
Florida Breast and Cervical Cancer Early Detection Program

Client Enrollment Form
tE!
HEATIH

SeLcl CHD

ffilL m

CONTACT INFORMATION

STREETADORESS:

STREEIADORESS:

CITY & ZP COOE:

ElvlAlL ADDRESSI

PRIMARY PHONE:

ATTERNATE PHONE

lnilial(fiEtlime in gogram) Resd€en (pl€vbosly in pogram)

Shod-tsrm inEvd irlo -uo or reoeat oram
(l€ss $an 3O0 days fiofl lait scrBbnino)

Do yqJ have heanh insuranca?

tf y€s, $El b tle mme of your insurance?

Yes No

Citizen Oher

Non-Hispanic/Latino

tr U.S,

A,M. P,M.

ls it okay lo bave a rnessage?

American Caocer Society

Bmchurc

County Heslh D€parfnont

Community/H6alh Fair cvent

Family/Friend

lnbrn€Uwebsite

Private MedicalOffc€

Naryspaper

FedeBlly Qualif€d H€al$ C€flEr

Oter

Anlime

PGbad

T€lerbbn

Radio

Sodal Modis

Educati al S€ssbn

8us wraps/bsrdl€s/s6lB

Bilboads

HispanidLatim

Anerican lndian or Alaska Native

AsiantrI
tr

Bbck or Afiican American

trtl
Nalive Hawaiian or OU|er Pacifc lslander

While

tr
tr

Primary languag€ spokon:

Additional languags(s) spoken:

Lmg eg6 Fderslce b rffiive 6mail;

[- ttt*n I a*n* [ t6ru",c,"oc

Are tlere afly bariers tld tould Fe^/8d }!u ftm krqrtE tq, appdtt e. s?

Tlansportalioo

Otrer (List)

RESIDENTIAL AND CITIZENSHIP STAIUS (Check allhat apdy.)

ETHNICITY AND RACE IDENTIFICATION (Check alllhat apply.)

HOW Dlo YoU HEAR AEOUT THIS PROGRAM? (Check alltratapdy.)

SPOKEN LANGUAGE(S)

FOR OFFICE USE OI{LY

Clieflt Assrgned l0# or Pseudo SS#:

ffi

1

1. APPLICANT INFORMATION (Please mmplete each ssc'tjon of this application.)

SCREENING STATUS (Check only one response.)

DEMOGRAPHIC INFORMATION

Fbida
rEitient

Citizen in
lawful status

EEST TIME TO REACH YOU:

RACIAL IDENTITY

eaerenneo mnr. onvnru{

Name o, Community H€€lth Clinic:

BARRIERS

! u"ngraoe T oiouiriti*

DOH-FBCC July 1,2023



Florida Breast and Cervical Cancer Early Detection Program

Client Enrollment Form
r-lt

HEATIH
Select CHD

FIRST
NAMEffi ffi

GENERAL HEALTH STATUS (Check allttrat apply)

Diab€tes

High Blood Pressuc

PreDiabetos

Hllh Chol€slerol

Daily

Sorno days

Never/nol at all

D€dirEd to an$.l6r

Were you given a rereral to
Q.ritine?

Dedined referEl

HEIGHT (in.): WEIGHT {lbs.)i
I am interEsled in quiiing.

Do you have breast implants?

ArB fw oJn€nty exp€{iendng any issres wib your bleasb? Explain.

Are you cunen0y experiencing any issues with your ceryix? Exphin.

Have )Du ever boen bld by a doc&r }r]u havs ilwasive csrvical canc€{?

lf lou haye, what trBatrent did tou l@ive?

Havo you ever been diagnoc€d ryih br€ast cance,

lI )ou have, MEt tr8slment did you receive?

Wh€o did your n€aun€nt €nd (Mont/Yoao?

Wl€n did yur teatrEnt end (lront Yoar)?

Wr€n w8s your hst mamrnogram bebre enrclling in tlb plogram?
(MonWY€ar)

None Unsured (2+ yeals)
Have lou cver trad a hysbr€ddll, Sp€dfy wt|e'tlEr penial or ful.

Whde was tour lasl manrrogram dme? (Pmviler, City, Sbte) Parlial hysteGdomy
(l slill have a ceryix)

Full hystereclomy (no cervix)

What was the reason lor the hysterectomy?

BREAST EMl, BACKGROUND (Check alllhat apply) CERVICAL EXA[,] BACKGROUND (Check all that apply)

2. HEALTH HISTORY

FOR OFFICE UsE Ot{tY

ClientAssigned lD# n Pseudo SS#:

2

tr
tr

tr
tr
trtr

tr

tr

Whsfl was vour hsl Pap tesl before enlolling in his plDgram?
(Month^r'e'ar)

f-----_-]E *.* J-lu*,,*tro*y".ot
V$El€ Hs )our l6t Pap test dore? (ProriJer, City, Slat€)

FAMILY HISTORY

Has anyono in )ulr hmily, gdr as ]our mofter, sbter, hotEr, oI
htEr, b€6n diagnc€d Bih bld cancea f lE6, rltdl l8latiw?

all thal

oO+|-F8CC Jlty 1, m23



ry
HEATTH

FINANCIAL ELIGIB!LITY

Client Name: Date of Birth tD#

Do you have Medicaid? E YEs E No SLDo you have Medicare? E vrs fl t'to

Do you have any form of health insurancel ! vrs E ruo Name of insurance 

-

1

2

3. Number of p€ople in your Household._(include yourself, spouse or civil union partner, and dependent children)

4. Net Household lncome (AfterTaxes): $-Month Year

Famih
Sire

2023
mH *ale

Monthly licqrc

2023
DOH Scale

Yearly lncome

1 $2,429 s1 $29,1s9.00

2 $39,439.00

3 $4,143.25 $49,719.00

4 $4,999.91 $59,999.00

5 $5,856.58 $70,279.00

6 $6,713.25 $80,ss9.00

7 $7,56s s1 $90,839.00

I $8,426.s8

9 $9,283.25 $111,399.00

10 $10,139.91 $121,679.00

I certify that the above information is correct to the best of my

knowledge and belief. I give my consent to the Department of
Health to make inquiry and verify the information. I understand that

I may be prosecuted under state law, if I have deliberately supplied

the wrong information.

NOTE:

,l I obtoin hedtth insutonce coverage, while under the FBCCP, it is
my rcsponsibitity to notily the REGIONAL FBCC olf,ce as soon os
possible.

signature-

lf you have any questions, please callthe regionalcoordinator at-between
8:00 a.m. and 5:00 p.m., Monday through Friday. We will make every effort to return your call in a timely manner.

I further understand that all my screening and diagnostic procedures must be completed within 60 days or payment for
these services CANNOT be guaranteed.

DOH-FBCC luly 1,2023

Florida Breast and Cervical Cancer
Early Detection Program

(FBcc)

$3,286.58

$101 ,1 1 9.00

Date



al* a
HEIITH

AUTHORJZATION TO DISCLOSE
CONFIDENTIAL INFORMATION

Phone #:

INFORIIATION MAY BE DISCLOSED BY:

PersodTicilityi

Addrt.8:

IIT'FORMATION MAY BE I'ISCLOSED TO:

PersodFrcllity:

Mf,TEOD OF DISCLOSURE:

_ Pick up .t Clolc/Frcility

Phone #:

_ Addre$:

Fer #:

- 

EDril Address: (please Dote thrt emailirg may not be a secured method of commuricstion)

II\FORMATION TO BE DISCLoSED: (Initial Selectior)

- 

Geoeral Medical R€cord(s) 

-STD 

Records

lmmuaizations Family Platrning

TB Records

Prenatal Records

_ History and Physical Results

Coosultations

wtc

Progtrss Notcs

_ DirgDo*ic TGst RlEotu (Spcciry Typc oft€s(3)

_ Olisr (ryoqin

PI'RPOSE OF DISCLOSURE:

- 

Coathuity ofCare 

- 

Personal Use 

- 

Other (spcci&)

EXPIRATION DATE: This authorization will expte (insen date or event) I undersBnd l}lat ifI fail to specify an expiration date or

€ven! this .uthorizatiotr will expi!€ twelve ( I 2) mooths ftom the &te oD which it was signed

REDISCLOSITRX: I utrderstatrd that ooce the abovc hforoation is disclosed, it may be redisclosed by the recipient atrd thc infomation oay aot be

protected by fedcrat privacy laws or regulations.

CONDIT! ONINC: I utrderstaod 6at cobplcting this authorizstioD folm is volufiary. I reslize tbat t€atmeot will not be deoied if I refuse to sigtr this

forrn.

nEVOCATION: I uudent8nd that I have thc right to revoke this authorization any time. If I revoke this suthorizatioo, I understatd tbat I oust do so in
writing atrd thst I must p(€scDt my revocatioo to the m€dical record departDent. I underst8od that the revocrtion will not apply to hfomEtioD that has

already bccn released in !€spoDse to this authorizltion. I understand thar the rcvocation will not apply to my insuance comPany, Medicaid atrd Medicarc

Client/Legal ReprEseotativc Signsture

Printed Name

(for exarylc, power ofanomey, healthcare sunogate fonn, odcr, appoinhcnt ofs guardia$hip, ordcr appoioting persooal Eprrs€ntstive, lctt4rs ofudsinhtration).

Client Nrme:

ID#:

DOB:
DH3203-SSG-09/2017 Ortgl l: To File Copy: To ClieDt Copy: To Accompatry Disclosure

I specificdly ruthorize release of information relating to: (initisl selection)

HIv test results 

-Substarce 

Abuse Service Provider Ctient Records

Psychialric,PsychologicalorPsychotheBpeuticnotes 

-EarlylDterventioD

Date

Legal Represeotative's Relationship to Client



@
HEAITH

INITIATION OF SERVICES

Narre of Agercy:
Agency Address:

I coosent to €otrdtrg into a cliE[-Fovider rclatiooship. I authdize Depaftoent of Health staffand their rep,resentativ6 to render routine health car€. I
utrd€rst{Dd routim hcalth cse is coDfideotial and voludary atld nuy involve medical visiLs iacluding obtaining medical history, sssessmest,

cxsDiDatioo, admioistratim ofmedication, lsborarory r€sts a[d/or mitror proccdues. I may discontinue this relationship 8t 8rly tiDe.

By initialiog this lilte, I sclooylcdgc that I have beeo povided with a Teleh€alth lDformed C@sent InfoftEti@sl Shcet and that I cooscnt to

tbe Fovision of solma s€rvices to b€ provided by mosns of lelebalth. I truy withdraw my conscnt at any time by disc@tinuing the usc of tclehealth

scfiices \r"ithox sfrccting oy rigbt to fittutE care or tleaffiL

PART tr DISCLOSURE OF INTORMATION CONSEM (teatm€'l! poyroent or healthcae o,perations purposes otly)

I cons€lt to tbe use and disclosure of my hcalth hfGmation; including medical dental, HIV/AIDS, Sm, TB, substsnc€ sbuse preventio4

psychiafridpsycbologic.l, atrd case m.mrgsnent; fo. tseatEca! psyment aDd heallh carc oper8rioEs. Additiooslly, I c@seot to my bealth infcrrn8ti@

being shrcd il tbe Health Informaticm Exchange (HIE), sllowing eess by particiFting doctors' omc€s, hospitals, care c-oordinators, lab6, radiology

c€nters, Etd other heslth carr providcrs through secuE, elec'ts@ic me.ll [f you cboose not to share your iofqmation in the HIE, you rnay opt out by

rcquesting aod signiry ao HIE Optollt forE-

PART Itr MEDICARE PATIENT CERTIFICAIION, AUTHORTZATION TO RELEASq AI\ID PAYMENT

REQIJEST (only applies to Medicarc clieors)

As Client/ReprEseotltivc sigled below, I cstify that th€ hforEation givea by me in applying for ps)roeDt uder Title XVIII of tie Social Sec-urity Acl

is curect. I authorize the above ag@cy to relcasc my health infcrnEti@ to the S@i8l S€curity Administratiotr or its intefiEdiaries/carriets for this o
a retated Medicqc clainr- I rcqu€st tbEt po)rrent of au6orizcd bercfits be ma& oa my behalf I assigD the beoefits payable f(r physiciatr's s€rvices to

thc above-D8med sgeDsy and authorize it to submit a claim to MedicrrE for pa),EeDt'

PART IY ASSIGIYMENT OF BENEFTIS (ooly applics to Third Pety P8)tts)

As Cli€ot /R€FessDtstive signcd below, I assigtr to thc abovc-Ilam€d agcncy 8U b€nefits prcvided under any heatth care plan cr rnedical expense policy.

The arr,c at ofsuch b€nefiE shall dd cxceed lhe medical ch&ges sct ffiti by tbe approved fee scbedule, All pslmeots uD&, this ps.8graPh ale to be

Ea& to above agEDcy. I am p€(sotrally resp@sible for c.harges not covered by this assigDfent.

PART V COLLECTION, USE OR RELEASE OF S(rctAI, SECURITY NT,IMBER

(Thir notic! i8 provided pursu8trt to Sertiotr I I 9.071 (5Xa), Flori& Statutes. )

Fcr heahb care prograrnq tbe Florida Depa:tuot ofHealth rnay cotlca yull cocial s€cllity nu$€r fd idettificalio! ad billing pr.rpces, as arfhorized

by zubscctios I 19.071(5Xa)2.& aod I 19.071(5Xa)6., Florida Statules. By sigdry below, I c.ns€ot to the collectioB, us€ or disclo6urc of my social

se{urity duEb€r for id"'Dti.6catioo aad billing purposes ooly. It will trot be used for any other purpose. I understad that the collectiotr of socisl sccudty

nrmbers by the Flo|ri<te DeportrneDt of H6lth is imp€rative fq the perfcrn8nce of dutics aod resposibilities as presqibed by law-

PART VI MY SIGNATI'RE BELOW VERIFIES TEE ABOVE INFORMATION AIID RECEIPT OF TIIE NOTICE
OF PRIVACY BIGIITS

Client/R€prcseotative Si gmtue Self or ReFresentaliveb Relatiooship to Clietrt Date

Wit!€ss (cEti@81)

PART VII

DBte

WTTHDRAWAL OF CONSENT

WITIIDRAW THIS CONSENT, cffcctive

Clie /Replesedrati\€ Signature
t,

DH 3204-SSG-02/2022

Date

BBLI CLIENT-PROVIDERRELATIONSHIPCONSENT
Clicd Na@: _



6

7

8

Florida Breast and Cervical Cancer Early Detection Program
Errtrt
HEATTH Annual Applicant Agreement

The Annual Applicant Agreement (Atu$ is used to obtain authorization and information from eligible rYomen
6nrolled in the Florida Breast and Cervical Gancor Early Detection Program (FBCC). The FBCC will collect
participant Protected Health lnfomation (PHl) and Personally ldentifiable lnformation (PlD that is required to
provlde patlent servlcos.

Plo.so rcad oach statement bolow and agrco by rlgnlng at the bottom ot tho document.

As an FBCC applicant, I declare that:

1. I am a Florida resident and I want to become a client of the FBCC, and I may withdraw at any time.

2. My net family annual income is at or balow 200% of the Federal Poverty Level (FPL) and I have no health insurance

that pays for breast and cervical cancer screening exams.

3. I will no longer be eligible for FBCC if my income changes to above 200% of the FPL.

4. I will call FBCC Once I obtain health insurance and give them the name of the health insurance company, policy

number and effective date. lf my health insurance covers breast and cervical cancer screenings my screenings will no

longer be paid for by FBCC.

5. lwill disclose any breast or cervical screening services that may impact my eligibility of enrollment in FBCC

I may have a share of cost for some services.

I will use an authorized proMder for my breast and/or cervical screening examinations (breast exam, mammogram,
and/or Pap test).

I agrro to complets any follow-up tests within 60 days. lf I fail to me€t theso guidolines, I may be rosponsiblo
for partial o, full cost of all services.

I will allow an exchange and release of my medical information between my h€alth care Providers, the FBCC, the
Florida Department of Health's Cancer Oata Registry, the Centers for Disease Control and Prevention, and others
related to my health care. This information could include medical history, examination and procedure results, even if
they wero not paid by FBCC.

I agrBe to receive home phone, cellphone, email or postal mail contact from FBCC and the Department of
Children and Families (DCF) Medicaid Program about my health care.

I undorstand that the FBCC is a breast and cervical cancer screening program, not a cancer treatment program.

lf I am diagnosed with breast or cervical cancar as a r€sult of FBCC screening, I will be refened to DCF Medicaid
Program which will determine if I am eligible for Medicaid benefits to cover treatment mst. I can reapply to FBCC for
screenings once treatment is completed.

13. This agreemont is for @ year unless my program eligibility changes. lf my eligibility status changes qI this
agreement expires, I may be responsible for services provided during my FBCC ineligible period.

14. As authorized by federal law, Title 5 U.S. Code section 552a, collec'tion of social security numbers by the
Florida Department of Health for the FBCC may be necessary in ordor to apply for and roceive liedicaid
benefits.

Client Signature Date

Printed Name

Client Email Address:

11.

12.

DOH- FBCC July 1, 2023

Oate of Birth

c.

10.

lf you have any quesdon3, contac{ your Reglonal Coordlnatd at the local R6gional FBCC office:

r_.tI 
^^.1 

Pa.ri^n.l FRan --------J ph^ha


