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HEATTH

Florida Breast and Cervical Cancer
Early Detection Program (FBCC)

FINANCIAL ETIGIBILITY

Client Name: Date of Birth:_l D#

Do you have Medicaid? E YEs fl No O&Do you have Medicare? E yes E rrro1

2 Doyou have any form of heahh insurancef n vrS f] No Nameofinsurance

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

4. Net Household lncome (AfterTaxes): $_Month OR $ Year

Family
Sire

2026
DOH S<!lc

Monthly hcom€

1 )z.ocv.v l $31,920.00

2 $3,606. s8 $43,280.00

$4,553.25 s54,640.00

$5,499.91 $66,000.00

$6,446.58 $77,360.00

6 $7,393.25 $88.720.00

7 $100,080.00

I $9,286.s8 $111,440.00
o $ 122,800.00

10 $134,160.00

lcertify thatthe above information is correct to ihe 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:

$ I obtoin heolth insuronce coveroge, while undet the FBCC, it is my
tesponsibility to nouly the REGIONAL FBCC olfice os soon os possible.

lf you have any questions, please call the regio na I coord inator a
Kathy Diaz 386 451-6292 between

8:0O 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 dia8nostic procedures must be completed within 60 days or payment for
these services CANNOT be guaranteed.

DOH-FBCC Revised Feb ruary 2,2026

2025

DOH Sc.l.
Yearly lncome

3

4

5

$8,339.91

s10,233.25

s1 1 ,179.91

signature-
oate 

-
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Florida Breast and Cervical Cancer Early Detection Program

Annual Applicant Agreement

The Annual APPlicant Agr8€ment (AA/A) is used to obtain authorization and information from eligible women
enrolled in ths Florida Brsast and Cetylcal Cancer Early Detection Program (FBCC). The FBCC iill collect
participant Protected Health lnformation (PHl) and Personally ldentifiabla lnrormation (Pll) that is required to
provide patient scrvicB.

Pleese tcad each statement below and agr€€ by signing at the bottom of the documant.

As an FBCC applicrnt, 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 below 200% of the Federal Poverty Level (FPL) and I have no heatth insu€nce

that pays for breast and cervical cancer screening exams.
3. I will no longer b€ eligible for FBCC if my income changes to above 2ooolo of the FpL.
4. I will call FBCC Once I obtain health insurance and give them lhe 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 services that may impact my aligibility of enrollment in FBCC.

6. I may have a share of cost for some services.
7 I will use an authorized provider for my breast and/or cervical scrs€ning examinations (breast exam, mammogram,

and/or Pap test).

8 I agre€ to completo any
for partlal or full coat of

follow-up tcats within 60 daF. I I fril to mGGt thg3c guidelinG, I may bo responsible
all setvlce3.

9 lwill allovv an exchange and release of my medical information between my health care providers, the FBCC, the
Florida Departmanl of Health's Cancer Data Rogistry, the Centers for Disease Control and Prevention, and others
related to my health c€re. This informalion could include medical history, examination and procedure results, even f
they werB not paid by FBCC.

I agfee to receive home phone, cellphone, email or postat mail contact iro.n FBCC and the Departnent of
Children and Families (DCD Madicaid PIogram about my hoalth cars.
I understand that the FBCC is a breast and cervical cancer scraening prograrn, not a cancer treatment program.
lf I am diagnosed with breast or cervical cancer as a resutt of FBCC screening, I will be referred to DCF Medicaid
Program which will determine if I am eligible for Medicaid benefrts to cover treatment cost. I can reapply to FBCC for

11

12

screenings once treatmenl is completed

13. This agreement is ,or ono year unless my program eligibility changes. lf my eligibility slatus changes eI this
agreement expires, I may be responsible for services pror'ided during my FBCC ineligible perbd

14. As authorlzed by federal law, Tltle 5 U.S. Code section 552a, collectlon of social security numbers by the
Florida Department of Health for the FBCC may be necessary in order to apply for and recsive Medicaid
banefib-

lf you have any questions, contact your Regional Coordinator at the local Regional FBCC office:

Local Re9 ional FBCC: Kathy Oiaz phone 38&457S292

Client Signature Date

Printed Name Date of Birth

Attachment 2A

10.

Clisnt Email Addrsss:

ooH- FBCC July 1, 2025



AUTHORIZATION TO DISCLOSE
CONFIDENTIAT INFORMATIONI{EATTH

INFORMATION MAY BE OISCTOSED SY:

Person/Facility: Phone I

Faxl:

IN'ORMATION MAY 8E OISCLOSEO TO:
Person,IFacility Phone t

Fax tl
METHOD O' OISCLOSURE:

_ Pick up at Clinic/Facility
Address:
Fax,
EmailAdd.ess:

(P1..6. nol. that amailnt fiay not ba a scaurcd ftahod ol aofirirniaation)

INFORMATIOI{ IO BE DISCIOSED: (h!!i! Seledion)

_ General Medlcal Record(s), includinS STD.nd TB

lmmuniaationr _Family Planning

- 

Progress Notes 

-History 

and Physic.l Results

Prenatal Records Consultations

I SpGCmc. y rutltorlrc rch6! of intor .lim rcl.tlq to: (EM Section)

_ HIV teJt .asults fgr non-traatment purpor€! _ Substance Abuse S€rvice P.ovider Ciient Reco.ds

_ Psychiatric, Piycholotical or Psychotherapeuti. notes _Early lntervention _ WIC

ruRPOsE Ot OISCLOSUREi

_ Continulty of Care _ Personal Use

- 

Other (speci[,)

SHRA I{ OATE: Thi5 autho.ization will erpire (inlen date or event) _. I understand that if I fail to specify an expiration date or

arent, this authorization will expire twelve (12) months rrom the date on which it was siSned.

REOI'CLOSURE: I undcRt.nd that o6c. thc abovc ,nformation i5 dircloscd, it may be di5closed by th. rrcipient and the information my not
be protected byfederal privacy laws or.eSulations.
CONIranONltlG: I underst.nd that codpleting this.utho.i..tion form ir voluntary. lrealirethe lr€atm€ntwill not be denied il I refuie to
sitn this form.
IEVOCAIIOI{r lunderstand that I have the right to ra,roke this authoriration anytime. lf I revole this authoriration, I understand that I

must do so in writing and that I must preJent my revocation to the m€dical re(ord department. I u.derstand that the revocation will not
apply to information that has elready been releaged in rliponse to this ruthori.ation. I understand thal the revocation will not apply to my
insurance company. Medicaid and Medicare.

Cl.cnVL.!.| R.pr.s.nt.lE sitn.tur.

L.3.l Repret€nl.live sRelatro.rnrg tc cl€nr

0ar?

ll you are. htd rapaalantativa ol thc person whor€ intormation you are raqurltin& you mu,t provide docurn!ntation provingyour lega authoritY to
r.euastthir in ormation (for aramph, powar of anom"y, hlalthcare suro8atc lorm, ordaro. apgointment of e Su.rdi.nshi!, order appointint petronal
.ep..5ent.tiva aod lettc6 ol adrn inistration).

Origin.l: To File Copy to Cli..t

Dr 13203-55@S2019

Client Narne:

lD[
DOB:

_ Diagnostic fei tepons (SpecifyType oft6t (s))
tuh-.. l<*,tut.
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HEAIH INITIATION OF SERVICES

PART I CLIENT-PROVIDER RELATIONSHIP CONSENT

Client Name:

Name of Agency:

Agency Address:

I consent to entering into a client-provider relationship. I authorize Department of Health staff and their representatives to render routine health care
I unde.stand routine health care is confidential and voluntary and may involve medical visits includin8 obtaining medical history, assessment,
examination, admioistration of medication, laboratory test5 and/or minor procedures. I may discontinue this relationship at any time.

_By initialinS this line, I acknowledge that t have been provided with a Telehealth lnformed Consent lnformational Sheet and that I consent to
the provision of some seNices to be provided by means oftelehealth. I may withdraw my consent at any time by discontinuing the use of telehealth
services without affecting my riSht to future care ortreatment.

PART ll DISCTOSURE OF INFORMATION CONSENT (treatment, payment or heelthcare operations purposes only)

I consent to the use and disclosure of my health information; including medical, dental, HIV/AIDS, STD, TB, substance abuse prevention,
psychiatric/psychological, socialand behavioraldeterminates of health, and case manatement; for treatment, payment and health care operations
Additionally, I conrent to my health information beinS shared in the Health lnformation Exchange (HlE), allowing access by participating doctors'
offices, hospitals, care coordinators, labs, radiology centers, and other health care providers through secure, electronic means. lf you choose not to
share your information in the HlE, you may opt out by requestinS and siSning an HIE Opt - Out form.

PART lll MEDICARE PATIENT CERTIFICATION, AUTHORIZATION TO RELEASE, AND PAYMENT REQUEST (only applies to Medicare clients)

tu ClienvRepresentative signed below, I cenify that the information Siven by me in applying for payment under'l rtle xvlll of the Social Security Act is

correct. t authorize the above agency to release my health information to the Social Security Administration or its intermediaries/carriers lor this or a

related Medicare claim. lrequestthat payment ofauthorized benellts be madeon my behalf. lassign the benefits payable for physician's servicesto
the above-named agency and authorize it to submit a claim to Medicare for payment.

PART lV ASSIGNMENT OF BENEFITS (only applies to Third Party Payers)

tu Client/Representative siSned below, I asslgn to the above-named agency all benefits p.ovided under any health care plan or medical expense policy

The amount of 5uch benefits shall not exceed the medical charSes set forth by the approved fee schedule. All payments under this paragraph are to
be made to above agency. I am personally responsible for charges not covered by this assitnment.

PARTV COTTECTION, USE OR RELEA9E OF SOCIALSECURITY NUMBER
(This notice is provided pursuant to Section 119.071(5)(a), Florida Statutes.)

For health care proSrams, the Florida Department of Health may collect your social security numberfor identification and billing purposes, as

authorized by subsections 119.071(5)(a)2.a. and 119.071(5Xa)6., Florida Statutes. By sitning below, I consent to the collection, use or disclosure of my
socialsecuritynumberforidentificationandbillingpurposesonly. lt will not be used for any other purpose. lunderstand thatthe collection ofsocial
security numbers by the Florida Department of Health ir imperative for the performance of duties and responsibilities as prescribed by law.

PART VI MY SIGNATURE BETOW VERIFIES THE ABOVE INFORMATION AND RECEIPT OF THE NOTICE OF PRIVACY RIGHTS

Client/Representative Signature Self or Representative's Relationship to Client Date

witness (optional) Date

PART VII WITHDRAWAT OF CONSENT

Client/Representative Signature

For Offce use Ohly - Printot use Lobel

Client Name:

MRN:

008:
Originol to file; Copy toclient

DH 3204-SSG-03/2025

WITHDRAW THIS CONSENT, effective
Date

Attachment 2E


