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Patient’s Last Name __________________________________________________ 

Patient’s First Name: ______________________ Middle Name _______________ 

Date of Birth: ______________________ Gender:   Male     Female 

Social Security Number: _______ - ______ - _______ 

Street Address: _____________________________________________________ 

City___________________________State________________Zip____________ 

*County (circle one):    Cumberland   Harnett    Sampson    Hoke    other ________               

Telephone: Home (_____) _______-_______  Other (_____) ______-______ 

Do you have any form of insurance that covers prescription medications?  Yes  No 

# In Household _____ (including self) # in Household under 18 years of age______ 

Marital Status (circle one):  Single      Widowed      Divorced       Separated      Married  

If married please provide spouse’s name and Social Security Number:______________________________ 

Ethnicity:  African-American         Asian        Caucasian        Hispanic        Native American        Other 

Are you allergic to any medications, if so please list? __________________________ 

Do you have any of the following medical conditions? (Circle all that apply) 

Blood pressure    Cholesterol    Asthma    Acid Reflux       Diabetes    Depression      Other: ________ 

*Approximate Household Annual Income (gross)$______________________________ 

*List Source of Income and/or Financial Support if No Income (do not leave blank) 

________________________________________________________________________ 

*Proof of income and proof of county residency must be provided with this application. Please staple 
to application. Application cannot be processed with proof of income/residency attached. If you list 
zero or no income, or financial support from friends or family, additional paperwork will need to be 
filled out prior to your interview.  
Did the applicant or applicant’s spouse file a tax return last year? 

Patient: Yes or   No    Spouse: Yes or   No 

Have you applied for Medicaid in the last 2 years?    Yes   or   No  

II  aatttteesstt  tthhaatt  tthhiiss  iinnffoorrmmaattiioonn  iiss  ttrruuee  aanndd  aaccccuurraattee  ttoo  tthhee  bbeesstt  ooff  mmyy  kknnoowwlleeddggee..  II  aatttteesstt  II  ddoo  nnoott  hhaavvee  
pprreessccrriippttiioonn  ccoovveerraaggee..  II  wwiillll  nnoottiiffyy  ssttaaffff  iimmmmeeddiiaatteellyy  iiff  mmyy  ffiinnaanncciiaall  oorr  iinnssuurraannccee  ssttaattuuss  cchhaannggeess..  II  aaggrreeee  
ttoo  uuppddaattee  tthhiiss  iinnffoorrmmaattiioonn  aannnnuuaallllyy  aanndd  aass  rreeqquuiirreedd  bbyy  CCCCMMAAPP  aanndd  II  aaggrreeee  ttoo  pprroovviiddee  ssuuppppoorrttiinngg  
ddooccuummeennttss  aass  rreeqquueesstteedd..  II  aauutthhoorriizzee  tthhee  rreelleeaassee  ooff  mmyy  ppeerrssoonnaall  hheeaalltthh  iinnffoorrmmaattiioonn  iinn  oorrddeerr  ttoo  oobbttaaiinn  
mmeeddiiccaattiioonnss  tthhrroouugghh  CCCCMMAAPP..  II  aaggrreeee  yyoouu  mmaayy  ccoonnttaacctt  mmyy  pphhyyssiicciiaann..  II  aacckknnoowwlleeddggee  II  hhaavvee  rreecceeiivveedd  aa  
ccooppyy  ooff  tthhee  CCCCMMAAPP  FFrreeqquueennttllyy  AAsskkeedd  QQuueessttiioonnss  hhaanndd  oouutt  aanndd  tthhaatt  II  wwiillll  ccoommppllyy  wwiitthh  pprrooggrraamm  
rreeqquuiirreemmeennttss  oorr  II  wwiillll  bbee  ddiissmmiisssseedd  ffrroomm  tthhee  pprrooggrraamm  aaccccoorrddiinngg  ttoo  tthhee  CCCCMMAAPP  PPoolliicciieess  wwhhiicchh  wwiillll  bbee  
rreevviieewweedd  wwiitthh  eeaacchh  ppaattiieenntt  dduurriinngg  tthhee  iinntteerrvviieeww..    
 

Cumberland County 
Medication Access Program 

1235 Ramsey Street 
Fayetteville, NC 28301 

Application for  
Medication Assistance 

*Reminder to attach 
required documents. 
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CCMAP will accept the following as proof of county residency (*provide at least one of the 
following at your interview) 

1) A utility bill with your name and address 
a. Light Bill, home phone bill or water bill 

2) A county tax bill (current tax year) 
a. Property tax statement or vehicle tax statement 

3) A current lease/rental agreement 
4) A North Carolina issued ID (must be current within 3 months) 

CCMAP will accept the following as Proof of Household Income: Provide all that apply. 
(Household Income is required for all applicants. All persons in the Household who have income or receive 
assistance must submit proof of that income/assistance for the applicant to be considered and qualified for 
enrollment into the medication assistance program.) 

 

The following will not be accepted as Proof of Income: 
1) Hand written notes/letters 
2) **Old tax returns if after May 1st of the new tax year (In May 2011, we will no longer accept 

2009 tax returns as proof of income)We will only accept 2010 tax returns after May 1st, 2011.  
3) Outdated, old or illegible statements of any kind. 
 
 
 
 
 

________ 

1)     2010 tax return (1040, 1040a, 1040b, Schedule C, etc.) 
                  ►If you filed taxes, it is required that you turn in a copy of your tax return.  
                  ►If you DID NOT file taxes for 2010 a 4506T – IRS Verification of Non-Filing  (VON*)  

________ 2)      W-2 statements with Verification of Non-filing (VON*) 

________ 3)      2011  Award Letter for Social Security  

________ 4)      2011  Retirement Pension Statement  

________ 5)      2011  Alimony/Child Support  

________ 6)      2011  Unemployment Benefit Letter  

________ 7)      2011  PEBES/FICA  (Can be obtained at the Social Security Office)  

________ 8)      CCMAP’s Zero Income Letter      

________ 9)      CCMAP’s Contribution Statement  

________ 10)    2011  Food Stamp Letter   

________ 11)    2011  Housing Assistance Letter    

________ 12)    Letter from a Homeless Shelter    

________ 
13)    Pay stubs – may be used if your income has decreased substantially since filing a 2010 tax 
         return             ► Must submit tax return 

► 
**A VON* is a verification of Non-Filing form from the IRS and is required for most applicants 
(unless you turn in a current tax return). CCMAP can provide you with the 4506T application to 
request a VON. The patient will need to mail or fax the VON and when the verification arrives 
from the IRS, the patient will bring the form to CCMAP.  

Cumberland County
Medication Access Program 

1235 Ramsey Street Fayetteville, NC 28301 
(910) – 433 - 3602 

Before you leave today, please make 
sure we have answered all your 

questions about what you need to 
bring with you to your interview.  

Thank you. 

Remember to Bring all Household Income  
with you to your appointment so  

you don’t have to reschedule!  
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Dear CCMAP Applicant, 
 

Please complete the previous 2 pages & attach up to date 
household income & proof of county residency.   

Please note that if you have no documented proof of household 
income or if your only documented household income is food stamps, 
you will need to complete a “Zero Income Verification” letter and/or a 
“Contribution Statement” explaining how your monthly expenses are 
paid. Both these forms are available by request at CCMAP.   

 You will also be required to submit a PEBES form if you have 
no personal income The PEBES form can be obtained at the Social 
Security Office on Rowan Street in Fayetteville.  

Acceptable proof of residency includes any of the following that 
have been issued within the last 3 months: power bill; home phone 
bill; water bill; property or vehicle tax bill; current lease/rental 
agreement; or a North Carolina issued ID. Proof of residency must 
include your name and address. If you need a North Carolina ID they 
are issued at the Department of Motor Vehicles.  

You may return the completed application and income 
attachment along with household income & proof of to CCMAP during 
business hours & we will schedule you for an appointment to be 
interviewed and added to our program. Wait times for interviews are 
currently 2-3 weeks. If the application is incomplete, an interview will 
not be scheduled. Call us at 433-3602 if you have any questions 
when completing these forms. 
 
Thank-you, 
 
The Staff of Cumberland County Medication Access Program 
 
 

Cumberland County 
Medication Access Program 

1235 Ramsey Street 
Fayetteville, NC 28301 

(910) 433-3602


