagnosis, residency, household income, initial/ongoing screening of third-party payer and HIV labs will be uploaded to
the approved data system.
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PSYCHOSOCIAL SUPPORT SERVICES
A. Definition:
Description: Psychosocial Support Services provide group or individual support and counseling services to assist HRSA RWHAP-eligible PLWH to
address behavioral and physical health concerns. Activities provided under the Psychosocial Support Services may include:







Bereavement counseling
Caregiver/respite support (HRSA RWHAP Part D)
Child abuse and neglect counseling
HIV support groups
Nutrition counseling provided by a non-registered dietitian (see Medical Nutrition Therapy Services)
Pastoral care/counseling services

Program Guidance: Funds under this service category may not be used to provide nutritional supplements (See Food Bank/Home Delivered
Meals).
HRSA RWHAP-funded pastoral counseling must be available to all eligible clients regardless of their religious denominational affiliation. HRSA
RWHAP Funds may not be used for social/recreational activities or to pay for a client’s gym membership.
For HRSA RWHAP Part D recipients, outpatient mental health services provided to affected clients (people not identified with HIV) should be
reported as Psychosocial Support Services; this is generally only a permissible expense under HRSA RWHAP Part D.
B. INTAKE AND ELIGIBILITY
Clients seeking Ryan White A, B, and ADAP services must be determined “eligible” under the Arizona statewide criteria. Arizona has a RWISE
(Ryan White Integrated Statewide Eligibility) status for Ryan White Parts A and B HIV Care Services and a separate ADAP eligibility status. The
eligibility requirements are mostly the same. Any differences in Part A eligibility requirements will be outlined in this document and reinforced
in the Arizona Ryan White Parts A, B, and ADAP Application Processing Guide.

To be or remain eligible and billable to Part A, B, or ADAP, a client must meet and have on file verification of the following conditions:
1. Proof of HIV diagnosis. Collected once at start of Ryan White services.
2. Household income under 400% of the federal poverty level. Some services may have lower income thresholds as outlined in the Ryan
White Part A Planning Council’s Menu of Services.
3. Proof of residency in Arizona, must be outside Maricopa and Pinal Counties for Part B clients.
4. Screening and documentation for applicable payer sources. At minimum, includes AHCCCS determinations for clients under
150% of the federal poverty level and screening for other insurance programs, as applicable.
5. HIV labs from the past 6 months. Viral load labs are mandatory. CD4 labs are not required for eligibility but are included in RSR
reporting.
6. Completed Arizona Ryan White and ADAP Application in English or Spanish, required support documentation and required
addendums. Most recent copy on www.azadap.com.
C. KEY SERVICE COMPONENTS AND ACTIVITIES:
Program Outcome:
• 90% of client charts have documentation that primary care discussions are taking place as part of regularly offered services at least
quarterly.
• 100% of out of care clients are offered a referral to Outpatient/Ambulatory Health Services.
Indicators:
• Number of clients accessing Psychosocial Support Services
Service Unit(s):
• Psychosocial Assessments, Individual, and Group units in CAREWare.
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Standard of Care
Staff or volunteers providing psychosocial
support will include discussions about
access and engagement in primary care in
individual and/or group discussions, at a
minimum quarterly.

Outcome
Measure
Documentation
in client’s file.

Numerator
Number of clients who
attend individual and/or
group session(s).

Denominator
Number of clients who
attend individual and/or
group session(s).

Data Source
Client Files

Goal/Benchmark
75% of client charts have
documentation that
primary care discussions
are taking place as part of
regularly offered services,
at a minimum quarterly.
100% of out of care clients
are offered a referral to
outpatient/ambulatory
medical care.

Clients participating in psychosocial
Completed post Number of clients who have
services will have completed a post session session surveys a completed post session
survey
survey
Documentation of topic of discussion is
included with sign in sheet for support
groups held by provider agency.

Documentation
in logbook
/support group
log.

Number of support groups
held with documentation of
topic with sign in sheet

Number of clients who
attend individual and/or
group session(s)

Client Surveys

75% of clients participating
in psychosocial support
services will have
completed a post session
survey.

Number of support
groups held

Agency Files

100% of support group
logs reflect documentation
of topic with the sign in
sheet.

D. PERSONNEL QUALIFICATIONS:
Psychosocial Support Services Personnel will have a high school diploma or equivalent AND a minimum of 2 years of related
experience and/or identifies as a member of an affected population.
E. ASSESSMENT AND SERVICE PLAN:
See applicable standards above regarding assessment and service plan requirements.
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F. TRANSITION AND DISCHARGE:
Each Subrecipient providing services should have a Transition and Discharge protocol on file. The reason for transition or
discharge must be properly documented in each client file. If a client chooses to receive services from another provider, the
Subrecipient must honor the request from the client.
G. CASE CLOSURE PROTOCOL:
Each subrecipient providing services should have a case closure protocol on file. The reason for case closure must be properly
documented in each client file. If a client chooses to receive services from another provider, the subrecipient must honor the
request from the client. Follow the Phoenix EMA Ryan White Part A Services Program Policy on Client Transfer Process.
H. CLIENTS RIGHTS AND RESPONSIBILITIES:
Subrecipients providing services are required to have a statement of client rights and responsibilities posted and/or accessible
to all clients. Each subrecipient will take all necessary actions to ensure that services are provided in accordance with the client
rights and responsibilities statement and that each client understands fully their rights and responsibilities.
I. GRIEVANCE PROCESS:
Each subrecipient must have a written grievance policy in place which provides for the objective review of client grievances and
alleged violations of service standards. A signed document acknowledging receipt of the grievance policy must be included in
the client’s record. Clients will be informed about and assisted in utilizing this procedure and shall not be retaliated against for
filing a grievance.
J. CULTURAL AND LINGUISTIC COMPETENCY:
Subrecipients providing services must adhere to the National Standards on Culturally and Linguistically Appropriate Services
(CLAS). Subrecipients must complete annual CLAS training.
K. PRIVACY, AND CONFIDENTIALITY:
Subrecipients providing services must comply with the Health Insurance Portability and Accountability Act (HIPAA) provisions
and regulations and all federal and state laws concerning confidentiality of clients Protected Health Information (PHI).
Subrecipients must have a client release of information policy in place and review the release regulations with the client before
services are provided. Additional releases of information, beyond the Ryan White Release of Information required for eligibility,
4

should be kept on file according to subrecipient policies. Information on all clients receiving Ryan White Part A funded services
must be entered in the approved data system.
L. RECERTIFICATION REQUIREMENTS (INCLUDING SECURING RECORDS):
Client eligibility must be reviewed at lease every twelve months and when there is a change to residency, income, or health
insurance, per HRSA guidance. At the start of services and before the end of the client’s birthday month, all residency, income,
and health insurance documents will be collected and reviewed. Before the end of the client’s ½ birthday month, clients must
complete the ½ birthday attestation. Changes to residency, income, and/or insurance will require support documentation.
Client eligibility status, HIV Diagnosis, residency, household income, initial/ongoing screening of third-party payer and HIV labs
will be uploaded to the approved data system.
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Review and resolve parking lot items

Joint Arizona Ryan White & ADAP Acuity Scale
Client Name:__________________________________
Instructions: While administering this scale, listen for and acknowledge strengths and resiliency to help
empower your client to overcome obstacles in their life. Systems of oppression impact people differently based
on their identities. Additional intersecting identities can create higher burdens and levels of resiliency.
Check one level (1-4) in each Life Area category. Add total checkmarks for each level, and multiply the number
of checkmarks by the level number to calculate total points.
Life Areas
Language &
literacy

1

2

3

4

ꠛ No identified

ꠛ Language or literacy

ꠛ Language or literacy

ꠛ Language or literacy

language or literacy
needs.

needs have minimal
impact on
engagement with HIV
care and treatment.

needs have some
impact on
engagement with HIV
care and treatment.

needs have severe
impact on
engagement with HIV
care and treatment.

MEDICAL NEEDS
Knowledge &
understanding
of HIV

ꠛ Fully knowledgeable

ꠛ Minor gaps in

ꠛ Substantial gaps in

ꠛ Significant gaps in

about HIV process and
treatment.

knowledge and
understanding have
minimal impact on
HIV care and
treatment.

knowledge and
understanding have
some impact on HIV
care and treatment and
requires periodic
education.

knowledge and
understanding have
severe impact on HIV
care and treatment and
requires ongoing
education.

Health care
coverage

ꠛ Insured with no

ꠛ Insured with minor

ꠛ Substantial gaps in

ꠛ Significant gaps in

current gaps in
coverage for HIV care
and treatment.

gaps in coverage.
Current minimal
impact on HIV care
and treatment.

coverage. Some
impact on HIV care
and treatment and
requires support.

coverage. Severe
impact on HIV care
and treatment and
requires ongoing
support.

Utilization of
care

ꠛ All HIV related

ꠛ Most HIV-related

ꠛ Substantial gaps in

ꠛ Significant gaps in

primary & specialty
care needs are
independently met.

primary & specialty
care needs are
independently met.
Minimal impact on
care and treatment.

HIV-related primary &
specialty care needs.
Some impact on care
and treatment.

HIV-related primary &
specialty care needs.
Severe impact on care
and treatment.

Ability to
manage viral
load

ꠛ Virally suppressed

ꠛ Virally suppressed

ꠛ Virally suppressed

ꠛ Not currently virally

for over 1 year. No
issues with obtaining
and/or taking
medication.

for less than 1 year.
Minimal issues with
obtaining and/or taking
medication.
OR Unable to achieve
viral suppression
despite adherence.

for less than 1 year.
Monthly issues with
obtaining and/or taking
medication.

suppressed.
Significant issues
with obtaining and/or
taking medication.

Joint Arizona Ryan White & ADAP Acuity Scale
Life Areas
Access to
prevention
resources

1

2

3

4

ꠛ Client is

ꠛ Some understanding ꠛ Some understanding ꠛ Significant gaps in

knowledgeable of risk,
and empowered to use
harm reduction
strategies.

of risk. Has little to no
exposure to high risk
situations.

of risk. Has monthly
exposure to high risk
situations.

understanding of risk.
Currently engages in
high risk behavior.

OTHER HEALTH CONDITIONS
Dental/Oral
health

ꠛ No current oral

ꠛ Current oral health

ꠛ Current oral health

ꠛ Current oral health

health concerns and
can access coverage.

concerns, with
minimal impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

concerns causing
some impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

concerns causing
significant impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

Substance use

ꠛ No current alcohol

ꠛ Current alcohol or

ꠛ Current alcohol or

ꠛ Current alcohol or

or other drug use
and/or in self defined
recovery.

other drug use, with
minimal impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

other drug use causing
some impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

other drug use causing
significant impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

ꠛ No current mental

ꠛ Current mental

ꠛ Current mental

ꠛ Current mental

health concerns.

health concerns, with
minimal impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

health concerns
causing some impact
on engagement with
HIV care and treatment
and/or interruption to
daily life.

health concerns
causing significant
impact on
engagement with HIV
care and treatment
and/or interruption to
daily life.

ꠛ Confirmed

ꠛ Unknown status for ꠛ Unknown status for ꠛ Confirmed positive

negative status for
hep C and syphilis, and
has access to routine
screening.

hep C or syphilis.

hep C or syphilis with
exposure to high risk
situations, OR
receiving treatment
for confirmed hep C or
syphilis.

for hep C or syphilis
but not receiving
treatment.

ꠛ Has reliable

ꠛ Utilizes

ꠛ Current

ꠛ Consistent

transportation.

transportation services
with minimal impact
on HIV care and
treatment.

transportation needs,
with some impact on
HIV care and
treatment.

transportation needs,
with significant
impact on HIV care
and treatment.

Mental health

Hepatitis C
(hep C) and
syphilis

BASIC NEEDS
Transportation

Joint Arizona Ryan White & ADAP Acuity Scale
Life Areas

1

Nutrition/food

ꠛ Has reliable access

ꠛ Utilizes nutritional

ꠛ Needs frequent

ꠛ Does not have

to food without utilizing
nutritional programs.

programs, and
nutritional needs are
met.

support to utilize
nutritional programs, or
has difficulty meeting
nutritional needs.

access to or unable to
utilize nutritional
programs, and
nutritional needs
currently not being
met.

Adequate
housing

ꠛ Living in clean,

ꠛ Stable housing

ꠛ Unstable housing

ꠛ Severe barriers to

stable housing with full
use of utilities, and
does not need housing
or utilities assistance.

(subsidized or not) but
needs occasional
assistance with
housing or utilities. (1-2
times per year)

(subsidized or not);
housing subsidy
violation or eviction
imminent; needs
frequent assistance
with housing or utilities.
(3-4 times per year)

maintaining stable
housing; recently
evicted; homeless or
living in temporary
housing; needs
ongoing assistance
with housing or utilities.
(5+ times per year)

Legal
involvement

ꠛ No recent or current

ꠛ Possible recent or

ꠛ Current legal

ꠛ Current legal crisis

legal needs.

current legal needs,
with minimal impact
HIV care and
treatment.

involvement or needs,
with some impact on
HIV care and
treatment.

with significant
impact on HIV care
and treatment.

Safety

ꠛ Clients feels safe

ꠛ Client has history of

ꠛ Client currently

ꠛ Client currently

and experiences no
fear in all areas of life.

feeling unsafe but no
current safety
concerns, with
minimal impact on
HIV care and
treatment.

experiencing fear
and/or feels unsafe in
an area of their life,
some impact on HIV
care and treatment.

experiencing fear
and/or feels unsafe in
an area of their life,
has significant impact
on HIV care and
treatment.

ꠛ No impact.

ꠛ Minimal impact.

ꠛ Some impact.

ꠛ Significant impact.

Other
identified
need:

2

___________
___________
Strengths:

TOTAL
POINTS PER
SECTION
Total Points: __________________

3

4

Joint Arizona Ryan White & ADAP Acuity Scale

Instructions: Check one level (1-4) in each Life Area category. Add total checkmarks for each level, and
multiply the number of checkmarks by the level number to calculate total points.
Before a level is assigned:
1. A client is automatically a Level 3 if:
a. They are newly diagnosed with HIV.
b. They are a refugee arriving in the past 365 days to the United States.
2. If a client scored a 4 in one or more highlighted life areas, consider raising the acuity to a higher level.
a. If a client scores 4 in Adequate Housing, they are automatically a Level 3.
3. Mark if any of the following conditions apply. If so, consider raising the acuity to a higher level.
ꠛ Relinked to care in past 180 days
ꠛ Pregnancy (high-risk)
ꠛ Released from incarceration in past 180 days
ꠛ Client is a refugee residing in the United States for 366 days or longer
ꠛ Client or assessor identifies serious domestic violence and/or safety concerns
TOTAL
POINTS

16-30 pts

31-47 pts

48-64 pts

Part A

ꠛ Level 1

ꠛ Level 2

ꠛ Level 3

Referral for Healthcare and
Support Services

Non-Medical Case
Management

Medical Case
Management

Self-managed with quarterly
communication from a peer

Reassess acuity at least
every 6 months

Reassess acuity at least
every 3 months

ꠛ Level 1

ꠛ Level 2

ꠛ Level 3

Non-Medical Case
Management

Medical/Non-Medical Case
Management*

Medical Case
Management

Reassess acuity at least
annually

Reassess acuity at least
every 6 months

Reassess acuity at least
every 3 months

Part B

Reassessment Due: ______________________________
Individual Care Plan must be completed for all clients and should reflect needs identified in acuity assessment.
*Level 2 for RWPB may be MCM or NMCM; decision at assessor’s discretion. Clients may receive MCM and
NMCM if there is a need for different services through different agencies.

Staff Member Completing Signature: _______________________________ Date __________________
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