BCCP Enrollment Forms

An enrollment form must be completed the day they are enrolled in BCCP. The signature is
good for 60 days, so itis best not to complete them early. We do not need a copy of the
signatures, only the notification on the Eligibility page in Med-IT, along with the date that it
was done. if the signature expires, simply have them sigh a new one and update the page
with the new date. You will keep the signature on file for the patient as the enroliment site.

The Medical Release and Program Enroliment form look like the images below. Each site
has its own. They come in English and Spanish. Please email Ldietz@uhs-in.org or
Jtampkins@uhs-in.arg for your form with the information on your site completed.
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Both pages need to be signed by the
patient at the time of enrollment.
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There are two tools you can use for Client Information, Health History and the BCCP
gservices which cccurred, They are not required but are easy to use to collect all the

required data far the program.







BCCP Indiana Client information and Eligibility Collection

Date Completed {Validation Date):
N PERSONAL DATA: Tobe compotoa by thepatent T T i

Namie (last, first, MI):

(51 Astan — Hispanic

Brate of hirth: i I Last 4 digits of Social Security number:
{month, day, year) {optivnsl)
Street address: Apt.
City: _ - Slate: ZiP code;
County: Main telephone: { ) Phone Type:
What is your [ white [A Native Hawsiian or Other Pacific islander
racefethniciy? [1) White - Hispanic (] Native Hawailan or Other Pacific Istander - Hispanic
({Check ALL that apply) 2 Black or African American (] American Indian or Alaskan Mative
2} Biack — Hispanic Amarican Indian er Alaskan Native - Hisparic
B asian {1 Met Tisted or unknown

Translator Needed? (O Yes O No

What is the primary [1] English % Chinese
language spoken in your [2] Spanisn Japaness
home? {3] Arabic [ korean

French Vietnamese

{&] Crevie Hmong

Italian Tagalog

[%1 Pofish Other language:

Portuguese

[l Russian

INCOME ELIGIBILITY: To be completed by the patient. -

The following guestions determing yous financial efigibility.

NOTE: If you farm or are
selfemployed, use net

1. Toiat income (eamed of received by you $ per month* Income {after subfracting
andfor your spouse) in the Iast montle befers taxes. husiness expenses).
(Record $0 only if NO INCOME.)

2. Number of people {including yourself) 01 a2z 03 4 Os g

who are supported by this income: i () 19 [1 16 or more
3. Do you have insurance? O Yes [l No

4_ [f yes, what is your heaith insurance plant 3 Indiana Health Coverage — HIP

[T Indiznm Health Coverage — Medicaid
[T Marketplace insurance

1 Employer provided {self or spouse)
1 Medicare Part A only

[1 Medicare Part A and D

[} Medicaid Emergency only

7 Nene of the abave

Provider Notes:
If you completed this for the patient in the last 60 days, you do not have to redo this page.
You do not have to collect backup for the information above,

Data Entry Note: Last grade completed is for WISEWOMAN only.




Health History: BCCP Indiana Med-IT ID:

Only do Health History if new to BCCP, had a new history of breast or cervical cancer, a hysterectomy, if

you gave out smeking cessation infarmation, or she is now high-risk.
CERVICAL
Prior Pap: oYes oNo

When (date, approximate if necessary): Results: cNormal cAbnormal

Pricr HPV: iaYes oNo

When (date, approximate if necassary): Results: oNormal oAbnormal

Have you had a hysterectomy: oYes, Date: oNo

If Yes: oTotal Benign oPartial, Intact Cervix o Total, Malignant oUnknown oTotal, unspecified result
Have you been told you were high risk for cervical cancer? ryYes oNo

BREAST

Pricr Mlammogram: oYes oNc

When (date, approximate if necessary): Resuits: o MNormal oAbnormal

Have you ever been diagnosed with breast cancer: oYes, age: __ oNo
Have you heen told you were high risk for breast cancer? oYes oNo

***Provider Note: if you have documentation of a high risk breast score, please upload.
Are you a smoker :

oNo, nat a smoker

oYes, pick one: oReferred to Quitline  gnot interested in quitting

PROVIDER SECTION: What occurrad today? (check all that apply)

Facility: Date;

_____CBE-— Results: Norma! ar Suspicious ___Pap

_____Screening Mamrmogram _ HPV Co-Test

___ Diagnostic: Bilateral or Unilateral (circle one} _ Pelvic— Results: Normal or Suspicious
__ Ultrasound __Colposcopy

____ Biopsy CPT Cade: ____Consult: breast or gyn (circle one)

Note: All diagnostics and rescreens outside the normal guidelines require a service request approval.
Alt radiology and lab/pathclogy reports should be uploaded into Med-IT.

Only CPT codes on the approved list of IDOH are eligible for reimbursement.




Indiana Programa de Céncer de Mama Y Cuello Uterino

Date Completed / Fecha Completada {Validation Date}):
' o - DATOS PERSONALES - Para ser completado por ef pacienite.

Nombre (apefiido, primero, segundoy:

Fecha de nacimiento: ! i Ultimos 4 digitos del Namero Social;
(e, dis, sfig) tepcional]
Direccion (ndmero y calie); Departamento:
Ciudad: Estado: Codigo Postal:
Condado: Teléfona principal: { ) Tipo de teléfono:
4, Cudil es su [} Bianca [3] Nativa de Hawail o de oira Isla del Pacifico
raza f etnicidad? [1} Blanca — Hispana [4] Nativa de Hawail o de otra isia del Pacifico - Hispana
Marque T0ODO o gue 2] Megra o Afreemericana ) indoamericana o Mativa de Alaska
apliqoe.} L2l tdegra— Hiepana Indoamencana o Mativa de Alaska- Hispana
) Asiatica I Multirracial
Asiatica — Hispana [} e listada o desconocida
&Cudl es gl idioma [ Ingtes Chino dNecesita traductor? O SiONo
principal (uie se habla I1 Espaticl [ Japonés
en su hogar? [ Ardtico [8) Coreano
] Frances % fietnamila
Greole [ Hinong
ttaliario L Tagalo
I&l Polaco [i# Otro idioma:
Portugués
Ruzo

REQUISITOS DE INGRESOS — Para ser completado por €l paciente.
- Las siguientes preguntas determinan su elegibilidad financiera.

MOTA: Si usted &5 :

granjero © aonoemo, use ;

1. Ingreso total antes da Impuestos $ mensual* el ingreso neto (después
{ganadairecibido por usted o su conyuge) en el de restar los gastos
Gtimo mes. Escriba $0 si no tiene ingresos. comerciales).

2. Nurnero de personas {usted incluida) a4 oz 3 (14 Os s
que se manifenen de esie ingreso: ar Ds My [ 100 mas

3. §Tiene seguro médico? O si O No

4. Sies asi, $Cual es su cobertura édica? O Cobertura de Salud de [ndiana — HIP

L1 Cobertura de Salud de Indiana — Medicaid

L3 Segurc dei Mercado de Salud

[J Previsio por empleador {propio o del conyuge)
Ll Medicare Parte A solamente

[} Medicare Parte Ay B

I Medicaid de Emergencias solamente

[T Ninguro miencienads

Provider Notes;
if you completed this for the patient in the last 60 days, you do not have to redo this page.
You do not have to collect backup for the information above.

Data Entry Note: Last grade completed is for WISEWOMAN only.




Historia de salud: BCCP Indiana Med-IT ID:

Only do Health History if new to BCCP, had a new history of breast or
cervical cancer, a hysterectomy, if you gave out smoking cessation information, or she is now high-risk.

CERVICAL
Papanicolaou previo: oSi oNo

Cuando (fecha, aproximada si es necesario): Resuitados: o Normal gAnormal

Deteccion previa del VPH: 0Si oNo

Cuando {fecha, aproximada si es necesario): Resultados: o Marmal oAnarmal

¢Has tenide una histerectomia? o 5i, Fecha: o No
Sirespondiste que sio Total, Benigno oParcial, Cuello uterino intacto oTotal, Maligno o Desconocido
¢y Total, Resultado no espacificado
éle han dicho que tiene alto riesgo de sufrir cancer de cuello uterino? oSi gNo
MAMA (SENO)
Mamografia previa: o Sig No
Cuando (fecha, aproximada si es necesariol: Resultados: o Normal o Anarmal
¢Alguna vez le han diaghosticado cdncer de mama? oSi, edad: _ oNo
éLe han diche que tiene alto riesgo de sufrir cdncer de mama? o Sio No
**%®provider Note: if you have documentation of a high-risk breast score, please upload
Eres fumadora (tabaco o vaporizador):
o No, no fumadora

o Sh, elige uno: ¢ Referida a Quitfine (linea para dejar de fumar} oNo interesada en dejar de fumar

PROVIDER SECTION: What occurred today? {check afl that apply)

Facility: Date:

_ CBE—Results: Normal or Suspicious _ Pap

____ Screening Mammogram ___ HPV Co-Test

_____Diagnostic: Bilateral or Unilateral {circle one) __ Pelvic— Results: Normal or Suspicious
____URrasound _____Colposcopy

____ Biopsy CPT Code: _____Consult: breast or gyn {circle one)

Note: All diagnostics and rescreens outside the normal guidelines require a service request approval.
All radiology and lab/pathology reports should be uploaded into Med-iT.

Only CPT codes on the approved list of IDOH are eligible for reimbursement.




