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Mammography Services Grant Enrollment Form
YOUR CLINIC PHONE
YOUR CLINIC ADDRESS



Enrollment Date:          


Mammogram Scheduled:      


	Patient Information

	Name:

     
	DOB: 

     

	Address:

     
	City/State/Zip:

     

	Home Phone:

     
	Cell  or Work Phone:

     
	SSN:

     

	Ethnicity:

 FORMCHECKBOX 
 Caucasian  FORMCHECKBOX 
  Hispanic
 FORMCHECKBOX 
 Asian          FORMCHECKBOX 
 American Indian

 FORMCHECKBOX 
 African American      FORMCHECKBOX 
 Other
	Emergency Contact and Phone:

                                      

	Primary Care Provider:
	Primary Care Provider Phone:


	Eligibility Requirements

	Insurance Status
 FORMCHECKBOX 
 Insured

 FORMCHECKBOX 
 Underinsured (cannot afford to co-pay, deductible, catastrophic)
 FORMCHECKBOX 
 Uninsured
	Do you have insurance that covers a mammogram?   YES   /  NO 

Are you covered by Medicaid?   YES   /   NO



	Age Level
 FORMCHECKBOX 
 20-39
 FORMCHECKBOX 
 40-49

 FORMCHECKBOX 
 50-59

 FORMCHECKBOX 
 60 +
	Income levels

 FORMCHECKBOX 
   0 – 100% of poverty 

 FORMCHECKBOX 
  101-200% 

 FORMCHECKBOX 
  201%-350% 

 FORMCHECKBOX 
  Over 350%

	Referred for services to _________________________(agency referred to)
 FORMCHECKBOX 
 Screening    FORMCHECKBOX 
 CBE

 FORMCHECKBOX 
 Mammogram (screening & diagnostic)  FORMCHECKBOX 
 Diagnostics (biopsy, ultrasound)
 FORMCHECKBOX 
 Genetic Counseling   FORMCHECKBOX 
 Genetic Testing         Other       FORMCHECKBOX 
 


	Breast Care Services

	Mark BOXES
	Bilateral
	RT
	LT
	Comments

	Screening
	
	
	
	

	Diagnostic
	
	
	
	

	Insert -Additional Diagnostic
	
	
	
	

	Insert -Additional Diagnostic
	
	
	
	

	Insert -Additional Diagnostic
	
	
	

	Follow-up Recommendations
	


__INSERT Waiver_  SAMPLE>  AGENCY NAME  must collect information from al grant participants to receive funding from  Susan G. Komen for the Cure grants.  By agree to take part, I give permission to any and all of my health care providers, clinics, and or hospitals to provide all information concerning breast exams and mammograms and any related care to the SGK and/or Idaho Cancer Data Registry of Idaho.  Any published reports will not identify my by name.  I understand that notifying me of results is very important purpose of the program, and all available resources may be used to notify me if I have an abnormal result.  I agree to have a clinical breast exam, mammogram and any other diagnostic test deemed necessary.  I understand that knowingly providing false information may result in a criminal, civil or administrative action.  __________________________________________Signature
_____________________Date
INSERT YOUR CLINIC INFO  LOGO             








