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Background

On January 1, 2015, the Department of Health began managing the
State’s Medical Marijuana Registry Program.

As of January 1, 2015, the DOH Interim System was in place and
applications were submitted partially online (entered by physicians or their
staff) and partially via hard copies that were mailed to DOH.

As of December 1, 2015, ALL applications will be handled
electronically.

Applications that were initiated and entered into the DOH Interim
System prior to December 1, 2015, will continue to be accepted
temporarily. All new applications must be submitted using the new
Patient Application System in one of the following formats:
— Patient Initiated Application
Initiated Application

This training is for Initiated Applications



Introduction

This document will show physicians the steps involved in
submitting an electronic application, on behalf of a
gualifying patient, to the DOH.

This process is similar to the DOH Interim System in that
the physician enters ALL data however the physician does
NOT submit hard copies. All required documents MUST be
uploaded and Money Orders/Cashier’s Checks are NOT
accepted.

Typically, patients should submit their portion of the online
application to you electronically via the Patient Initiated
Application.

The option of submitting a Initiated Application
is intended to be a back up for those patients that, for what
ever reason, are unable to submit their portion
electronically.




Introduction (cont’d)

Before you begin
— Electronic Signature Agreement Form - REQUIRED

— Link to MyPVL - reQUIRED

First Time Access to medmj.ehawaii.gov
Subsequent Access

Required Documents

Security Reminders

process

Initiated Application — step by step



Electronic Signature Agreement Form

e Certifying Physicians MUST complete the Electronic
Signature Agreement form at
http://health.hawaii.gov/medicalmarijuana/providers/
application-procedure/ before using the new electronic
system in order for DOH to accept their electronic
signature.

e Please download the form, complete it on a computer
(or type), print it out, sign it, date it, and return it to
DOH. Electronic signatures on this form are NOT
ACCEPTABLE. Mail completed form to: DOH, 4348
Waialae Avenue, #648, Honolulu, Hawaii 96816.



Link MyPVL

 Next, prior to accessing the Medical Marijuana
Registry application system, you will need to link
your Professional & Vocational Licensing (My PVL)
account to the email address you plan to use for
the Medical Marijuana Registry

e Follow the instructions here:
http://health.hawaii.gov/medicalmarijuana/files/
2014/11/Creating-a-MyPVL-Account-12-30-14-
Revised-FINAL.pdf




First Time Access

The first time you go to the
Medical Marijuana Registry
web site,
https://medmj.ehawaii.gov
you will see the screen to
the right and you will need
to click the ‘Doctors, first
time logging in?’ link in the
upper right corner.

You will be taken to a
different screen.

11/12/2015

CLICK THIS LINK
IF YOU ARE A
FIRST TIME USER

Create an Online Application in the Medical Marijuana Registry System
Patients:

» Login with your eHawaii.gov account OR Create a free account first in order to start your online application
Doctors:

= Login with your eHawaii.gov/MyPVL account
= Doctor accessing the system far the first time? Visit First-time Doctor Login

Log in to begin:

Email: Password:

pieashanaleoy o

Sign up for Free Account View Sign Up Video Forgor password? Retrieve Password .
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First Time Access

You Wi” need to Iogin using the MlcalMarl]uanaF,eystry . _ % HelpCnat  @login ©
same email address and (') Medical MarijUanaiRe y
=" Hawaii State Depart?ﬁ'

password you currently use to
access the Professional & D R

. . . . OCtlor rirst-time LOg in:
Vocatlonal LlcenS|ng Slte (MyPVL Docwrs.thcflrs(umcyuuIu_gm.emr!',’DurI-E;c|n‘ormn(|unanunsmclntroEmo:l&pa'nwuru After
Renewal Site: Type: . PVL Licenze # Control Substance &:

https://pvl.ehawaii.gov/mypvl)
for your MD or DOS license. You

Email Password:

will also need to input your PVL B e

license # and your controlled

su bSta nce #. tawall State Department of Health © 2014, All rights reserved.
- Visit

https://pvl.ehawaii.gov/mypvl/
docs/MyPVL%20Instructions.p
df for more information

If you have forgotten your PVL system
password, you can use the ‘Forgot
Password’ link to reset the password.
A new password will be sent to the
PVL email.
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Subsequent Logins

After you have logged in the
first time successfully, you can
then log in with just your
email & password at the main
landing page:
https://medmj.ehawaii.gov

& hawaii.gov #Home #HelpChat & First-time DoctorLogin O

Medical Marijuan

Hawaii State DepartmentofHea

Access Registrations in the Medical Marijuana Registry System
Log in to begin:
Patients, first time logging in? Go to the Patient Log In.

Email: Required Password:

l S o “

Forgot password? Retrieve Password.

State of Hawail Department of Health © 2014. All rights reserved.

Medical Marijuana Program Accessibility Feedback Privacy Terms
4348 Waialae Avenue, #648 Honolulu, Hawaii 96816

Powered by HIC
To reach the program directly by: Email OR to contact the eHawaii.gov help desk for questions
specific to this site call 808-695-4620
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Required Documents to UPLOAD

e Patient - NO CAREGIVER, you need a minimum of a
valid ID to upload (everything else can be done electronically)

e Patient - WITH a Caregiver, you need a minimum of
(the above plus):
— Caregiver’s valid ID

— Caregiver Certification Form - you will be prompted to print this
during the application process, if applicable. It must be (downloaded)
printed, signed, and uploaded before your application can be
submitted to DOH

e |Fyour Caregiver is associated with your grow site, you
also need:

— Grow Site Certification Form — you will be prompted during the
application process, as noted above.




Security Reminder

 Treat the uploaded files (photocopies of IDs,
sighed documents) with same care used for
ALL medical records.

e Always protect your username and password.



Initiated Application

 The next steps focus on creating a record for a
patient that is unable to enter their own
electronic application and requires that the
certifying physician enter all data fields
required for a patient application.

* This process is similar to the Interim
Application System but allows for the

uploading of applicable supporting documents
(i.e. no need to mail hard copies;




N AW R

10.

11.

Steps

Login and click on Create Application

Enter Patient Data

Enter Caregiver Data, if applicable

Enter Debilitating Medical Condition & Physician Data

Enter Grow Site Data

Download Required Documents — handwritten signatures required
Upload Required Documents (certifications & ID)

Final Review before Submitting to DOH - corrections requested after
DOH issues the 329 Card will require a $16.50 payment (for a
replacement 329 Card) and appropriate forms

Certify the Application — this is the equivalent of the physician’s
signature page.

Pay $38.50 using credit card, MasterCard or VISA Debit card, or Check
(no Money orders/Cashier Checks)

Review your Pending Queue daily for returns from DOH or new
applications from patients



Step 1 - Login &
Click Create Application

#Home W HelpChat &MyAccount- @&LogOut ©

Once you have logged into

the Medical Marijuana Welcome JOHN DOE
System, click on the Create 3

Application icon to create a =

new patient record PendingQueve | Create Application

WARNING: Please be
aware that the record will
not be saved unless it is
complete, so it is necessary
to enter all the patient
data at one time.

11/12/2015 Physician Initiated Application Instructions 14



Step 2 — Enter Patient Data

Using the qualifying patient’s
valid identification (ID) carefully
fill out the patient’s full name
exactly as it appears on their valid
ID.

Valid ID, in order of preference is
driver’s license, state ID or
passport.

Note: For minor applicants, state
ID is required if age 10 or older. If
under 10, Birth Certificate is
acceptable.

11/12/2015

hawaii.gov

Medical MarijuanaiRes

# Home

Hawaii State Department of Heal
# Home / Create Application

true

(¢’ Create Application

First Name: Middle Name: Last Name:
Patient’s first name OPTIONAL Patient's last name
1D #: Birth Date:

Format: mm/dd/yyyy

+ Start New Registration # Home

State of Hawaii Department of Health

Medical Marijuana Program
4348 Waialae Avenue, #648 Honolulu, Hawaii 36816

Ta reach the program directly by: Email OR to contact the eHawaii.gov help desk for questions
specific to this site call 808-695-4620

® Help Chat & MyAccount - @&logOut ©

Suffix:

OPTIONAL

© 2014. All rights reserved.

Accessibility Feedback Privacy Terms
Powered by HiC

Physician Initiated Application Instructions
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Step 2 — Enter Patient Data

Continue entering patient information as
prompted.

Check the box provided if the patient is an
adult lacking legal capacity.

Enter gender of Patient and then move on
to Address, ID, and Contact Information.

NOTE: When entering the patient’s data, be
careful NOT to:

* Misspell the patients name,
e Omit last name suffix (i.e. Jr., I, 11, Ill)

* Transpose the first name for the last
name, and vice versa

* Omit any part of the address (i.e., house
number, street suffix, apartment
number)

e Enter the WRONG Date of Birth (DOB)

e Enter the WRONG ID# or ID Expiration
Date

* Enter the WRONG City or Zip Code

11/12/2015

# Home ® HelpChat &MyAccount- &LlogOut ©

# Home / Create Application

(" Create Application Form orogress: I

Patient Information

Patient
Mame: D #: Birth Date:
testfirst testlast h123 10/10/1990

Enter additional Patient information. All fields are required unless otherwise noted.
First Name: Middle Name: Last Name: Suffic:

testfirst testlast

QPTIONAL OPTIONAL
Birth Date: Gender: Is the patient an adult lacking legal capacity? @&
10/10/1980 Select: Yes, the patient is an adult lacking legal capacity

Format: mmvddhyyyy

Residential Address

WARNING: Data entry errors will
be returned as INCOMPLETE.

Physician Initiated Application Instructions 16



Step 2 — Enter Patient Data e

Residential Address
Address Line 1: Address Line 2:

Continue entering information as

IMPORTANT: Include apartment number in the Address. OPTIONAL

p ro m pted City: \s\’and: State: . Zip Code:
. . Mailing Address:
* If the Mailing address is the same as N
the residence address, click the ‘Same as
Residence Address’ box for the Mailing w T
address i :
* The preferred ID type is a Driver’s o ot =
License, followed by state ID and then o e
passport !

* For Minor patients only: Birth
Certificate is one of the ID options if 0 cance

under age 10.

e For all forms of ID, enter the state or
country of Issue and the expiration date

* Enter a minimum of one phone number

Warning: [
for the patient Warning: Residence address can NOT be

« An alternate phone and a patient email a P.O. Box or Application will be retuned
address are requested but not required as INCOMPLETE.

11/12/2015 Physician Initiated Application Instructions 17



# Home ® Help Chat & MyAccount- &logOut ©

Step 3 — Enter Caregiver Data

If there is NO CAREGIVER, click Next.  Home | Create Appliaton

(¢’ Create Application Form progress: (NN
Two Reminders: Caregiver Information
1. If a caregiver.is named, enter Patient
Hame: [F.3 Birth Date:
the information required AND a B
com p I eted, Slgn ed, Ca regIVe r Does the patient have a caregiver? If not, continue to the Next section.

# Yes, the patient has a caregiver.

Certification MUST be signed &
Enter additional Caregiver information. All fields are required unless otherwise noted.
u p I Oa d e d . First Mame: Middle Name: Last Name: Suffixc

2. If the Applicant/Qualifying
Patient is a Minor or an Adult e

1D #: 1D Type: State Issued: Expiration Date:

lacking legal capacity, the || toms
CAREGIVER information is
REQUIRED. i

IMPORTANT: Include apartment number in the Address. OPTIONAL

WARNING: A caregiver is someone other than the
patient. DO NOT enter patient as their own
caregiver.

11/12/2015 Physician Initiated Application Instructions 18



Step 3 — Enter Caregiver Data

Continue entering information as
prompted.

eFull Name
eDate of Birth
eGender

*|f the Mailing address is the same as
the residence address, click the
‘Same as Residence Address’ box for
the Mailing address.

* The preferred ID type is a Driver’s
License, followed by state ID and
then passport

* For all forms of ID, enter the state
or country of Issue and the expiration
date

* Enter a minimum of one phone
number for the caregiver

* An alternate phone and an email
address are requested but not
required

11/12/2015

@ hawaii.gov # Home w Help Chat & My Account - &LogOut ©

Medical

Hawalii State '@

# Home / Create Application

(¢’ Create Application Form progress: NN

Caregiver Information

Patient

Mame: 1D #: Birth Date:

restfirst testlast h123 10/M10/1990
Does the patient have a caregiver? If not, continue to the Next saction.

# Yes, the patient has a caregiver.

Enter additional Caregiver information. All fields are required unless otherwise noted.

First Name: Middle Mame: Last Mame: Suffise:
OPTIOMAL OPTIONAL

Birth Date: Gender:
“Select-

Format: mmiodfyyyy
1D #: ID Type: State |ssued: Expiration Date:
Driver's License ¥ Hlabama

Format: mm/odfyyy

Residential Address:
Address Line 1: Address Line 2:

IMPORTANT: Include apartment number in the Address. OPTIOMAL

Warning: Residence address can NOT be
a P.O. Box or Application will be retuned
as INCOMPLETE.

Physician Initiated Application Instructions 19



Step 4 — Enter Medical Condition : | Aoms. NG & MyAcum - alogom O

Hawaii State @

In this section, you will identify the
debilitating medical condition(s) for which #_Home | Create Application

you are certifying the applicant/qualifying Z Create Application : I ———

patient.
Medical Information

You will need to enter your personal data Butient
(name, address, license numbers, etc.) the G o i
FIRST time you enter a patient’s application.
Enter the patient's medical information. All fields are required unless otherwise noted.
. Patient's Medical Condition(s):
Once your personal data is entered the |

FIRST time, you will not need to fill all of it
in for each patient that you certify. The
form will automatically fill in your
information.

List of Medical Conditions:

Physician's Information:

Title: Medical License #: Expiration:

MD L] 01/31/2016

Format: mmidaiyyyy

On this screen, you will need to:

* |dentify the debilitating medical - suti
condition(s) that makes the patient eligible
for the medical use of marijuana. Select as
many as apply for the patient and click ‘Add’
after each one.

* Enter the type of doctor you are

* Enter your PVL license number and
expiration date

* Enter your Controlled Substance license
number and expiration date

* Enter the name you use for Professional &
Vocational Licensing

OPTIONAL OPTIONAL

11/12/2015 Physician Initiated Application Instructions 20



# Home #® HelpChat & MyAccount- &ELogOut ©

Step 4 — Enter Physician Data

Business Address:

«Continue entering information as

prompted - .
* Enter your business address Maling Address:

* Enter your mailing address if not the .

same as business address

e Enter your phone number - —

* An alternate phone is also requested S

* Email address is pre-filled

Remember, once your personal data is i

entered the FIRST time, you will not
need to fill it in for each patient that you
certify, the form will fill it in
automatically.

11/12/2015 Physician Initiated Application Instructions 21



& hawaii. gov # Home wHelpChat & MyAccount- &logOut ©

Step 5 — Enter Grow Site Data Medical'MarijuanaRegistry

Hawaii StatelBeparti

If the qualifying patient is not planning
to grow their medical marijuana, click

# Home / Create Application

(¢ Create Application Form progress: N

Next on the Grow Site screen.

Grow Site
If the qualifying patient is planning to Fatient o
grow or is planning to have their e h e
caregiver grow their medical marijuana,
this section must be completed. IR

Enter additional Grow Site information. All fields are required unless otherwise noted.

Is the Grow Site address same as the patient's or caregiver's address?

Reminder: The Grow Site Certification e Samecs pncs e sdiess
MUST BE completed and signed by the . o flheneran sdcress

patient — this is REQUIRED regardless of o sie s contreliedby he
intent to grow when the doctor is
creating the application. In addition, if a S
caregiver either is identified to grow OR

owns or controls the property on which

Patient

Caregiver

the medical marijuana will be grown, State of Hawaii Department of Health © 2014. Al rights reserved.
they are also REQUIRED to complete and T e e - 49

Tr rearh tha nrnoram direcths by Emall OR th rantact the adawail gme haln dacl for nestinne

sign the Certification.
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Step 5 — Enter Grow Site Data

Indicate if the grow site address is the :
* Patient’s address

e Caregiver’s address

* Another address

*A TMK location (NOT recommended)

Once you have indicated the address,
select who controls the grow site,
patient or caregiver. Typically, the
individual that resides at the location
is said to control the grow site.

If the address is another address or at
a TMK location, you will need to fill out
additional information.

11/12/2015

@ hawaii.gov

Medical'i L
Hawaii State |

# Home | Create Application

(¢’ Create Application

Grow Site
Patient
Mame: D #:
testjon testsmith h123

Is there a Grow Site to enter? If not, continue to the Next section.

# Yes, there is an active Grow Site for this record.

# Home ® HelpChat & MyAccount- &logOut @

a Registry

b

rorm progress: (N

Birth Date:
10/10/1990

Enter additional Grow Site information. All fields are required unless otherwise noted.

Is the Grow Site address same as the patient's or caregiver's address?

“ ¥es. Same as Patient's residential address.
¥es. Same as Caregiver's residential address.
Ma. Il enter an addrass.

Ma. Il enter a TMK.

This grow site is controlled by the:

Patient
Caregiver

£ Previous

State of Hawaii Department of Health

Medical Marljuana Program
4348 Walalae Avenue, #648 Honolulu, Hawall 56816

Tr raarh tha nrnoram diracths b Emall OR thocantact the adawail ame haln daclk for noectianc

Physician Initiated Application Instructions

© 2014, All rights reserved.
Accessibility Feedback Privacy Terms
Powered by HIC
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# Home w HelpChat & My Account -

Step 5 — Enter Grow Site Data

If you select ‘I'll enter an address’, — —

or “I'll enter a TMK”, you will need to (¢ Create Application Formprogress: I
indicate if this site is under the Grow Site

control of the patient or the patient -
caregiver AND you will need to fill i e it

out the address in the Section that Isthereagrow S.iteto en.ter?l""..ci. continue to the Next section.
displays. ' :

Enter additional Grow Site information. All fields are required unless otherwise noted.
Is the Grow Site address same as the patient’s or caregiver's address?
Yes. Same as Patient's residential address.

Y¥es. Same as Caregiver's residential addrass.
“ Ne. ll enter an address

It is in the patient’s best interest to

This grow site is controlled by the:

be as specific as possible. A e

COMPLETE street address is ' ) | N

preferred, however, if no street -

address is available, a Tax Map Key L ——— o . ” e

(TMK) and a description/directions
of/to the address is required. Crrevios

You MUST indicate whether the grow
site is under the control of the
patient or the caregiver AND they
must attest to this, in writing, on the
required Certification.
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Step 6 —
Download Required Documents

On this screen, a list of required
documents displays BASED ON WHAT
WAS ENTERED.

RECOMMENDED

It is recommended that you
download the certification forms
from this screen. They will be
pre-filled with the application
number, patient name, and
should correlate to information
that you have entered thus far.

The patient (and, if applicable,
caregiver) must check the correct
boxes on the forms and sign (wet
signatures required) and date the
documents before they are
scanned in and uploaded.

You should check to ensure you
have all the required documents
ready to upload in the next step,
including copies of ID.

11/12/2015

# Home w Help Chat & My Account -

alogout ©

viarijjuana ] stry

# Home / Create Application

(¢’ Create Application

Required Documents

Patient
MName: I #: Birth Date:
restjon testsmith h123 10/10/1990

The Patiant will need to have a gowernmeant-izsuad photo D (minors may instead provide a photocopy of their birth certificate). A phetocopy of the | Dfbirth cartificate will naad to
be uploaded in the next step.

The application states that there is a guardian/caregiver and that the caregiver controls the grow site for this patient. Please download the forms displayed below. Then the forms

must be completed, signed, and uploaded as part of the application process. Patient and Caregiver will also need to provide a photocopy of a government-issued photo 10 The
signed forms and photocopies of |D(s) need to be uploaded in the naxt step. They must be part of the application submittad to the Department of Health.

7List of Required Documents

1. Patient 1D card

2. Patient Certification EYEI IS

3. Caregiver ID Card
' 4. Signed Caregiver Certification [ =——t— Click 'Get it here' to download
5. Signed Grow Site Certification

o

£ Previous

NOT RECOMMENDED

e If the patient brings signed certification(s) that match the
information you are submitting online, you do not need to
download the certifications. Just be sure the information MATCHES
what was entered online or it will be considered INCOMPLETE.
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Step 7 — Upload Required
Documents

Shawaii.gov # Home ® HelpChat & MyAccount- & LogOut

Medical MarFijuans

On this screen, you will be able to =" Hawaii State Departme
browse your computer or electronic w Home | Create Appicaton

device and upload the scanned
documents.

(¢’ Create Application Form progress: (N

Upload Supporting Documents

Patient

You should save your scanned
documents in a Way that makes them testjon testsmith . h123 10/10/1950

e a s I Iy I d e nt I fl a b | e Photecopies of identification and certain signed documents must be included when your dector submits your application to the Department of Health. You can upload some or all photecopies now if
they are ready.

If they are not ready, you can attach them later, OR the doctor's office must upload photocopies of the IDs and the signed forms when you bring them to your appointment.

1. PatientID card
2. Signed Patient Certification

S I t th f. t f- | t | d 3. Caregiver ID Card
4, Signed Caregiver Certification
eljec e TIrs e to u p Oa4d 5 S\gngdGruwS\:E(Er’Lm(a(un/Docu ment to be uploaded
Patient ID Card : Upload a photocopy of the Patient's government issued photo ID or for a Upload Progress
minor, a birth certificate

Your document NAME will be (Bl ] (1) Select the file |

Patient Certification : Upload a completed, signed copy of the Patient Certification Upload Progress

displayed. =

WARNING: If you upload the same
type of document (e.g., Patient ID), the
system will overwrite the previous
upload of the same type.
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Step 7 - Upload Documents # Home ® HelpChat & MyAccount- &LogOut

# Home / Create Application

Once the file is selected, click
‘Upload’ to upload the document

[:’; create Application Form progress: [ NN

Upload Supporting Documents

Patient

WARNING: If you upload the same :
. . testjon testsmith 10/10/19%0
type of document (i.e. Patient ID),
H H Photocopies of identification and certain signed documents must be included when your doctor submits your application to the Department of Health. You can upload some or all photocopies now if
the system will overwrite the e are e,
. If they are not ready, you can attach them later, OR the doctor’s office must upload phetocopies of the IDs and the signed forms when you bring them to your appointment.
previous upload of the same type.

1. Patient ID card

2. Signed Patient Certification

3. Caregiver ID Card

4, Signed Caregiver Certification
5. Signed Grow Site Certification

Patient |D Card : Upload a photocopy of the Patient's government issued photo ID or for a Upload Progress
minor, a birth certificate ile Selected

selct il Upload the document
Patient Certification : Upload a completed, signed copy of the Patient Certification Upload Progress
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Step 7 — Upload Documents

# Home ® HelpChat &MyAccount- @&LogOut ©

# Home / Create Application

After you have clicked ‘Upload’, the _ 2
document will display and the (¢ Create Application Form progress:

‘Remove’ button is available in case Upload Supporting Documents
you need to remove the document. patient

MName: Birth Date:

testjon testsmith 10/10/1990

Phatocopies of identification and certain signed documents must be included when your doctor submits your application to the Department of Health. You can upload some or all photocoples now if
they are ready.

W R N I N G . |f | d h Ifthey are not ready, you can attach them ater, OR the doctor's office must upload photocapies of the IDs and the signed forms when you bring them to your appointment.
A : If you upload the same

1. Patlent ID card
2. Signed Patient Certification

type of document (i.e. Patient ID), 2 mwoc

. . 5. Signed Grow Site Certification If

the system will overwrite the et

. I d f h ;algsila\iltr;r\‘]c;gip';::iaphnlocnwﬂfthe?auent‘sgovemmen[\;suedphomlﬂﬂrﬂ)ra upload Progress Fl@ was p|°aded! can{move I
previous upload of the same type. ey |

Patient Certification : Upload a completed, signed copy of the Patient Certification Upload Progress
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Step 7 — Upload Documents

# Home ® HelpChat &MyAccount- &LogOut ©

If they are not ready, you can attach them later, OR the doctor's office must upload photocopies of the IDs and the signed forms when you bring them to your appointment.

Patient ID card

. . Signed Patient Certification Repeat for all required documents
Repeat this step for all of the T eon

Signed Grow Site Certification
documents that must be uploaded.

Patient ID Card : Upload a photocopy of the Patients government issued phato ID or for a Upload Progress
minor, a birth certificate

‘ + MedM] PAS 1.pdf

Th ere is an 'Ot h er Docu me nts' Patient Certification : Upload a completed, signed copy of the Patient Certification Upload Progress

‘ + MedM] PAS 1.pdf
option for documents that are not
required.

Caregiver ID Card : Upload a photocopy of the Caregiver's government issued photo ID Upload Progress

+ MedM] PAS 1.pdf

Caregiver Certification : Upload a completed, signed copy of the Caregiver's Certification Upload Progress

v MedM] PAS 1.pdf

Grow Site Certification : Upload a copy of the Grow Site Certification that has been completed  Upload Progress
and signed by both Patient and Caregiver

‘ + MedM] PAS 1.pdf

oter vocument: raesrenACiitional documents optional s srges

( Frevioss
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Step 8 - REViEW Data #Home ® HelpChat &MyAccount- @logOut ©

# Home / Create Application /' Review

This screen displays all the data

(¢ Create Application Form rogress: NN

you have entered.
. . Review
e Click the ‘Show/Hide All’ N
. pplication Number: i

button on the upper right of 121747 Show/Hide All

the screen, or click arrows on

the right side to display or ””‘”'

hide section data. e
e Review all the data carefully to o

ensure it iS CorreCt- Residential Address Island; Mailing Address:
e Note the highlighted fields: .

. . . 7897989879 7899797979 testa@test.com

. 11’ - Mlnor Patlent - Dlsplays [Mlnor’-Bascd DnTodaysDatc]] adult Lacking Legal Capacity: Patient Certification Electronic Signature:

‘No’ unless patient is a minor - O] [ ® ] [ ® ]

- # Caregiver Information ~

e ‘2" —Adult lacking legal

capacity - Displays ‘No’ unless
you indicated that patient is
an adult lacking legal
capability

e ‘3’ —Patient electronic
signature - not filled in for
applications initiated by
Doctor
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# Home ® Help Chat & My Accq

Step 8 - REView Data # Caregiver Information

Mame: Date of Birth: Gender
terry caregiver 10/10/1990 Male
*  Note that in the Medical Information o e e
Section, the Physician Certification Residental Addrass: nd:  Mailing Address:
Electronlc S|gnature |S blank Untl| 2 test ave, Honoluly, HI 96813 Oahu SAME
. . Phone: Alt. Phone: Email:

you eleCtronlca”y Certlfy the 4564564654 5465564456 test@test.com

application in the next step.
I Medical Information
Medicl Conditions: BLANK UNTIL DOCTOR CERTIFIES ONLINE

Severe Pain

Physician's Name: [ Physician Certification Electranic Signature: ]

DoctorFirst DoctorLast

Title: Medical License #: Expiration Date:
MD 12345 01/31/2016
Controlled Substance #: Expiration Date:
67880 08/31/2020

Business Address: Island: Mailing Address:

123 Test Street, Honolulu, HI 96813 Hawaii SAME

Phone: Alt. Phone: Email:

(808) 0DO-0000 (879) 878-9798 doctor@doctor.com
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Step 8 — Review Data S ————

i Uploaded Supporting Documents

Patient Id Card: Patient Certification:

MedM) PAS 2.pdf MedM) PAS 3.pdf

Caregiver Id Card: Caregiver Certification:

. MedMJ PAS 4.pdf MedMJ PAS 5.pdf
All uploaded documents are listed S

MedM) PAS 1.pdf

Payment Options display in the

dropdown -
1 New Application for Testiest, Testfirst
Methud: il

Credit Card
MasterCard Debit Card

Electronic payment by credit/debit e

card or direct withdrawal from a previous
savings or checking account are
accepted

NO MONEY ORDERS or CASHIER
CHECKS will be accepted

Continue reading for slides relating to
payment options
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Step 9 — Physician’s Certification

Electronic signature — the doctor
will view a screen with the
certification text shown to the
right.

Read the information and check
the box certifying that you agree
with the above statements

Then click ‘Continue’

The Continue button becomes
active, payment can be accepted,
and once payment is made, the
application moves into the queue
for DOH approval

There is no need to submit paper
documents

Print a copy of the Thank you
screen for your records and for
the patient.

11/12/2015

PHYSICIAN’S CERTIFICATION

| CERTIFY that in my professional opinion, my patient Testfirst Testlast, 50 named above as the Applicant, has a debilitating medical
condition as listed below or is suffering from the treatment of these conditions
1. Post-traumatic stress disorder

2. Achronic or debilitating disease or condition that produces one or more of the following:
1. Severe pain

Furthermore, | certify that:

1. I maintain a bona fide physician-patient relationship with the Applicant; and

2. Itis my professional opinion that the potential benefits of the medical use of marijuana would likely outweigh the health risks for this patient; and

3. | have explained the potential risks and benefits of the medical use of marijuana to this patient and, in the case of a patient who is a minor, to the minor's parent(s),
guardian(s), or person(s) having legal custody of the minor.

Under penalty of perjury, | attest that all information submitted is true to the best of my understanding and that | have not intentionally furnished false or fraudulent
information or omitted any information from this application. By signing this document | acknowledge that | am subject to part IX, chapter 329, HRS, and all other applicable
laws for the medical use of marijuana in the State of Hawaii. | understand that even though | am following Hawaii state laws regarding certifying my patient to use medical
marijuana, | may not be protected against arrest, prosecution, or conviction under Federal law.

“ |agree

Signature: NOTE: Electronic signature provided below must exactly match doctor name on application.

Testdocfirst Testdoclast

WARNING

e You must have a Signature Agreement on File
with DOH BEFORE you can utilize this feature or
the application will not be processed.

e Your name will appear on the 329 Card.
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Step 10 — Payment

In this next phase of the
process, payment, the steps
are different based on the
type of payment by the
patient.

The amount that must be paid
is $38.50 — regardless of
payment type. All payments
are nonrefundable.

The next slides focus on:

a) Credit/Debit Card
payments

b) eCheck payment (direct
debit from checking or
savings account)
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10 - Payment Options

Payment options are:

a)

b)

Credit/Debit Card — has the fastest turnaround
time and/or no delay for the issue of the card

once the signed application is received and
verified by DOH.

Electronic Debit from Checking/Savings Account
—there may be some delay as DOH will not issue
the card until the payment has had time to clear
your account or a minimum of 10 business days
from the electronic submittal & verification of
the signed application by DOH.




= | =

Step 10a -
. . Z ZTimbea 12/ % ¢ P [ACCISS- % ¥ GF [ACCISSNL = ¥ & [TFILC.0A x - & DOM-SAPy x - § [COUEC T & [ ¥ 41 % £ CresteNew x | § [MEDMI-20
Credit/Debit Card Payment 3 @ ox s oo e aa=
£ Apps 12 Timbra:lnbex 15355) S ARA XC Phones 4 test 3 OpenPuports £ TesiMamChng < Innotes 3 TesteFile X MedMU Confl (3 best MVR 8 TESTMMU 8 DEV-MEDMI 8 MachForm:
e L megmAry I
[# Create New Record

Review

At this point, you have
selected via the dropdown

that the form of payment
is either a Credit Card or

Debit Card.

Click the Submit button at
the bottom of the screen.

You will be collecting
payment as described on Warning: All payments are non-
refundable, even if a card is NOT issued.

the pages that follow.
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# Help Chat { Tech Support

Step 10 a — | =
. . Credit Card Payment fad
CrEdlt/Deblt Card Payment All fields are required unless atherwise noted.

Total Payment: 538.50 View Details

If payment is via Debit or Credit Card, ortact st
you will need to follow the directions il

below for accepting payment. Name: Email Address:
The screen to the right displays after you !
click ‘Submit’. Phene Number: ::ﬁ::fianl-:::d:fr::;::u;::grt:bsl\:;i?nu gt ar

It will mot be used for any other purpose and we will
not sell, exchange or otherwise provide your email

In the Contact Information Section Area code required address to any third party.
’
enter the Patient name, email and phone
numbe‘r, unl.ess th.e patient is a minor. If et ot oo N
the patient is a minor, enter caregiver o oioiiisisiosiioiioioos
name, email, and phone Cardholder Name: Address Line 1:
7 ’ .

Maximum 50

i . i characters Street address, P.0. box, company name, cfo
In the Credit Card Information Section, Coratype: - . Addronn Line =
Enter the name on the credit or debit o = == =
Cal‘d (nOte that Only MaSterca rd and VISA Camndl Mumbir: Optional: apartment, suite, unit, building. floor,
debit cards are accepted), the type of =t
. . Ciity: State:
card, the number, and the expiration o Y -
Expiration Date: ;
month and year. = 2 Hawa :
Manth Zip Code:
orre . Salact o
In the Billing Address section, enter the Yoar
billing address of the card holder. countre
ountry:
United States H
Click Continue.
Continue
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Step 10a — Credit/Debit
Card Payment Confirmation Confirm Payment

Tolal Payment: 538.50 View Details

Paymeni Information Fizaae Confirm
f' h h H f H Contact Name 1esta lesta By clicking Pay !E.Iow below, | cartify that | am
Contfirm that the information ehone Number 808 sas 8388 ssborend o ke s pymert stz e
1 H Email Address test@test.com in the amount of $38.50.

provided is correct. 55
Account Number (lase 4} D000
Expiration Date -
Mame on Card TEST TEETA

. H H Billing Address | test ave
If it is not, click the Back i i 06813

United States

button at the bottom of the
screen.

If it is, click the Pay Now
button.
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Step 10 a - Credit/Debit Card
Payment Receipt

A payment receipt displays
and can be printed, but is also
sent to the email address
provided on the previous
payment screen.

VERY IMPORTANT: Click
Continue to return to the
Final Version of the
Application (Thank You
screen) and to PRINT THE
THANK YOU SCREEN.

Payment Receipt

Total Payment: $38.50

Faymeni Information

Contact Name

View Hemized Receipt

1esia testa Piaase print this receipt for your records and click
Continue below to complete the transaction.

Phone Number Bi8-888-5888
Email Address test@test.com Reference |d TROSEE-TVW-2FR
Card Type Visa Authorization Code 15534904
Account Number (last 4] 0000 Transaction Date/Time 21 Oct 2015 2128 HET
Expiration Date gt
Mame on Card TEST TEETA
Billing Address | test ave
nonolulu, HI B6A13
United States

Continue
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Step 10 b — eCheck (Electronic

Debit from Checking or Savings)

For electronic debits from checking or savings
accounts, you will need to follow the directions
below for accepting payment.

In the Contact Information Section,

enter the Patient name, email and phone
number, unless the patient is a minor. If the
patient is a minor, enter caregiver name, email,
and phone.

In the Notice Section, confirm that the bank the
check is written on is a U.S. Bank by checking the
box. Payment is only accepted from U.S. banks.

In the Account Information Section, select
Business or Personal account. If Personal, select
Checking or Savings account. Enter the name of
the bank, the routing number (twice) - the
screen provides help on this, and the name of the
Account Holder. Enter the Account Number twice
— again, the screen provides help for this.

In the Billing Address section, enter the address
of the account holder..

Click Continue.

11/12/2015

Check Payment

All fields are required unless otherwise noted.

Total Payment: 538.50 View Details

Contact Information

Phone Number:

Area code reguired

Email Address:

Your email address is used to send you a receipt or
to notify you of payment problems.

It will not be used for any other purpose and we will
not sell, exchange or otherwise provide your email
address te any third party.

eHawaii.gov does not accept International ACH Payments. Funds must onginate from & US finencial instiution.

Check nere if your check payment uses a US financial inatitution.

Account Information

Banbk Customer Type:  Bank Account Type:

Select... = Select.. -

Bank Mame :

Maximum 50

characters
& Help with Routing and Account Mumbers

Routing Mumber: Re-enter Routing

Biling Address

Address Line 1:

Street address, P.O. box, company name, cfo

Address Line X

Optignal: apartment, suite, unit, building. floar,
et

Number: City: State:
Hawai ¥
Always 9 digits
Account Holder's Name: Zip Code:
Mazximum 22

characters
Account Number: Re-enter Account

Mumber:

Upto
17 digits
Continue

Physician Initiated Application Instructions
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Step 10b -
eCheck Payment Confirmation

Confirm Payment kil I

Total Payment: $38.50 View Details

Payment Information Pizase Confirm
CO nf| rm t h at t h e | nfo r m at | O n Contact Name 1esia esta Fiease be carsful 1o enter the correct information for
Phone Number BOB-555-5550 ynurch;ac‘{. ';suﬁlc:i"ﬂ 1ur‘|1|:ls -:-r:':“nrracd'l :ﬁuhmn% and
H H account numbers will resull in @ bounced check fee.
provided is correct. Email Address fest@test.com
By clicking Pay Now belaw, | cartify thet | em
Account Type Ferzonal suthorized to make this payment and | authorize the
~ Hawail information Consortium to change this scoount
Account Type Checking in the amount of £36.50,
Bank Mame 1estbank
If it is not, click the Back Routing Number -+ ocoo
MName on Account 1esta lesta
button at the bottom of the Account Number (ast 4) 4321
Billing Address 1 test ave
onodulu, HE 96813
SC re e n . United States

Back Pay Mow

If it is, click the Pay Now
button. .

WARNING : If Electronic debit
is returned , there will be a
$25 fee and the application
will not be approved.
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Step 10b -_— . SEPLIT LI P LTI T IL W ;
eCheck Payment Receipt Payment Receipt .

Total Payment: $538.50 View ltemized Receipt

Paymen Information Final Sieps
. . Contact Name testa 1esta Pieasa print this receipt for your records and click
A payment receipt dis P | ays R AL Ccinlirame below. 0 eomplets e isssrior
. . Email Address test@test.com Reference Id BAB-ETH-IMM-EEM
and can be printed, but is also it et Authorization Code 18534800
. Account Type Checking Transaction Date/Time 31 Oct 2015 22:08 HET
sent to the email address o i N
. . Is receipt is & recond that you have submitted your
Routing Number = ocoo check payment. Please note thal your payment may
p rOVI d e d o n t h e p rev I O u S Mireies cn BEcatik (o ik take several days to clear your bank. If your check fails
1o clear for any reason, including incomect routing or
S— uni numbers, I ible f
payment screen. S N b i e et s
illing ress ave
nomodulu, HI 86813
United States

VERY IMPORTANT: Click
Continue to return to the
Final Version of the
Application (Thank You
screen) and to PRINT THE
THANK YOU SCREEN.

WARNING : If Electronic debit is returned,

there will be a $25 fee and the application will
not be approved.
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11 - Check your Pending
Queue Daily for Returned ai, : ’ #Home ®HelpChat &MyAccount- &logOut ©
Applications ijus |

Check here for returned

/applications from DOH

g \J
If you have submitted an @ Q
application to DOH and there was Pending Queve Create Application

an error, DOH will return the
application to you and it will
display in your Pending Queue as
‘Returned by DOH’. DOH wiill
notify you of the reason for the
return. Check your Pending
Queue daily in case this occurs.

Welcome JOHN DOE
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11 - Check your Pending . ,_ E——
Queue Daily for Returned ; gl
Applications

Open the application, make B : . e
t h e C h a n ge ( S) a n d t h e n re_ 123 testperson, testpatient 1043172015 N/A
s u b m it to DO H . Showing 1 to 1 of 1 entries el e

There is no additional fee for
this during the application
submittal process
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Thank you for participating in the
DOH 329 Registry

Patient Application System Training



