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CONTACT INFORMATION

STREET ADDRESS:

STREET ADDRESS:

clTY & ztP cooE:

EttiAlL ADDRESS:

PRIMARY PHONE:

/\LTERNATE PHONE:

! tniuat {trst lime in orooram) Resseen (previously in program)

Shorl-term inteNal follow{Jo or r€Deat exam
(loss han 300 days ftom lait screbninq)

Do you have hoatlh insurance?

ll yes, lvhat is lhe name of your insurance?

u.s.
Cilizen Oher

Hisp€r*:it tm Non+lbpanidt trcA,M, P,M.

ls it okay b have a m€ssage?

Anorfuan Cancer Sodety

B0druI€

Coufity H€atfi oepartn8nt

Community/tteatrh Fat swnt

Family/Fi€nd

lnternet/Website

Pir€b Modidoffcs

Neri,spaper

Fs&rdly Qualifi€d Healh C.rlbr

Oth6r

ATE ican lrxrian o( Ahd6 t{etv€

Asian

Back or African Am€rican

Native Haffiiian o( OtEr Paciie lslarder

Wrih

Anytime

Poslcard

tr
tr
trn

!J

tr
tr

elevisionT

tr
tr
tr

Radio

Social Media

Educational S€ssioo

Bus wrapJbendes/signs

f_l Bi[bo"r&
:_.1
Nsrne ol Communiv Hoal6 Clinic:

Primary hnguage spokon:

Additional hnguagqs) spoken:

I.no* Spanish Haitian Creole

Are tio.r any bankB hat trould Fevont you ftun koopirE yqr appdnttEl|b?

Transpor€lioo

Ofier (List)

Language Disabilities

SCREENING STAIUS (Check only one response.)

DEMOGRAPHIC INFORMATION

RESIDENTIAL AND CITIZENSHIP STATUS (Check alllhat apply.)

BEST TIME TO REACH YOU ETHNICITY AND RACE IDENTIFICATION (check alllhal apply.)

RACIAL IDENTITY

BARRIERS

1. APPLICANT INFoRMATION (Please complete eadr secton of $is applicalion.)

FOR OFFIGE USE OI{LY

qient Assigned lD# or Pseudo SSf,

DOH-FBCC July 1, 2023

Florida Breast and Cervical Cancer Early Detec{ion Program

Client Enrollment Form

lBrFi.;

1

Yes No

Florida
rcsident

Citizen in
larful stalus

--l

enerrnneo leet. onvnu{

H0W Dl0 YOU HEAR ABoUT THIS PRoGRAI\,? (Check allthatapply.)

SPOKEN LANGUAGE(S)

Languag€ gsference to recdve email:



Florida Breast and Cervical Cancer Early Detection Program

Client Enrollment Form
HEALTH

Volusie

ffi ffi MH ffi

GENERAI- HEATTH STAIUS (Check all that apply)

Diabeles

High Blood Pressure

PreDiabeles

High Cholesterol

Daily

Some days

Na€r/nol at all

Dedined to answer

Were you giver a refenal lo

Quitine?

Dedined rehnal

I am inteEst€d in quiiino.HElGlfl (in,): WEIGHT (lbs.):

Do you have breast imphnts?

Aro fou oJ[€n0y exp€{itndN any issues witr your blEast? Exdain.

Are you cunently experiencing any issues with your c€ryix? Exdain

Have you ever beon told by a doclor you have invasive ceryical canc6{?

lf you have, rhat teafirent did you rcceive?

Havo you ever been diagno€€d wib heast cancea

It you tEye, wtBt featlEnt did lou recaive?

When did your treafnent end (MonwYea4?

Wlgr was your bst Pap bd bstoIs dlim in hb pogram?
(Monthf''€a4

When did your fBatllent sM {MoffifYear)? None

W}letB ms your l6t Pap Est dooe? (Ptwider, City, Stab)

Wh€n was vour bst rtsmnog€m bebre eflmlling in hE ptogram?
(Mont Ysar)

Unsured (2+ years)

WhdB was )our last mmnoglam dq}e? (Pmvider, City. SHe) Padial hysbrEdomy
{l stll have a ceMx)

Full hys&e. ry (no ceMr)

What was the reason for tho hlsterectomy?

Hss anyooe in your hmily, sdl as yout mofrl€r, sisiel, brother, or
fath€r, b€€Il diagnoGed wih bl€ssl cancea I yes, wtidr relativo?

and similar(ind'nes (Check all thal a pl

BREAST EM[{ BACKGROT ND tCheck allthat apply) CERVICAL EXAI, BACKGROUND {Check all that apply)

FAMILY HISTORY

2. HEALTH HISTORY

FOR OFFICE USE ONLY

Oiert Assigned lD# or h€udo SS#:

2oOH+ECCJuly 1,2023

tr tr
tr tr

tr
tr
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tr

UnsuEd (10r ysars)

None I ! xave nu ere, tad a hyshrecbM Sp€dfy wheher padialortul.



1. Do you have Medicaid? E YEs n No g&Do you have Medicare? E vrs fl tto

2. Doyou have any form ofhealth insurancel ! vrs fl tlo tlameof insurance

3. Number of people in your Household._(include yourselt spouse or civil union partner, and dependent children)

4. Net Household lncome (AfterTaxesl: S-Month oR S Year

ry
HEALTH

Family
Size

2024
DOH Scale

Molthly lrldrc

2021
DOH Scale

Y€arly lncornc

,1

$2,429.91 $29,1s9.00

2 $3,286.58 s39,439.00

$4,143.2s $49,719.00

4 $4,999.91 $59,999.00

5 $5,856.58 $70,279.00

6 $6,713.25 $80,ssg 00

7 $7,569.91 $90,839.00

I $8,426.58 $10'1,119.00

I $9,283.25 $111,399.00

10 $10,139.91 $121 ,679.00

I certifo that the above Information is correct to the best of my

knowledge and belief. lgive 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:

t t obtoin heolth insuronce coveruge, while undet the FBCCP, it is

my rcsponsibility to notily the REGIoNAL FBCC ollice os soon ds

possible.

slgnature-
Date

lf you have any questions, please call the regional coordinato r 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.

lfurther understand that all my screening and diagnostic procedures must be completed within 60 days or payment for

these services CANNOT be guaranteed.

DOH-FBCC July 1.2023

Florida Breast and Cervical Cancer
Early Detection Program

(FBcc)

FINANCIAL ELIGIBILIW

Client Name:-Date of Birth:-lD$-

Kathy Diaz l-E00-226-61 l0
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IN'FOR-UiATION MAY BE DISCLOSED BYr

AUTHORIZATION TO DISCLOSE
CONT'IDENTIAL INFORMATION

Phone #:

Phone #:

_ EEril AddrBs: (Irlerre note th.t eD.lliDg trlsy trot be r secured Dethod of communic.tiotr)

Pelson/Facilify:

Address:

INFOR\IATION MAY BE DISCLOSED TO:

PercoirTacility:

METHOD OF DISCLOSURf,:

_ Pick up rt Clinic.iTrcility

_ Addrecs:

F.r #:

ntFonulffoN TO BE DISCLoSED: (ldtial Selection)

_ General Medical Record(s) _STD Recods

lmmuaizations _ Family Plaining

_ Progr€ss Notes

Diaglostic Test Repons (Speciry Type oftest(s)

I specifically authorize release of information relsting to: (initial selection)

_HIV test results Substance Abuse Sewice Provider Client Records

Psychi8tric,PsychologicalorPsychotherapeuticnotes Earlylntervention

TB Records

Prenatal Records

History aDd Physical Results

CoDsultations

_ Othq: (speci&)

WIC

PUR.POSE OF DISCLOSI'RE:

_ coDtiluity ofcrt€ _ Pcrsonal Us€ _ Other (gpeciry)

Cliebt/Legal Repiesentative SigBature Da!e

Itinted Name Legal Reprcs€Dtative's Relationship to Client

(for erarlple, power ofaltomey, h.altbcrre sunDgate fo.E, order, agpointrEnt ofa Bu.tdis.ship, ordEr @oi in8 pcBooal represeDtative, lcEerB of adarhGtration).

Client Name:

ID#:

DOB:
Orlginrl: To FilcDH3203-SSG-09/2017 Copy: To Client Copy: To Accompany Discloslrle

EXPIRATION DATE: This authorization will expilc (insert date or evetrt) _. I understand that if I fail to specifo aa expiratior &te or
event, this authorizztioo will expir twelvc (12) months ftom the date ou which it was signed.

REDISCLOSURf,: I undeBtatrd that ooce the above information is dis€losed it rDay be redisclosed by the recipie ad the informatioo may oot b€

prctected by federal pdvacy laws or regulations.

CONDmONING: I u.derstatrd that cortrplcting this authorization form is volutrtary. I rcalize that trestrneot will not be deded if I refuse to sign this
form.

REVOCATIONT I uldeNtsDd thst I have the right to rcvoke this authorizatioo any time. [f I rcvoke this autho.ization, I understaDd that I must do so in
*riting and that I must prcsent my revocation to tie medical rccord departrneDt. I utrdcrstrnd tlat the revocatioD will not apply to information that hrs
already been rclensed in response to this autlorization. I understand that the revocation will not apply to my iDsurstrce company, Medicaid and Medicare.



Florida Breast and Cervical Cancer Early Detection Program

Annual Applicant Agreement

The Annual Applicant Agreement (A/fud) is used to obtain authorization and information from eligible women
enrolled in the Florida Breast and Csrvical cancer Early Detection Program (FBCC). The FBcc will collect
participant Protected Health lnformation (PHl) and Personally ldentifiable lnformation (Pll) that is required to
provlde pellent servlces.

Please read each statement bolow and agre6 by slgnlng at the bottom of the document.

As an FBCC applicant, I declare that:

'L 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 below 200% of the Federal Poverty Level (FPL) and I have no health insurance
that pays for breast and cervical can@r screening exams.

3. I will no longer be eligible for FBCC if my income changes to above 2007o of the FPL.

4. I will c€ll 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. I will disclose any breast or cervical screening sorvices that may impact my eligibility of enrollment in FBCC

I may have a share of cost for some services.

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

I agrea to complete any follow-up t6sts within 60 days. f I tail to moot th6se guidelines, I may bo r€sponsible
for partial or full cost of all sorvicos

'10

I will allow an excfiange and release of my medical information b€tween my health care providers, the FBCC, the
Florida Department of Health's Cancer Data Registry, the Centers for Oisease Control and Prevention, and others
related to my health care. This information could include medical history, examination and procedure results, even if
they were not paid by FBCC.

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

lf I am diagnosed with breast or cervical cancer as a result of FBCC screening, I will be referred to DCF Medicaid
Program which will determins if I am eligibls for Modicaid benefits to cover treatment cost. I can reapply to FBCC for
screenin onc€ treatment is completed

13. This agreement is for glg year unless my program oligibility changes. lf my eligibility status changes 9I 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, collection of social security numbers by the
Florida Department of Health for the FBCC may be necessary in ord6r to apply for and receive Modicaid
benefits.

lf you have any quostions, contact your R6gional Coordlnator at the local Regional FBCC offtce:

Local Regional FBCC: Phone

Client Signature Date

Printed Name

Client Email Address:

HEATTH

6
7

8

11.

12.

DOH- FBCC July 1,2023

Date of Birth

9.

xetbr-QlqzJ 1-800-226-6110 I



INITIATION OF SERVTCES

Nao€ of Agency:

Ageocy Ad&ess:
I cms€nt to ent€riog iDto I ctient-provider rElaliooship. I authorize Departme of Health staffand thet rEpresedatives ro renderroutirc hqlth carc. t

uDdristaad routine health cae is c{'Dfideffial and volutary and may involve medical visits including obtsiniDg medical history, 8lis€ssmeot,

exsEinstio!, admidsuatioa ofmedicatioo, laboatory t€sts and/or miBq procedut€s. I E8y disc.ntiDu€ thi! lelatioDship 8r atry tirDe.

By initiathg this litre I aclrowledge tbrt I have beco provided with a Telebealth hformed C@s€rt Informatiooal Sheet and tbat I coosent to

the lllovisicn of somo sgrvices to b€ provided by means of telehcalth. I fiay withdmw my consent 8t any time by discotrtiDuing thc us€ of telehealth

serviccs wirhort affccting Ey righ to fimre cac or tleatutrL

PART tr DISCLOSURE OF INT'ORMATION CONSENT (Ee$m€of paymeat or hed0rcae operations pupos€s oflly)

I col]sear to tbe rse and disclGure of my healtb informarion; including medical, dental, HMAIDS, STD, TB, substarce abuse preventioq

psychiatidpcycbological, aad case rnanagemerr; fq tl€ahent, p6)me aad health care operations. Additiorally, I closent to my health hfGnoation

being shded in the Health Informatim Excbaoge (HIE), allowing access by participating docton' offices, hospitals, care coordinators, 18tls, radiology

oelrters, aod other be8lth care I'tovidels though seqrre, elcc,tronic m@os. If you choose rlot to sharc your infomation in the HIE, you m8y opt out by

reqrsting aad si8r,i"g sD HIE Optols fore

PART Itr MEDICARE PATIENT CERTIFICATION, AUTIIORIZATION TO RELEASq AND PAYMENT

REQUEST (Only applies to Medicare ClieDts)

As ClirnrRepr€seDtativc signcd bclow, I certifu thar the ioforoation given by me ia applying for payEent utrder Title XVItr oftbe Socisl S€orlity Act

is oqrect. I authqizc thc above agacy to rcleas€ Ey health ilfqrlatiql to the Social Security AdminisFalion or its intentEdiaries/cariers fc,r this or

a rcl*cd Medicae clairr- I rcquest that peymstrt of authorizcd b€oefits be rDade @ my behalf t assig! the beDefits palable fo( ph)6ician\ sdvices to

thcabove-namedageory8lldauthorize ittosubmita claimro M€dic{€ forpa}De .

PART MSSIGNMENT Of BENEFITS (Ody applies to Third Psrty Pa)€rs)

As Clieor /Represcntative signed bclow, I assign to the above-n8med agsncy aI bsiefits provided unda any health care pla! or medical expense policy

Tbe stDorot of such b€nefits shall oot cxce€d lte medicsl charggs s€t forth by the approved fee schedule. All payments under this paragraph are to be

Esde to above sg€ocy. I am perEomly rcspotrsible fo! chr.ges Eot covercd by this sssigDDctrt.

PART V COLLECTION, USE OR RELEASE OF SOCIAL SECURITY NTJMBER

(This aoticc is provided pursuant to Scction I 19.071(5Xa), Florida Statutes.)

For hcalth care programs, the Florida Depatrrot ofH€alth E{y coucct your social secllIity numb6 fo ideDtificrdion ard billirg prEpGes, ss adhorized

by zubseaiou I19.071(5Xa)2.& ad ll9.07l(5xa)6., Florida Statures. By signiry b€low, I coossnt to tlte collection, use or disclosue ofmy social

s€curity truEb<f, fc,r id€trtificatim and billing purpces 6ly. It will aol be uscd for aDy oth6 purpo6e. I u €rstaad ft8r the coU€diotr of social sec1rity

numbers by the Flcrida DeportrneDt of Health is imperativc for tbe performance of duties and respsrsibilities as prescribcd by law.

PART VI MT SIGNATIJRE BELOW VERItr'IES THE ABOVE INFOR]VIATION AND RECEIPT OF THE NOTICE
OF PRTVACY RIGHTS

Client/Representative Signatin'e Selfor Rspresentative's Relalionship to Clie Date

witress (optioo8l) Date

PART VIT WITIIDRAWAL OF CONSENT

L
Clisny'Repr€sentaiive Sigmture

DH 3204-SSG-02/2022

WTIHDRAW THIS CONSENT, effective
Date

ry
HEAITH

PART I CLIENT.PROVIDER RELATIONSHIP CONSENT
Clictrt N.me:


