Washinglon State Deperment of . Breast Cervical & Colon Health Program
@ HE a lth Public Health | 401 5 Ave #1110, Seattle WA 98104
Seattle & King County T 206-263-8176 F 206-296-0208

BCCHP ENROLLMENT FORM
Please Print New to BCCHP? []Yes [ ]No Authorization #

Last Name First Name M Authorized for:

[ ] CBE [] Pelvic []Pap [[] Mammogram
] FOBT/FIT [] Colonoscopy

Gender: [JFemale [JMale []Transman [] Transwoman Prime Contractor Date
[] Genderqueer [] Gender Non-Binary [ Agender []

Services of interest: [JBreast [ Cervical []Colon
Date of Birth Last 4 Digits SSN (Optional) Clinic / Screening Site
Address Appointment
Date: Time:
City State Zip Code County Clinic Chart #
Telephone Numbers: OK to leave a message? []Yes [] No Best timeto call: [Jam. []p.m.
Home: Cell: Work: Alternate:
Program Eligibility: must be completed annually
Household income before taxes? $ Per []Month []Year How many people live on this income?
Checked eligibility for Apple Health  []Yes []No (reason ) Date:

Eligible for Apple Health []Yes [JNo  Enrolled on Apple Health []Yes []No Date:

Do you have? (select all that apply) ] No Health Insurance & Not Eligible for Apple Health (attach denial if available)
[ ] Medicare Part B[] Apple Health, Medicaid, Provider One #
[] Insurance Name of company: Deductible: $ Policy/ID #:

Do you have? [] abreast symptom [ colorectal symptoms []afamily history of colon cancer or colon polyps
Have you had a colonoscopy in the past? [ No [] Yes If yes, When?

Primary Language? (check all that apply, circle the one you prefer) [ ] English [] Spanish

[] Viethamese [] Chinese [ ] Korean [] Cambodian [] Russian [] Other (specify: )

What race do you think of yourself? (Mark one or more)

[] Asian [] Black or African American [] American Indian or Alaska Native (specify tribe: )
[] White or Caucasian [] Native Hawaiian or other Pacific Islander (specify: ) [ Unknown

Are you Latino or Hispanic? [] Yes [] No

What is the highest grade of school you have completed? (number of school years)

If you are NEW to BCCHP, how did you learn about this program? (select only one)

] Clinic [] Friend or relative [] Radio

[] Community organization [] Internet search — BCCHP website | [ ] Radiology dept.
] Employer L] Mailing Tv

[] Outreach worker [] Poster, Flyer or Brochure [] Other (specify):

Please FAX form to BCCHP: (206) 296-0208

For persons with disabilities, this document is available on request in other formats.
To submit a request, call 1-800-525-0127 (TDD/TTY call 711). DOH 342-054 February 2018




Washinglon State Deperment of . Breast Cervical & Colon Health Program
@ HE a lth Public Health | 401 5 Ave #1110, Seattle WA 98104
Seattle & King County T 206-263-8176 F 206-296-0208

Authorization#: BCCHPH#:

Breast, Cervical and Colon Health Program Consent
PROGRAM DESCRIPTION

The Breast, Cervical and Colon Health Program (BCCHP) is a joint effort between health providers, the Washington State
Department of Health (DOH), and the Centers for Disease Control and Prevention (CDC) to support screening for breast,
cervical and colon cancer. The purpose of screening is to detect cancer in its earliest stage so that it can be prevented or treated.
Screening for breast cancer includes a breast exam and breast x-ray called a mammogram. Screening for cervical cancer
includes a pelvic exam and taking a sample of cells from the cervix (opening of the uterus/womb) called a Pap and HPV test.
Screening for colon health includes a test for blood in the stool called FOBT or FIT that you take-home and return to your

clinic/provider. You may need a colonoscopy or sigmoidoscopy.

CONSENT FOR RELEASE OF INFORMATION

I give consent to any and all of my medical care providers, clinics, hospitals, health insurance plans, and the BCCHP to provide
each other with information about my health care, cervical tests, breast exams, mammograms, stool tests (FOBT/FIT),
colonoscopy, sigmoidoscopy and any related medical care | receive through the BCCHP. | understand that this consent form

expires 12 months after the date I sign this form. | must re-enroll after 12 months to continue services.

Any information released to the BCCHP will remain confidential. The information will be available to me, to the employees
involved in my BCCHP services, the Health Care Authority (for the Breast and Cervical Cancer Treatment Program (BCCTP) if
applicable), and to the Department of Health (the funding source of the BCCHP). The information will be used to meet the
purposes of the BCCHP as described above. Published reports that result from the BCCHP will not identify any clients by

name.

| understand that being in this program is voluntary and that | may drop out of the BCCHP and withdraw my consent
to release information at any time. | understand that if | am found to have breast and/or cervical cancer, | may be
eligible to receive treatment through the Apple Health BCCTP. The BCCHP staff would then assist me in enrolling.
As part of the Case Management services | receive, | understand | will be required to give my consent for treatment
and provide other information as needed. If | am screened and am found to have colon cancer, the BCCHP staff will

assist me in finding treatment resources regardless of my ability to pay.

If | falsify any information used to determine my eligibility, | understand that | am liable for the charges.

Sign Your Name Here Date Witness: Health Facility Date

Print Your Name Here Interpreter (if used) Date

For persons with disabilities, this document is available on request in other formats.
To submit a request, call 1-800-525-0127 (TDD/TTY call 711). DOH 342-054 February 2018



Waskington Safe Deperment . Breast Cervical & Colon Health Program
l I_fe apﬁﬁ PUbllC He?llth b 401 5™ Ave #1110, Seattle WA 98134
Seattle & King County T 206-263-8176 F 206-296-0208
BREAST & CERVICAL HISTORY/EXAM/SCREENING FORM
Please Print BCCHP ID# Authorization #
Last Name: First Name: MI: Date of Birth Date:
Clinic/Screening Site: Provider: (Patient label may be used in this section)
Appt. Date: Appointment Time: Clinic Chart #:
Health Insurance: [_|No [] Yes: If“Yes’, company: Policy/ID #: Deductible Amount: :$
Tobacco use:  Current smoker? [ ]Yes [ ]No [ ]Never Smoked If“Yes’, ever counseled to stop? [ ]Yes []No
What is patient’s gender identity? (Optional) Disability? [ 1No []Yes Circle all that apply Physical, Hearing,
[ Female []Male [ Transman ] Transwoman Visual, Developmental [] Other (specify):
[] Genderqueer [ Gender Non-Binary [_] Agender [ ] If “Yes’, does this cause difficulty in accessing services? [ ] Yes [ ] No
CERVICAL HEALTH HISTORY BREAST HEALTH HISTORY
Previous Pap Test? Previous Mammogram?
[ ]Yes []No []Unknown [ 1Yes []No []Unknown
If “Yes”, Date of previous Pap test: If “Yes”, Date of previous Mammogram:
Results: [ ] Normal  [] Abnormal  [] Unknown Results: [ ] Normal  [] Abnormal  [] Unknown
Has the patient had a Hysterectomy? Does patient have breast implants? [1Yes []No
] Yes, Date of hysterectomy: [1No [] Unknown Family history of breast cancer 1° relative
If “Yes”, reason for hysterectomy: (Mother, father, sister, brother, daughter or son)?
] CIN2/3 or cervical cancer  [_] Not cancer [_] Unknown []Yes []No [] Unknown If “Yes”, Age:
Does pt have a cervix? [ ] Yes [] No ] Unknown BRCA 1 or 2 carrier-self []Yes [_INo [] Unknown
Personal History of abnormal Paps? []Yes [ ]No [] Unknown BRCA 1 or2 1° relative carrier (] Yes [_] No [_] Unknown
History of HPV? [ ] Yes [ ] No [] Unknown Personal breast cancer history? [ ] Yes [ ] No [_] Unknown Age:
HIV Positive? [ ]Yes []No [] Unknown Personal history of a pre-cancerous breast condition?
Did patient's mother take Diethylstilbestrol (DES) when pregnant with pt? []Yes [JNo []Unknown If“Yes’, Age:
[]Yes [_]No []Unknown Has patient ever given birth? [] Yes []No
Is patient Immunocompromised due to organ transplant or an autoimmune | Age of first full-term pregnancy?
disease? [ ] Yes [ ]No [ ] Unknown

BREAST EXAM / SCREENING **PROVIDERS MUST COMPLETE SECTION BELOW THIS LINE**

CBE performed: [ ] Yes [ ] No If “No” reason why: [ ] Not indicated [ ] Refused [ ] Other/Unknown

*Breast Cancer Risk: [] Average [ ]High [] Not Assessed Other tool used (Gail model not accepted by BCCHP):
Only if high risk, Tyrer-Cuzick (IBIS) model used:  [[] Yes []No Indicate if chest wall radiation before 30 [ ] Yes []No
Lifetime Risk: % (20% or higher is considered high risk)
Reporting symptoms: [ ] Yes [ ] No If“Yes”, specify:
CBE Results: Normal / Benign Current Suspicious Findings* Diagnostic Work-Up Plan*
] Normal Must have diagnostic plan " [] Diagnostic Mammogram
(] Benign Finding: specify: (] Discrete palpable mass * A mammogram or additional views is not sufficient
(] Bloody or serous nipple discharge evaluation of an abnormal CBE. Palpable breast masses
] Implants (IR []L U] Nipple or areolar scaliness need to be evaluated clinically and/or with additional
[ ] Mastectomy [ 1R []L (] Skin changes (dimpling, retraction, inflammation) imaging regardless of mammogram results.

Ultrasound
Refer for Mammogram: [ ] Yes [ ] Notindicated [ ] Need other diagnostics [ ] Refused —

(] Biopsy
Reason for Mammogram:
[] Routine Screen ’ (] Surgical Consult/Repeat CBE
[] Evaluate symptoms/abnormal finding, abnormal mammogram (] Fine Needle Aspiration
(] Referred by non-BCCHP provider for diagnostic evaluation ] Cyst Aspiration

Referred to: [] Ductogram / Galactogram

FAX both pages of this form to the BCCHP Prime Contractor when complete

For persons with disabilities, this document is available on request in other formats.

To submit a request, call 1-800-525-0127 (TDD/TTY call 711). DOH 342-054 February 2018




Washinglon State Deperment of . Breast Cervical & Colon Health Program
@ HE a lth Public Health | 401 5" Ave #1110, Seattle WA 98104
Seattle & King County T 206-263-8176 F 206-296-0208

BREAST & CERVICAL HISTORY EXAM/SCREENING FORM

Please Print  (Patient label may be used in this section) BCCHP ID# Authorization #
Last Name: First Name: MI: Date of Birth
Clinic/Screening Site: Appt. Date:

CERVICAL EXAM / SCREENING *PROVIDERS MUST COMPLETE SECTION BELOW THIS LINE**

Pelvic exam performed: [ ]Yes [ ]No If Pelvic exam not done: [ ] Refused [ ] Other (Pelvic exam alone does not count as screening)

Pelvic Exam: Cervix [ ]Present  []Absent

Results

[ INormal  [] Inflammation [] Unusual discharge [ ] Visible Mass

[ Infection  [] Polyp(s) ] Suspicious Lesions  If any exam is suspicious for cervical cancer, diagnostic plan must be noted

*Cervical Cancer Risk: [] Average [ ]High [] NotAssessed
If high, indicate reason (refer to cervical history for reference)

Pap Test Performed [ |Yes [ [No If Pap Test notdone: [ ]Refused [ ]Other

Reason for Pap test: Pap Test Result: Suspicious Findings Must Have Diagnostic Plan

] Pap test after Primary HPV [] Negative (] Adenocarcinoma In Situ (AIS)
[] Routine Screen [] ASC-US (Review HPV results) [] Adenocarcinoma

(] Referred by non-BCCHP provider for diagnostic | [ LSIL (work up depends on HPV results) [ ] Squamous cell Carcinoma
evaluation [ ASC-H: cannot exclude HSIL ] Atypical Glandular Cells (AGC)
[] Surveillance (previous abnormal Pap smear) []HSIL [JOther

[ Referred directly for diagnostic work-up See Cervical Policy and ASCCP Guidelines for work up

Pap Test Results: Specimen Adequacy If any exam is suspicious for cervical cancer, diagnostic plan must be noted

[] Satisfactory Client Counseled/Educated about:

(] Unsatisfactory - Do not mark result (L] Risk factors for breast and cervical cancer (L] Tobacco cessation

] Importance of breast and cervical screening exams

HPV test performed [ ]Yes [ JNo IfHPVnotdone: [ ]Refused [ ] Other

Reason for HPV test: HPV results IF HPV test positive, Send for 16/18 Genotyping.
[ Routine Screen/Co-test [] Negative If HPV 16 or 18 positive and pap negative, refer for colposcopy.
[_] Routine Screen Primary/HPV | [_] Positive (] Negative for 16 and 18
[] Indeterminate | [_] Positive for 16 or 18 ] Indeterminate
Work-Up Plan* ] Colposcopy with Biopsy and ECC The following procedures require Prior Authorization:
[_] Consultation ] Colposcopy with ECC 1. [] Diagnostic LEEP
(] Colposcopy with Biopsy [_] Endometrial Biopsy with or w/o ECC 2. [] Diagnostic Conization (i.e. CKC)

Provider Comments

Preventive Office Services: Office Services:

(] 99385-new client (18-39 years old) ] 99201-new client, problem-focused, straightforward (10 minutes)

(] 99386-new client (40-64 years old) ] 99202-new client, expanded-focused, straightforward (20 minutes)

(] 99387-new client (65+ years old) []99203-new client, detailed, low complexity, straightforward (30 minutes)

] 99395-new client (18-39 years old) ] 99211-established client, problem-focused, straightforward (5 minutes)

[] 99396-established client (40-64 years old) (] 99212-establsihed client, expanded-focused, straightforward (10 minutes)

(] 99397-established client (65+ years old) ] 99213-establsihed patient-expanded focused, low complexity (15 minutes)
(] 99214-established patient-detailed, moderate complexity (25 min)

DIAGNOSTIC PROVIDER SIGNATURE Print Name Telephone Number Date

REIMBURSEMENT REQUEST FOR SERVICES (FAX both pages of this form to the Prime Contractor when complete)

For persons with disabilities, this document is available on request in other formats.
To submit a request, call 1-800-525-0127 (TDD/TTY call 711). DOH 342-054 February 2018



