EWM Diagnostic
Program - Breast

-How EWM can help your clients with breast
concerns
-What your office needs to do




D I q g n OS'I'I C Diagnostic Enrollment is for women with:
Prog I’CI m - -breast concerns (pain, lump, etfc.)
B req s-l- -abnormal breast exam

-abnormal screening mammogram

Who can enroll?*

who are in need of further testing to diagnose whether

or not breast cancer is present.

*If your client is 40 or over and has no insurance and needs a screening

mammogram, please see our EWM Screening Guidelines for instructions.




Who can enroll in
the EWM
Diagnostic Breast
Program®e

EWM Breast Diagnostic Program Eligibility

Gender:
Age:
Income:

Insurance:

Citizenship:

Health
Status:

Females only
18-74 years old

Must meet income guidelines
(see slide 17 for details)

Women with insurance are eligible
for the EWM Diagnostic program (but
ineligible for screening). See slide 10.
Uninsured women are eligible for the
diagnostic program as well.

Must be US Citizen or
Permanent Resident (See slide 16)

Must need services to
diagnose breast cancer



https://dhhs.ne.gov/Documents/EWM_Income_Guidelines.pdf
https://www.uscis.gov/sites/default/files/document/guides/GreenCard_Comparison_EN.PDF

What services
are covered?

Coverage is determined by
the age of the client and
the results of screening,
following guidelines from
the

(NCCN).

Procedures covered for women 18-39:

Screening mammogram not covered by EWM for women <40

CBE Findings:

18-29 Suspicious CBE
(Consultation by

surgeon preferred)

Diagnostic Services Allowable for Reimbursement Based

on Findings:

* Surgical Consultation (can only be reimbursed if provider normally
brings clients in the office for consultation)

Breast Ultrasound

Fine Needle Aspiration

Breast Biopsy

Cytology of breast discharge

30-39 Suspicious CBE

(Consultation by
surgeon preferred)

Same as list above, can also get diagnostic mammogram

Note: Diagnostic mammogram alone does not meet clinical standards of
care for those with a suspicious clinical breast exam



https://www.nccn.org/
https://www.nccn.org/
https://www.nccn.org/

Procedures Covered for women ages 40-74:

* If the client did NOT have a screening mammogram, had a breast lump or other cause for concern, see the first row (“No Screening Mammogram and

Suspicious CBE”).

* If she had a screening mammogram, see the column to the right of the results of the screening mammogram (BI-RADS 0-5) to determine if services
are covered.

40-74

Screening Mammogram Findings

No Screening Mammogram and Suspicious
CBE (palpable mass, etc.)

See Diagnostic mammogram findings ->

Diagnostic Services Allowable for Reimbursement Based on Findings

Diagnostic * Breast Ultrasound is required (diagnostic mammography alone misses 15-20% of
mammogram translucent tumors)

BI-RADS 0-3

Diagnostic * Fine Needle Aspiration

mammogram * Breast Biopsy

BI-RADS 4, 5  Consultation

BI-RADS 0 -
Needs additional imaging evaluation

Comparison of prior films
Diagnostic mammogram
Breast Ultrasound

BI-RADS 1 CBE Negative | * Routine Screening

;I;legative CBE Suspicious for malignancy | ¢ Consultation (can only be reimbursed if provider normally brings clients in the office for consultation)
BI-RADS 2 . B'reast UItrasoun'd .

_ Benign * Fine Negdle Aspiration '

finding * Breast Biopsy Cytology of breast discharge

BI-RADS 3 — Probably Benign

Diagnostic mammogram or ultrasound at 6 months, then every 6-12 months for 2-3 years

BI-RADS 4 — Suspicious Abnormality or
BI-RADS 5 — Highly suggestive of malignancy

Consultation (can only be reimbursed if provider normally brings clients in the office for consultation)
Breast Biopsy




Services EWM does cover

>
>
>
>
>
>
>
>

Breast cancer treatment (more on this later)
Anything not directly related to diagnosing breast cancer

Elective excisional biopsies

Non-cancerous skin lesions on breast or axillary area

Genetic testing

Diagnostic mammograms for women under 30

Office visits for women under 40 who do not need further testing
Follow-up for women under 40




Enrolling Clients




Who can enroll clients into EWM Breast

Diagnostic Program®e

» You can! We'll show you how!

» We call this process “enrolling clients
diagnostically”

» Any EWM contracted provider can
enroll clients diagnostically

» Clients do NOT have to be previously
enrolled in the program




What if a client comes in with no

paperworke

» [f's OKI

» Clients do not need to bring in their EWM
screening card for diagnostic services

» Clients do not need to bring any paperwork at all
—even if they're not enrolled yet

» You the provider can enroll her diagnostically by
using Breast Diagnostic Enrollment Form



https://dhhs.ne.gov/Documents/EWM_Breast_Dx.pdf

What if a client has insurance®@

Many EWM Diagnostic clients have health insurance but still need our program to cover
extra costs:

>
>
>

>
>

Having Health Insurance is OK!

Client is still eligible for the EWM Breast Diagnostic Program

Must meet all other program criteria

Is not eligible for EWM Screening Program unless insurance does not pay for preventive
services

EWM will cover costs that insurance does not pick up

Enroll her diagnostically



https://dhhs.ne.gov/Pages/EWM-Diagnostic-Program.aspx
https://dhhs.ne.gov/Pages/EWM-Screening.aspx

How do | enroll clients?
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» Who/what is this form for?
This form is to be used
ONLY for women with an
abnormal breast exam or
abnormal screening
mammogram that are in
need of further testing to
diagnose whether or not
breast cancer is present.

Breast Follow-Up & Treatment Plan

First Ml Last
o

Client referrad to _

whe will take overcare.

Clinkclany Clinlc nam e and city/phone

Consultation Date to give client options:

Treat ment regimen consists of {lumpectomy, surgery, chemo, radiation, etc.)
Treat ment Scheduled Date: Treatment Performed Date /
Cancer treatment refused date Client made informed decision: OYes D No /

Reason for refusal: )

Screening MRI Preauthorization Request
EWM reimburses for screening MRI as an adjunct to screening mammogram and CBE for the clients that meet the following criteria, starting at age 25:
Check one of more that apply ta the clent, i iate ci Fax lo: 4072-471-0913
3 Previous personal history of breast cancer
Lifetime risk of 20-25% or graater based on family history using breast cancer twol for women 354
www.cancergov/berisktool!  (for women under 35, go to https: /fibis. ikonopedia.com/
Client has OBRCA1 OBRCA2 2Other mutation Date of genetic testing: I L
First-degree relative with BRCAL or BRCAZ {parent, brother, sister, child) Relative:
Previous Radiation Thetapy to chest, betwean the ages of 10-30 Age: Purpose of radiation
Hava Li-Fraumeni syndrome, Cowden syndrome, o Bannayan-Riley-Ruvalcaba syndrome, o have first-degres ralatives with one of these synd remas

[

Date of genetic testing:

QOO

o

EWM staff use only. Requestapproved: O¥es ONo Program signature: Date:___/___/___ Authofization expires one monthafter date of signature

Last Clinical Breast Exam Result/Finding: JNegative/Benign  OSuspicious for breast malignancy  Date / Y A
Last Screening or Diagnostic Mammogram Result: Date / |
Last Breast Ultrasound Result: Date: / gz
Last Treatment: Date |
6 Month Follow Up: Only for clients 40-74. What are the client’s current results? Please note follow-up is not reimbursable for clients under 40,
Client reports sym pt: QNG OYES, list symptoms:
DATE: / J____ Clinical Breast Exam Results (check one): O Negative/Benign O Suspicious for breast malignancy
DATE: / /_ Mammogram Results check one): JNegative GBenign Probably Benlgn
DATE: / J____ Breast Ultrasou nd Results {check one). JMegative JBenign JProbably Benign

DATE: / / Consultation by Clinle Name:
DA:L:_ / / Blsty:‘ Ty pa: Results: * Must do mewworkaipon page 3
Name of Clinic: City: Date:
Referral, ME| Request & Follow-up -4



https://dhhs.ne.gov/Documents/EWM_Breast_Dx.pdf
https://dhhs.ne.gov/Documents/EWM_Breast_Dx.pdf

Where 1o find our forms

Good Life. Gre

Administration ices Assist Children,
& Support & Offices & Regulations Programs & Seniors Data Wellness Records

Provider Information & Forms < Back o

Women's and Men's Health

F rm n Wn | Subscribe For Updates
» Forms can be do oaded m—

» More

and printed out from here:

Colon Cancer Awareness &
' I I I ' l Prevention
WWW d h h S n e q OV/ eW for S Every Woman Matters Enrollment Age and Income Guidelines Update:
° ° ° Starting November 1, 2023, Every Woman Matters has changed its enrollment age from 40 Provider Information &
years of age to 35. It has also increased the Federal Poverty Income Guidelines from 225%

~

Forms

o
to 250%. Prevention in Communiti

.
> B OO km O rk Th IS p O g e ! The program will Provider Participation Manual, Fee Schedules and Income Guidelines

General Forms

»

> B re O ST Di O g n OSTi C form S O re 'Diagnostic Enrollment/Follow-Up and Treatment Forms
O VO i | O b | e in E n-(. J ”S h O n d Diagnostic Presumptive Eligibility Checklist

Diagnostic Reference Quick Guide

Spanish
O n |S Breast Diagnostic Enrollment/Follow-Up Treatment

English
. Spanish
> | nSTrU CTIO ns Ore no Ionger Breast Diagnostic Instructions

printed as part of the form but e B
can be found online

Cervical Diagnostic Instructions

Client Informed Refusal Form



http://www.dhhs.ne.gov/ewmforms
https://dhhs.ne.gov/Documents/EWM_Breast_Dx.pdf
https://dhhs.ne.gov/Documents/EWM_Breast_Dx_Spanish.pdf
https://dhhs.ne.gov/Documents/EWM_Breast_Dx_Instructions.pdf

If you have forms in your office...

BREAST DIAGNOSTIC ENROLLMENT et ol

NEBRASKA
Follow Up & Treatment Plan for Women 18-74 -
PROVIDER NOTES 301 Centennial Misl Sauth - R0, B 34347
«  clients with insurance May STILL BE ELIGIBLE for diagnostic services, e
*  1iclientis currenty enrolled for screening sarvices complete ONLY pages 3 and/or 4. PO 1
*  Diagnostic form instructions may now be found online at dhhs.ne.zov/ewmforms =z o ZE0E

Male clients - NOT efigible for screening or diagnastic procedures (see Tronsgender Poiicy pg73
ond pg8o in the Women's & Men's Health Progrom Srovider Participation Manu

Pieasa answer each question and PRINT clearly!
First Mame: Middle Initial: Last Mame:
Maiden Name: Marital Status: OSingle OMarried ODivorced DWidowed
. Gender: JFemale OTransgender Do you identify as: DHetercsexual Dlesbian DBisexuzl DGay
JFemale 1o Male
E SMale to Female
Birthdate: i / Social Security #: = = Birthplace ___
[ ity s siate o country o BR
§ Address: Apt. ¥
g City: County: Stata: Zip:
Home Phone: | } Work Phone: ( ) Cell Phone:
Preferred way of Contact?; JHome OWwork JCell Isit okay to text your cell phone?  Jves THo
T¥es | wiant to receive program jon by email. Email:
Contact person: i
Phone: DHomz Owork Ocell
Are you of Hispanic/Latina[o] origin?
ves DNo Junknown iare you a Refugee? Tves ND DIDKS
1f yes, where from:
what is your primary language spoken in your home?
JEnglish  DSpanish  Vietnamese Highest level of education completed
DDther <athgrade O5ome hizh schoal
SHigh scheol graduats or equivalent
What race of ethnicity are you? _ jenect ol soes that o some collage o higher Don't know
DAmerican Indian/Alaska Native IDEN'T Want To answer
Tribe, -
Black/ATcan Emerican How did you hear about the program
DMesican American Dactor/Clinic
Dwnits Dagancy
Dasian i i JInEwspaper/Radio Ty
Facific Islander/Native Haviaiian “IFamily/Friend
D0ther, . 21 am a Current,/Previous Clisnt
DUnkngum JCommunity Health Workar
Other
Have you ever had any of the following tests?:
Papest Otes Mo DDk Have you ever had cervical cancer? ; ;
Pravious/erior Pap testData ___ /| Mo Oves Dokt when:___ S/
The result OMNormal DAbnormal DK*
Mammogam Dves OND DDK*
HPV test DYes DNo DDK* Pravious/Prior Mammaogram Date _
Previous/Prior HPV test Date i The result: ONormal DAbnormal DK
The result ‘DNormal abnormal JDE" :
Has your mother, sister or daughter ever had
Have you ever had a hysterectomy breast cancer? Tves DHo ODE*
fremovi of the uterus)? Oves Omo ODK*
2a. Wasyour cervisramoved?  Dves Mo DDK® Have you ever had breast cancer?
2b. Was your hysterectomy Omo Oves Dox*  when
totreat cervical cancer?  Dves OMNo  DDKY

1- Enroliment Continue to Page 2

Please check the date in the top right corner

We prefer forms dated 2017 or later

The newer the better - these forms change
frequently as our program eligibility evolves

Always go to the website for most updated
version



CLIENTS THAT ARE NOT CURRENTLY
ENROLLED IN EWM

NEVER BEEN IN EWM BEFORE

Enrolling Clients-

OR

Palil.OReé

HAVE BEEN ENROLLED IN EWM
OVER ONE YEAR AGO AND
NEED UPDATED ENROLLMENT
INFORMATION




Enrolling Clients Diagnostically
— Patients not yet enrolled in EWM

BREAST DIAGNOSTIC ENROLLMENT ey

NEBRASKA
Follow Up & Treatment Plan for Women 18-74 . - -

PROVIDER NOTES: 301 Catennial Msd South

+  Clients with insurance MAY STILL BE ELIGIBLE for diagnostic services. Lncii NE Sramsy g ‘;i:n-zu'
= IFclientis currently enrolled for screening services complets ONLY pages 3 and/or 4. rowrmthbins e Gl
= Diagnostic form instructions may now be found online at dhhs.ne.gov/ewmforms RS g

Male clients - NOT aligible for screening or diagnostic procadures (see Transgender Aalicy pg73
and pga0 in the Women's & Wen's Heaith Pragram Provider Participation Manual),
Please answer each question and PRINT clzarly!

> Your client does not have to be currently enrolled in e Lo e
Every Woman Matters to use the diagnostic form. SR P

Addrass: Apt.#

City: County: State:

Home Phona: | ) Wark Phone: | ). Call Phone: ]
Preferred way of Contact? THome Gwork 3ezll Isit okay to text your cell phone?  Dves Sho
s | want to receive program i on by email. Email:

» Clients 18-74 with a breast diagnostic issue may be
enrolled immediately by using this form as long as they:

Contact person: ionshi

i

Phona: DHome Owork Ocell

Are you of Hispanic/Latina(o) origin?
Dives Iho DUnknawn Are you a Refugee? Oves ONo DOK*
if yes, where from:
what tis your primary language spoken in your home?

Ospanish  OVietnamasa Highest level of ecucation completed:
] Sother oth grede ISome high school
. . . S zh Echool graduate o squivalent
What race or ethnicity are you? fenock o cowss that copiy| Jsome college or higher Don’t know
[ ] l I Iee e I I I‘ OI I Ie gl ” e I I Ies )Amsgcan indian/alaska Native “IDon't want to answer

DBlack/African American How did you hear about the program:
DMexican American ".)Dacmn’c\imc

-  meet citizenship requirements

— '.)I am a mrr\ann’Pneuuus client

Ounkngwn JCommunity Health Worker
. . . DGther
- have abnormal screening results within the last 6 Have you ever had sny of the following tests?:
Pap test Oves DMo ODK* Have you ever had cervical cancer?
Pravious/erior Pap test Date i Dho Oves DDx* when: 4 S
The result: Normal abnormal ODK*
I I IOI l S MammogEm DYes ONo DK
HPV test Dves DNe DJDKY Pravious/Prior Mammaogram Date _
Pravious/Prior HPY testData __ /_ /___ The result ONormal D2bnormal JDE*
The result: INormal Dabnormal DK X
Has your mother, sister or daughter ever had
Have you ever had a hysterectomy breast cancer? ives ONo DDK*
{remava of the wterus)? Ovws Ouo ODK*
Za. Was your cervix ramoved?  Oves Do DDK? Have you ever had breast cancer?
2b. Was your hystaractomy DNo Dves DDK* when:____f_ f
totreat cervical cancer?  Dves ONe  DDK*

1- Enroliment Continue to Page 2 =% =+ =%




Enrolling Clients Diagnostically
— Clients not yet enrolled in EWM

Need services to Meet Income
diagnose breast Guidelines
cancer

Eligible clients must be within 250% of the
Federal Poverty Guidelines.

Breast lump, pain, or discharge

Abnormal breast exam Current income guidelines can be found at

Abnormal screening results within the https://dhhs.ne.gov/Documents/EWM Income Guidelines.pdf

last 6 months.

S

Be a U.S. Citizen or
Permanent Resident

Clients must comply with Neb. Rev. Stat. §§4-108
through §§4-114, being either a

US citizen or Qualified Alien under the

Federal Immigration and Nationality Act.

> Qualified Aliens must submit a front and back
copy of their Permanent Resident Card with
their application.



https://dhhs.ne.gov/Documents/EWM_Income_Guidelines.pdf
https://www.uscis.gov/sites/default/files/USCIS/Green%20Card/GreenCard_Comparison_EN.PDF

Income
guidelines HE

Women’s and Men’s Health Programs ...
Income Eligibility Scale
for Every Woman Matters
Effective November 1, 2023-June 30, 2024

Yearly Income Monthly Income
#::$:;TJ ' FREE $5.00 Donation #::,:::::; ! FREE $5.00 Donation

0-$14,580 $14,581-36,450 1 0-$1,215 $1,216-3,038
2 0-$19,720 $19,721-49,300 2 0-$1,643 $1,644-4,108
3 0-$24,860 $24,861-62,150 3 0-$2,072 $2,073-5,180
4 0-$30,000 $30,001-75,000 4 0-52,500 $2,501-6,250
5 0-$35,140 $35,141-87,850 5 0-$2,928 $2,929-7,320
6 0-$40,280 | $40,281-100,700 6 0-$3,357 $3,358-8,393
7 Call 1-800-532-2227 7 Call 1-800-532-2227

Ej) y M/’Lﬁﬂ/ MCKI Note: When Screening Cards are sent to clients, they will have an opportunity to make the suggested 55

donation back to the program to help women receive screening services.

301 Centennial Mall South ~ P.O. Box 94817 ~ Lincoln, NE 68509-4817
Toll Free: 800-532-2227 ~ Local: 402-471-0929 ~ Fax: 402-471-0913

Every Wonan Alatter www.dhhs.ne.gov/EWM

o NEBRASKA

‘ Funds for this project were provided through the Centers for Disease Control and Prevention Breast and Cervical Early Detection Program,
¢ wiell integrated Screening and Evaluation for Women Across the Nation, and Colerectal Cancer Screening Demonstration Program
Cooperative Agreements with the Nebraska Department of Health and Human Services.

it o wEAL T ANE) MLSLLN REEVICEY




Enrolling Clients Diagnostically

— Patients not yet enrolled in EWM

BREAST DIAGNOSTIC ENROLLMENT et

Follow Up & Treatment Plan for Women 18-74

R GO 208 o v a0 psaz7
Sl il 1 ance A STLLBE ELGIBLE o gt v, e
. . 53 andfor i
+ Disgrasiicfarm nscructions may vhzhundnn.meal dhns.vls‘gov,ewrmn S e
. procedures [see ‘Mnsgeﬂder Palicy pa73 SR
and pgs0in the Wemen's & Mer.ir‘ec‘r’l am_mm provide Prticption M e
N aceston ans PRI vy -
First Hame: Middle Initial: Last Name:
Maiden Name: Marital Status: OSingle SMarrisd 3Diverced DWidowed
El  Gender: SFemale OTransgender Do you identify ss: OHeterosexusl Olesbian OBisaxusl DGay
SFemale fo Male
IMals to Femalz
o e / Sacial Security # 5 Birth place
5 fad Apt.#
E Gity: Caunty: State:
Home Phone: ) Work Phone: { ) Cell Phone: | )

Preferred way of Contact?: JHome Gwork Dcell Is it okay to text your cell phane? Dves JHa

Des| want to receive program information by email. Email:

&
g‘ Phone: OHome OWork Cell

Are you of Hispani/Latinal) origin?

wihats yourprinaryLanguage spolen in your home?
3 Spanis

JPaclh( Islander/Native Havaian

s 3o Dunknown Are you a Refug Dves Ono DoK*
Tryes, where o

Jvietnamese Highgstevelof dycation completed

Dengish
Say rade Jisome high school
nah Eon) craduee - equivalent
What race or ethicity are you? _(checs i poss eacc ey 5ome college or higher bon't know
“american indizn/a/aska Native Don't want to answer
Black/ATican Amarican ow did you hear about the program
m:nm,\merm Grecscune

N Eanoermatiorny
A

Dtam 2 curentprevious cint
Sonsm 3emmunity et We

riend

Have you ever had any of the following tests?

totreatcervical cancer?  Thes Omo ODKY

1- Enroliment

Paptest oMo DK Have you ever had carvicel cancer?
it [ Ofio Oves J0K' When f
The result oAl Jabrermal Ik

MammagEm Oves ONo Bk
HPY test Oves QMa QDK Previaus/ior Mammogram oste
Previous/erior HPy test Date piiiat The rasuit ONormal 3 Abrormal JoK*
The result Normal Dibnormal J0K*

s your mother, sister or daughtsr ever had
Have you ever had a hysterectomy breast cancer? Oves Ono oKk

remaual of the userus)? Qs Dm0 oK
2a. Was your cervix removed?  Oves Ofio DDK* Have you ever had breast cancer?
2b. Was your hysterectomy o Oves ODK'  When: ___ /.

ContinuetoPage2 =3 -4 =4

hen sign & date and you'rs done! e

jeekly IMonthly OVeariy Income: $

2 incame quie

B wnen ram eontacsa 5y program aff
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izen or a qualified alien under the Federal Immigration and

ou.
e 4-111{1)ib), | arast s follows:

T O T I DTS ST
oR

™ 1am a qualified alien under the federal I'-wrrlgrahﬂ'v and r\amra\m ;:‘ susc 1101
on January 1, 2008, and is lawfully present in the United St
Cacumantatian.(far sxampls, Pafmanant Rasident Card or &-Humber Alitn Registradon Number]

et seq, as such
nt 2nd back copy of

I hiereby artast that my response and the information provided on this form and any related application for public
efits are trus, complete, and accurata and | understand that this information may be usd to verify my lawful

presence in the U

Please Print Your Name (first, middle, last)

Your Signature

- I
Date

/.
Your Date of Birth

Enroliment - 2

Clients who have not yet enrolled in the program or who

have enrolled over one year ago must complete pa
1-2 of the Breast Diagnostic Enrollment (BDIA) with:

O

Providers can have clients complete pages 1&2 in

contact information

demographics

breast and cervical history
income and insurance
citizenship status

signature (date of signature should be the date of first
diagnostic service in order for it to be reimbursed)

their office.

ges



https://dhhs.ne.gov/Documents/EWM_Breast_Dx.pdf

Enrolling Clients

— Part Two CLIENTS THAT ARE CURRENTLY

ENROLLED IN EWM OR THE STATE
PAP PLUS PROGRAM




Enrolling Clients Diagnostically
— Patients already enrolled in EWM

If your client meets the following criteria, pages
1-2 of the Breast Diagnostic Form (BDIA) do not ’
need to be completed or returned:

» Age 35-74 and has recently completed a Healthy q
Lifestyle Questionnaire and had a EWM well woman
screening visit
» Age 18-74 and is currently enrolled in the State Pap
Plus Program
» Call EWM at 1-800-532-2227 if you are not sure they
are an EWM client




NEW! Quick reference guides online!

Pages/EWM-Provid
Good Life. Great Mission.

Administration Divisions Licensing Assistance Children, Families Public Health & vital
& Support & Offices & Regulations Programs & Seniors Data Wellness Records

Provider Information & Forms « Back o

Women's and Men's Health

Contracted Provider (doctors and clinic) Listing Every Woman Matters

Colon Cancer Awareness &
Prevention

Subscribe For Updates

Every Woman Matters Enrollment Age and Income Guidelines Update:

Starting November 1, 2023, Every Woman Matters has changed its enrollment age from 40
years of age to 35. It has also increased the Federal Poverty Income Guidelines from 225%
to 250%.

~

Provider Information &
Forms

Prevention in Communiti

The program will Provider Participation Manual, Fee Schedules and Income Guidelines

General Forms

'Diagnostic Enroliment/Follow-Up and Treatment Forms

»

Diagnostic Presumptive Eligibility Checklist
Diagnostic Reference Quick Guide

Breast Diagnostic Enrollment/Follow-Up Treatment
English
Spanish
Breast Diagnostic Instructions

Cervical Diag ic Enroll /Follow-Up Tr
English
Spanish
Cervical Diagnostic Instructions

Client Informed Refusal Form

When in doubt, check these out!

Go to www.dhhs.ne.gov/ewmforms

There is a Checklist and a Reference
Guide for eligibility for diagnostic
services so you don't need to have all
of this memorized

» Diagnostic Presumptive Eligibility
Checklist

» Diagnostic Reference Quick Guide

Print them off for your clinic



http://www.dhhs.ne.gov/ewmforms
https://dhhs.ne.gov/Documents/Diagnostic%20Presumptive%20Eligibility%20Checklist.pdf
https://dhhs.ne.gov/Documents/Diagnostic%20Presumptive%20Eligibility%20Checklist.pdf
https://dhhs.ne.gov/Documents/Diagnostic%20Reference%20Quick%20Guide%20-%20Providers.pdf

NEW - Quick reference guides

10.

Diagnostic Presumptive Eligibility Checklist

Women ages 18 and up for breast cancer diagnostics after abnormal screening results that occured
within the last 6 months.

Women ages 21 and up for cervical cancer diagnostics after abnormal screening results that
occured within the last 6 months.

Clients ages 25-39 with documented personal history of BRCA1 of BRCA2 would be eligible for
annual breast MRI screening.

Breast or Cervical Cancer Diagnostic Form completed in its entirety
. Incomplete forms will be returned to the provider office

Income falls within Income Eligibility Scale
. Income eligibility scale is found on the Every Woman Matters website:

http://dhhs.ne.gov/EWMforms

Insurance coverage noted on form
. Patient may have private insurance and be responsible for co-pays and deductibles
. Patient cannot have Medicare part B or Medicaid

Patient is a U.S. citizen or qualified alien under the Federal Nationality Act

. Patient has marked the box attesting that they are as US citizen or qualified alien

. Copy of front and back of USCIS documentation provided with program form
(Permanent Resident Card)

Medical Release Form is signed and dated by patient (this also includes listing client date of
birth and printing client name).

Services provided follow program guidelines

. Guidelines are printed on Diagnostic Forms
. Program adheres to the current ASCCP Consensus Guidelines for Cervical Abnormalities
. Program adheres to the NCCN Screening and Diagnastic Guidelines for Breast abnormalities

The initial visit may be reimbursed by EWM if the provider determines that CBE is suspicious for
breast malignancy and additional tests are required to reach a final diagnosis.

Instructions for the Breast and Cerivical Diagnostic Enrollment Forms
can be found on the Every Woman Matters website:
http://dhhs.ne.gov/EWMForms

ENEEENENEEENENESEEEEE
REFERENCE GUIDE = PROVIDERS

Qualifying Criteria Quick Guide

DIAGNOSTIC SERVICES

Gender Females Only

- 18-74 for Breast Diagnostic Services
B 21-74 for Cervical Diagnostic Services

Income Must meet [ncome Guidelines

Health Insurance

CLIENTS MAY HAVE INSURANCE

Citizenship

Must be a US Citizen or Permanent Resident*
*must provide front and back copy of Permanent Resident card

Health Status:

Must need services to diagnose breast or cervical cancer

Forms

Only forms printed 2022 or later are accepted (Date found in upper right-hand comaer)

Enrollment

BREAST can be enrolled as a diagnostic client at the provider's office for
diagnostic work up for breast issues or if they have had an abnormal
SCrEEning mammaogram.

#  Breast enrollments must follow the National Comprehensive Cancer Network
(MCCN] guidelines. If a client has a suspicious clinical breast exam, a diagnostic
mammaogram alone does not meet dlinical standards (shown on the Breast
Diagnostic Enroliment Follow Up and Treatment Plan Form (BDIA)).

CERVICAL can be enrolled as a diagnostic client at the provider's office for
diagnostic work up for abnormal pap tests.
¢ Cervical enrollments must follow the current ASCCP Guidelines [shown on the
cervical Diagnostic Enrollment Follow Up and Treatmant Plan Form (CDILA)).

\Womean's and Men’s Health Programs .
.. Income Eligibility Scale ..

for Every Woman Matters
Effectie toly 1, 2023 Juna 30, 2034

Teariy locome Muosnibdy fncome
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S S e — PO. Box 94817

Lincaln, ME 58509
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22 - Program Guidance

Please call 800-532-2227 to speak with a program Nurse regarding completion
of diagnostic forms or to answer diagnostic questions.

Fas- 402-471-0513
dhhs.ewm@nebraska gov




Completing

Breqst

Diagnostic

Enrollm

ent EeNms

BREAST DIAGNOSTIC ENROLLMENT

Follow Up & Treatment Plan for Women 18-74

Diagnostic form instructions may n
Male cliznt: i

First Mame:
Maiden Name
Gender; E OTransgender

Middle Initial
Marital Status:
Do you identify as:

Female to Male

Male

Birthdate: F) f

S

Contact person
Phone: |

are you of Hispanic/Latina(a] origin?
Yes O m

Work Phone: | )

kel 1sit okay to text your cell phone?

JHome

ary languas ken in your home?
namese

T pri "
J5panis

Wwhat race or ethnicity are you?
in Indian/laska Nal

HPV test
Prayvious/Pricr HPY test D,
The rasult:

Have you ever had a hysteractomy
i of the uterus]? Dves
es

1-Enroliment

Prior Mammogram Date

The result: JHorma!

=1
Mo

Mo




First, check to make sure client filled

everything outf on pages | and 2

for clients not already enrolled in EWM

BREAST DIAGNOSTIC ENROLLMENT ”ﬁ‘" S

NEBRASKA
Follow Up & Treatment Plan for Women 18-74

e s 301 Contennial 31 Sauth - 0. B 3281

+  clients with insurance May STILL BE ELIGIBLE for diagnostic services, e N S e o A

*  Iiclientis currently enrolled for screening services complete OMLY pages 3 and/or 4.

+  Diagnostic form instructions may now be found onfine at dhis.ne.gov/ewmform:
Male clints - NOT eligible for screening or diagnostic procedures (see wnsgenn’er Policy pg73

and pgs0 in the Wamen's & Men's Health Srogram Provider Participation Man

o and PRINT f\earlw‘

First Nlame: Middle Initial: Last Nam

Maiden Name: Marital Status: BSingle SMarried 3Divorced DWidowed
Gender: DFemale OTransgender Do you identify as: DHeterosexual lesbian OBisexual 3Gay
JFemale to Male
IMzlz to Femalz
Birthdate: f / Social Security #:

Birth place

Ty B TERTE G cauntTy oF B

CONTACT INFORMATION

Addrass: Apt. ¥
City: County: State: Zip:
Home Phane: | ) Work Phon ) Cell Phone: | I
Preferred way of Contact?: JHome Owork OCell Isit okay to text your cell phone? ves Mo
Tfes | want to recive program ion by email. Email
Contact person:
Phone: DHome Owark cell

re you of Hispanic/Latinalo) origin?
s IHo Dunknown are you a Refugee? Oves Do JDK*
1f yes, where from:
what is your primary language spoken in your home?
OEnglish  DSpanish JVietnamase mghes\levelufaduanunwmplmd
other, ath grade Z1Some high school
i 21 School craduats or - squivalent
Ssome college or hizher SDon't know

what race or ethnicity are you? _ fenecs avposss tat g
DDen't want to answer

)Amencan indian/alaska Native

’)B\ack.’.uﬁcan Emerican ‘How did you hear about the program.

OMeyican American Dbector/ciinic

Qwihite Jagency

Disian 5 3 Iniewspaper/Radio/ TV

JPacific Islander/Native Hawaiian DFamilyFriend

Qother, - D1 am & Currant/Previous Client

Unkngvn Community Health Worker
Dcther

Have you ever had any of the following tests?:
Oves ONo OIDK* Have you ever had cervical cancer?
i

Pap test
Pravious/Prior Pap testDate ___/.

o Oves Dox*  when:___ /[
The result: ONormal D abnormal 20K
Mammogram Tves Ono oKt
HEY test DYes DNo ODK* Pravious/Prior Mammogram Date _;
Pravious/Pricr HPV test Date The result g Sbnarmal S0k
The result: ONormal Dabnarmal DK
Has your mother, sister or daughter ever had
Have you ever had a hysterectomy breast cancer? Oves DNo DK
(remavai of the uterus)? DYes N0 DK
2a. Was your cervix removed?  D¥es OMWo DDK* Have you ever had breast cancer? :
2b. was your hysterectomy OnNo Oves Dok*  when: /.
totreat cervical cancer?  DYes ONo  ODK*
1-Enroliment Continue to Page 2 =% = =

Finish the

section below... read the consent... cf

e

| may be required to shaw proaf that my ineem is

when f.am contacted oy grogram aff
15 for Fonices receivod

¥
dvm, Income: 5

What is your household income before taxes? OManthly
e

Please Note: Seif emploped are o use me fter

How many people live on this income? 21 22 O3 24 95 26 07 28 29 210 211 D12

Do you have insurance?®  Qves Fyes, iz it IMegeare far peosle 85 and sver)
g OHare/No Coverage Pz JPartAare 8
Clients with insurance M {18 overage o sl
MAY STILL BE ELIGIBLE JCaaszrophic Insurance O

DPrivate Insurance with or without Medicsid Supplement

for diagnestic services. (please lst]

Informed Cansent and Release of Medical Infermation

B vou must read and sign this page to be  part of the Every Woman Matters Program.

ears of age, | may b
Eoesty Sazad upon us

sencarsrsaning s
n my e cire prow

o biooa preesure,
sooct ning

Iunderstard that | ey oe ssie:

=a5m my level of physTcs!ackiy and make changes £ my cist 25 part of e heslth sducation cfierec to me. | understard that
Sefore | mske these sty ane, :

= | o encoimged o orcerns ar questan:
I talkeg with the Ciric 230Ut Mow | B GRing o By for Bny tests or servize: st arE Rt paic by EWI

iy be gven infarmemion 12
ek o send 2 help me e

range my a Inessene
e

 2naor stop smoking. EWM may remind me wr time tor me to 3checuse my s

m

B85ec or ey parsanal sna nestr riszory, | m
may o get remingers sbout sceerng and e

s, | know tnatif§ mave witnout giving ry mai
e | coept Tespansiity forFokoming FATOLGh o1 ony 6 ke y hemtih coe proves oy 5

1 heaitn care prowide, saratary

soifar restment o EWM.

T szt e i msking the
= provider:

raciaiagy unit, 2ad/ar haspitsl cam g resits of my bresst ancjar canical cances screering foiw up exars, Gagnesic tests

25t hesith care decisions, EWM may shere dinical 2nd other hesith care information including Iab resuts and hasith Ristory with my healta

‘ame, aacracs, amsil, soca acueity Pumber ena/or otner persansi e uzd aniy oy EWM, 1t ey 9e ured 2 T me know 41
iz inParmetion may be tared WAR CIner ortrizaKons 8 nequed 1 reczive trexy st

Sther nformation mey be used for sucies approsed by
so0utwomen's ana men's

for The Centers foc Disesse Cantrol ant Frevention [CBC] for use by outsice researchers io learn move
n. These stugies will not use rry name or otmer pezones infarmeion

In order 1o be eligible for EWM you must be a LS. Citizen or a qualified alien under the Federal Immigration and
Mationality Act. Please check which box appliss ta
4 o the purpuss of complying with Neb. v, Stat 4-111[1](e), | attest as follows

2 lam acitizen of the United States.

oR

7 |am a qualified alien under the federal Immigration and l\a’\ara' v et seq., 35 sud
on January 1, 2009, and is lawfully prsent in the Unitad St d back copy of my
documentstion. [for example, Permanent Resident Card or A- rlumuer,’»\hen Re-u;mnnn Number]

| hereby amest that my rspense and the information provided on this form and any related zpplication for public
benefits are true, complete, and accurate and | understand that this information may be used ta verify my lawful
presence in the United Stat

Flease Print Your Name (first, middie, last) Your Signature
i S —
Date Your Date of Birth

Enroliment - 2

» EWM will return the form

>

to you if sections are left
blank

Income, attestation,
and signature are all
required

Spanish forms available
online



https://dhhs.ne.gov/Documents/EWM_Breast_Dx_Spanish.pdf

Breast Follow-Up & Treatment Plan

*Clients with insurance  1/m¢
MAY STILL BE ELIGIBLE
for disgnostic services.

First M

Screening: Name:

lirie thatinitiated care

Last DOB

City/'Phone Number

Diagnostic: Mame;

ik that p atient was refemed to

Oty Phane Number

Instructions: Please send this form to EWM along with corresponding rad |'er.|gy{rrrd,a"ar pathology reports when dl'rrgn{.!s tic worku p is complete.

Screening History:
3 Clinical Braast Exam Suspiciouws for Breast Malignancy  Date: i /.

Screening History:
L3 Cinical Breast Exam Suspicious for Breast Malignancy  Date: i /

Diagnostic Workup:
[ dSurgical Consultation Date: ! !
Physiclan:

& If CBE s suspicious, EWM encourages sungical consult BEFORE ultrasound

(JEreast Ultrasound Date: ! )
+  Preferred; Referral to surgeon for evaluation and to determine need for u/s
*  Acceptable: Breast ufs ordered by Primary Care Prowlder if no surgeon avallable

[} Dlagnostic Mammogram Date: I !
*  Client must be at least age 30 to have a Diagnostic Mammogram

+  Diagnostic mammogram alone doss not mest standard of care if CBE ks suwspiclous

(JRepeat Breast Exam
JBreast Blopsy type:
JBreast MRl for suspecied inflommatory most Concer Date!
‘IConsultation/2nd opinion

JFNA OR JU/5-Guided Needie Aspiration
Jlient rafused

Date: _ J J
Date: [/ [
R S
Datz: __ J [

Date: I ')

dnthizte: Chent dnformed Refu sol Form/Senvce Prowider Documert

Results of initial SCREENING mammogram, if applieble: Date ___ f [/
JSereening Mammogram was NOT PERFORMED

JBHRADS O - Assemsment Incomplets

JBHRADS 1, 2, and 3 witha suspicious dinical breast exam

JBHRADS 4 - Suspicious abnormal ity

JBHRADS $ - Highly suspicious

Diagnostic Workup:

JSungical Consultation Date: / I
Physician;
JBreast Utrasound Date: i i

D agnostic Mammaogram Date: ! !
»  Dlagnostic mammogram alone does not meet standard of care if CBE k suspiclious

JRepeat Breast Exam Date: ___ J_ f

J8rzagt Slopsy type: Date /[

JErzast MRl for suspected Mnflammatory Braost Cancer Date: _ J [
JConsultatdon/2nd opindon Date: ___J Jf

JFNA OR OU/S-Gulded Nesdle Aspiration Date: ___ f_ f

OClient refused Initizte: Clent informed Refusal FormyServce Provider Docum ent

Refer to EWM Coveroge of Diagnostic Services for more information at www.dhhs.ne.gov/ewmforms

* Final Diagnosis:

This section must be

completed before sending
to EWM

JDuctal carcinoma in situ

JCancer not diagnosed - no treatment necessary

JCancer diagnosed - Rease complete Breast Cancer Treatment section on Page 4
Globular carcinema in situ
Date of final diagnosis or pathology report;  J/ f

a0ther carcinoma in situ Jnvasive cancer

Fac 402-47 140913 || Mail: Every Woman Matbers, PO Box 945 17, Lingoln, NE 685034817 | | Questions: 800-532-2227

T wiendd inst

LTS OF U0 paint out fonms : wishidh s ne gow/E Wk orms

Funds for this project were provided through the Centers for Disease Control ond Prevention Breast ond Cervion! Early Detection Progrom and the Weill integroted Screening

o el Brlustion for Women Across the Ntion Cooperathe A greements with the Nebrosko Department of Hes bh ond Human Servces.

Treatment Plan -

Complete with
the client’s
name, DOB,
and screening
provider where
her CBE was
performed

(if applicable)

Fill in your clinic’s
information under
diagnostic provider.

Page 3 -Let’s get started!

Page 3 of the Breast Follow-up & Treatment Plan can be filled out by any member

of the health care team at a primary care

OB/GYN or surgical provider's office.



Page 3 — Screening Risiory

Screening history section: o e

Breast Follow-Up & Treatment Plan for diagnostic services.
First M Last DOB
- For patients 18-39, fill out the date and e G e b ' |
Mame: Oty Phane Number

findings of her clinical breast exam. ™~ ottt

e Instructions: Please send this form to EWM along with corresponding radiology and/or pathology reports when diagnostic workup is complete.

- For patients 40-74, fill out the date and AP T | T

)

o . . o Diagnostic Workup: Results of initial SCREENING mammogram, if applicable: Date ___ / _ f
[ JSungical Consultation Date: ! ! JScreening Mammogram was NOT PERFORMED
flﬂdlﬂgs of clinical breast exam as well as Prsicon — 28LRACS0- Asesment incomplet
- if CBE is susplcious, EWM encourages sungical consult BEFORE ultrasound JEHRADS 1, 2, and 3 with a suspiclous dinical breast exam

the results of the SCREENING i EhERE

: P - -
s Preferred: Referral to surgeon for evaluation and to determine need for u's Diagnostic Workup:

s Acceptable: Breast u/s ordered by Primary Care Provider if no surgeon available JSurgical Consultation Date: 3 ;
I'l I'”'l I'l s Physiclan;
O O g rO J Dlagnostic Mammogram Date: ! !
= Client must be at least age 30 tohave a Dlagnostic Mammogram JBreast Ultrasound Date: / !

*  [Dlagnostic mammogram alone doss not mest standard of care if CBE k suspidows
D agnostic Mammogram Date: [

j—
* [Magnostic mammogram alone doss not meet standard of care If CBE ks suspidous

- If client 40-74 only got diagnostic e i o i

. JBreast MR for suspected inflammatory Brest Concer Date! / / JBreast Blopsy type: Date / !
mammoaram d (o) N OT Ui- -I-h q-l- in ) Cansuitation/2nd opinion Date:__J__J Rt MRY o susnccoed sgaisionony, o Ciacer Bater_ { f
V4 LJFNA OR  OU/S-Guided Nesdle Asplration Date: / / WCornsutt aton2nd op indon Date: 3. I

JCllznt refused tnitite: Clent formed Refusal Formyervoe Provider Document JFNA OR JUfS-Guided Nesdle sspiration Date: J. ;

SC ree n i n g m q m m og rq m SeCtio n ° C h ec k Refer ta EWM Coverage of Diagnostic Services for rr:or:ﬁ;bn:::ff?n at ;::;:t:mu;j:wﬁ;?;;:: S
the box for Screening Mammogram NOT  FialDiagnoss

This section mustbe JCancer not diagnosed - no treatment necessary

PERFORMED and then check the box under competedblore o [T A
to EWM JDuctal carcinoma in situ Olobular carcinoma in situ JOther carcinema in situ
Date of final diagnosis or pathology report: ___/ f

iT for DiOg nOSTiC mO m m Ogro m . Faw: 402-4710913 || Mdll E f‘rwau-an Mamers, PO Bow 945 17, Lingodn, NE 68509-45817 | | Questions: 500-532-2227

CHofs of 1o print out forms: www.dhis ne. gow/EWhionns
Funds for thispaject were provided t .’vm“"veten s for Diseose Controla nd Prevention Brest ond Cendcol Eorly Detection Progrom ond the Weill inegroted Screening
and Brcluation for Women Across the Netion Cooperative Agreements withthe Nebrosio Deportment of Heoth end Mumen Services. Treatment Plan -

Jnvasive cancer

W




Page 3 —-Diagnostic workup and Final

Diagnosis

The Diagnostic workup sections show all of
the procedures allowable for these
women. Check the box with the imaging or
diagnostic procedure done and fill in the ~_
date of service. — |

- Send corresponding clinical documentation
or form may be returned to you.

- Submit all clinical documentation including
the enrollment is due within 2 weeks of
service.

Check the final diagnosis and date of
diagnosis.

- If you do not check a final diagnosis, the
form may be returned.

*Clients with insurance  1aee
MAY STILL BE ELIGIBLE
for diagneatic services.

Breast Follow-Up & Treatment Plan

First i Last DOB

Sere aning: Name: City/ Phore Number

Cimic thatinitiated care

Mame: Oty Phane Number

Diagnostic:
Clingc that p ati eevt wias retered 1o

Instructions: Please send this form to EWM along with corresponding radiology and/or pathology reports when diagnostic workup is complete.

Screening History:
3 dinical Breast Exam Suspicious for Breast Malignancy Date: /[

\ Screening History:
SigicalBrant Exam, Suspisions farfranc Mol ann e ista: ]

Results of initial SCREENING mammogram, if appliable: Date ___ /__ f
JSoreendng Mammogram was NOT PERFORMED

JBHRADS O - Assessment incomplete

JBHRADS 1, 2, and 3 with a suspiclous dinical breast exam

JBHRADS 4 - Suspicious abinormality

i 7
Diagnostic Workup:

[ JSungical Consultation Date: ! I

Phiysiclan:

- If CBE is suspldous, EWM encourages surgical consult BEFORE uitrasound

[ABreast Wtrasound Date: I J JBHRADS 5 - Highly susploious
" o d H P m n
s Preferred: Referral to surgeon for evaluation and to JJeter!'mr»e need for u/s Diagnostic Workup:
s Acceptable: Breast u/s ordered by Primary Care Provider if no surgeon available JSurgical Consultation Date: ]
Physician:

3 Dlagnostic Mammogram Date: 4 !
= Client must be at least age 30 tohave a Dlagnostic Mammogram

*  [Dlagnostic mammogram alone doss not mest standard of care if CBE k suspidows

JBrzast Ultrasound Date: S f

D agnostic Mammogram Date: I A
*  Diagnostic mammogram alone does not meet standard of care if CBE ks suspidous

(JRepeat Breast Exam Date:_ J/ /
JGreast Blopsy type: Date: _ f  F
JBreast MR forsuspecied lnflammatory Dmest Concer Date:_ f  f
L Consult ation/2nd oplndon Date: /[

LIFNA OR O Uf5-Gulded Nesdle Asplration Date: f /

JClient refused Initigte: Chent Mformed Refusal Form/Servce Provider Document

Date: ! f.

Date: f. !

Date: ! I

JRepeat Breast Exam
JBreast Blopsy type!
JBreast MRI for suspected inflom motory Brecst Coner
JConsult ation/2nd oplinlon Date: ___J/ [
JFNA OR OU/S-Guided Needle Aspiration Date: /[
[JClient refused initimta: Ol yfbrmed Refuss) FormySardes Provider Documant
Refer to EWM Coverage of Diagnostic Services for more information at www.dnhs,ne.gov,/e wmforms

* Final Diagnosis:
This section mustbe

JCancer not diagnosed - no treatment necessary
JCEI’!FP_‘I' F'ia]s’nnﬁﬁl'! = Pease complete Breast Cancer Tragtment section on Page 4
JDuctal carcinoma in situ Globular carcinoma in situ
Date of final diagnosis or pathology report:

completed before sending
to EWM

Q0ther carcinoma in situ Jnvasive cancer

Faw: 402-4710913 || Mail: Every Woman Matters, PO Box 945 17, Linoodn, NE 68509-4817 | | Questions: 500-532-2227
To wiew instructions or to paint out forms: wwwodhihs_ne.gow/EWhtionms
Funds Jor thisproject weve provided through the Centess for Disease Gontrola nd Prevention Breost ond Cervonl Eorly Detection Progrom and the Weil inegroted Screening

wind Brlustion jor Women Acoss the Mation Cooperstive Agreements with the Nebrosio Deportiment of Heoith snd Human Services. Treatment Plan - 3




Page 4 — Breast cancer referral and

frearment

If client is diagnosed with
breast cancer:

» Mark it on final diagnosis
onpg 3

» Indicate type of treatment
and where client is being
referred (pg 4)

» Fill out Treatment Funds
Reqgquest Form

Breast Follow-Up & Treatment Plan

First Ml Last DOB

Client referred to _ who will take overcare,

Clinkclan/ Clinic nam e and city/phone

Consultation Date to give client options:

Treatment regimen consists of (lum pectomy, surgery, chemeo, radiation, etc.)
/. Treatment Scheduled Date: Treatment Performed Date:

Cancer treatment refused date Client made informed decision: OYes ONo

Reason for refusal:

Screening MRI Preauthorization Request
EWM reimburses for screening MRI as an adjunct to screening mammogram and CBE for the clients that meet the following criteria, starting at age 25:
Check one of more that apply to the disnt, and provide appropriate dinical documentation. Fax o 402-471-0913
2 Previous personal history of breast cancer
3 Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+

www.cancergow/berisktool!  (for women under 35, go to https: fibis.ikonopedia.com/)

2 Client has DBRCA1 OBRCA2 OOther mutation, [Date of genetic tasting: / 1

2 First-degree relative with BRCAL or BRCAZ [parent, brother, sister, child) Relative: _ Date of genetic testing: ___ f Ll

2 Previous Radiation Therapy to chest, between the ages of 10-30 Age; Purpose of radiation:
D

Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvaleaba syndrome, of have first-degres relatives with one of these syndromes

EWM staff use only. Requestapproved; OYes ONo Program signature; Date: 2 2 Authorization expires o ne month after date of signature

Last Clinical Breast Exam Result/Finding: Negative/Benign  JSuspicious for breast malignancy  Date: / /

Last Screening or Diagnostic Mammogram Result: Date: ____ /_ f
Last Breast Ultrasound Result: Date: /. /
Last Treatment: Date: ___ /

& Month Follow Up: Only for clients 40-74. What are the client's current results? Please note follow-up s not reimbursable for clients under 40,
Client reports symptoms: ONO OYES, list symptoms:
DATE: / {_ Clinical Breast Exam Results {check one): O MNegative/Benign O Suspicious for breast malignancy
DATE: ! /__ Mammogram Results {check one): SMegative QBenign SProbably Benign
DATE: / /_ Breast Ultrasound Results {check one): JNegative CBenign O Probably Benign

DATE: / / Consultation by Clinic Name:
DATE: / / Blopsy: Type: Results: * Msst do new workupan page 3

Name of Clinic: City: Date:
Referral, MRI Request & Follow-up - 4



https://dhhs.ne.gov/Documents/Treatment_Funds_Request_Form.pdf
https://dhhs.ne.gov/Documents/Treatment_Funds_Request_Form.pdf

Women’s Cancer Program

» |f your client is diagnosed with breast cancer through EWM, by Nebraska state
statute she may be eligible for Nebraska Medicaid (for at least 6 months) for cancer
treatment through the Women’s Cancer Program (WCP)

» this freatment Medicaid is specific to our program including EWM income guidelines
(250% of Federal Poverty Guidelines)

» clienfs with a breast cancer diagnosis have access to WCP Medicaid throughout their
breast cancer treatment

» We provide the client with the WCP Medicaid application

» clients must not have adequate health insurance in order to be eligible for Medicaid
through Women's Cancer Program

» If client has insurance that is limited coverage/benefits, we will work with Medicaid to determine if
insurance is considered creditable or not. If insurance is deemed not creditable, client may be
eligible for WCP.




Women's CaREEREEsEei

If client is diagnosed with breast cancer:

>

>

Call EWM at 1-800-532-2227 and ask for the nurse if you have any questions or
need to discuss next steps.

EWM staff will contact client and send out our Medicaid form.

Although not required, we do appreciate a “heads up” phone call so we can
get the process of helping your patient to apply for Medicaid started as quickly
as possible, as this process takes time.

Clinic should submit the Treatment Funds Reauest Form to EWM.



https://dhhs.ne.gov/Documents/Treatment_Funds_Request_Form.pdf

Page 4 — Screening MRI Pre-authorization

request

» Screening MRIs must be
preauthorized

» Contact EWM with questions

» Approval will be given via fax

» EWM covers MRIs for
diagnostic purposes on a
case-by-case basis

» Screening MRIs are ONLY for
women at high risk of breast
cancer

» Guidelines set by CDC (our funder)

Breast Follow-Up & Treatment Plan

First Ml Last DOB

Client referred to who will take overcare.

Clinkclan/ Clinic nam e and city/phone

Consultation Date to give client options:

(lum pectomy, surgery, chemeo, radiation, etc.)
Treatment Performed Date:

Treatment regimen consists of
Treatment Scheduled Date:

Cancer treatment refused date Client made informed decision: OYes ONo

Reason for refusal:

Screening MRI Preauthorization Request
EWM reimburses for screening MRI as an adjunct to screening mammogram and CBE for the clients that meet the following criteria, starting at age 25
Check one of more that apply to the disnt, and provide appropriate dinical documentation. Fax o 402-471-0913
2 Previous personal history of breast cancer
3 Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+

www.cancergow/berisktool!  (for women under 35, go to https: fibis.ikonopedia.com/)

2 Client has DBRCA1 OBRCA2 OOther mutation, [Date of genetic tasting: / 1

2 First-degree relative with BRCAL or BRCAZ [parent, brother, sister, child) Relative: _ Date of genetic testing: ___ f Ll

2 Previous Radiation Therapy to chest, between the ages of 10-30 Age; Purpose of radiation:
D

Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvaleaba syndrome, of have first-degres relatives with one of these syndromes

EWM staff use only. Requestapproved; OYes ONo Program signature; Date: 2 2 Authorization expires o ne month after date of signature I

Last Clinical Breast Exam Result/Finding: Negative/Benign  JSuspicious for breast malignancy  Date: / [
Last Screening or Diagnostic Mammogram Result: Date: / f
Last Breast Ultrasound Result: Date: / i
Last Treatment: Date: ! f
& Month Follow Up: Only for clients 40-74. What are the client's current results? Please note follow-up s not reimbursable for clients under 40,
Client reports symptoms: ONO OYES, list symptoms:
DATE: / {_ Clinical Breast Exam Results {check one): O MNegative/Benign O Suspicious for breast malignancy
DATE: ! /__ Mammogram Results {check one): SMegative QBenign SProbably Benign
DATE: / /_ Breast Ultrasound Results {check one): JNegative CBenign O Probably Benign

DATE: / / Consultation by Clinic Name:
DATE: / / Blopsy: Type: Results:
Name of Clinic: City: Date:
Referral, MRI Request & Follow-up - 4

* Must do new workupo n poge 2




Page 4 — Screening MRI Pre-authorization

request eligibillity criteria

In order to be eligible, client must have documentation of one of the following risk factors:
» Personal history of breast cancer

» Lifetime risk of developing breast cancer of 20-25% or greater using a breast cancer risk tool

» Must use credible risk assessment tool:

» Forwomen 25+ may use hitps://ibis.ikonopedia.com/

» For women 35+ may use hitps://bcrisktool.cancer.gov/

» Print off results and send in along with request
Known BRCA1 or BRCA2 mutation, or 15" degree relative with it
Radiation to the chest between the ages of 10-30

Li-Fraumeni syndrome, Cowden syndrome, Bannayan-Riley-Ruvalcaba syndrome or first degree relative with
one of these syndromes


https://ibis.ikonopedia.com/
https://bcrisktool.cancer.gov/

Page 4 — Screening MRI Pre-authorization

request

Breast Follow-Up & Treatment Plan e
First Ml Last DOB
Client referredte who will take overcare.
Clinkclan/Clinlc namve and city/iphone
Consultation Date to give client options:
Treatment regimen consists of (lum pectomy, surgery, chemeo, radiation, etc.)
. Treatment Scheduled Date: Treatment Performed Date:
> TO re U eS'I' M R | S U b m | 'I' Cancer treatment refused date Client made informed decision: OYes O No
4 Reason for refusal:

middle section of page o oroate s e
p g EWM reimburses for screening MRI as an adjunct to screening mammogram and CBE for the clients that meet the following criteria, starting at age 25:

Chieck one of mare that apply 1o the client, and provide appropriate cinical dotumentation, Fax to; 402-471-0913
2 Previous personal history of breast cancer

. . .

4 O | O n WI 'I' h ( : | | n I( :O | —_— 3 Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+
www.cancergow/berisktool!  (for women under 35, go to https: fibis.ikonopedia.com/)

Client has DBRCA1 OBRCA2 O0ther mutation _ Date of genetic testing: ___J/ 1

2
M 2 First-degree relative with BRCAL or BRCAZ [parent, brother, sister, child) Relative: _ Date of genetic testing: ___ f ¥
O< U I I I e n O | O n O e 2 Previous Radiation Therapy to chest, between the ages of 10-30 Age; Purpose of radiation:
3 Hawve Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvaleaba syndrome, or have first-degree relatives with one of these synd romes
criterion selected

EWM staff use only, Requestapproved: OYes ONo Program signature; Date; / / Authorization expires o ne month after date of signature

Last Clinical Breast Exam Result/Finding: Negative/Benign  JSuspicious for breast malignancy  Date: / /
Last Screening or Diagnostic Mammogram Result: Date: / I

1 : Last Breast Ultrasound Result: Date: / i

> re_ U O rlZO | O n Last Treatment: Date: ! f
& Month Follow Up: Only for clients 40-74. What are the client's current results? Please note follow-up s not reimbursable for clients under 40,
Client reports symptoms: OJNO OYES, list symptoms:

M DATE: / / Clinical Breast Exam Results check one): O MNegative/Benign O Susplicious for breast malignancy
‘ Exp I r< ES | I I O n O < >r DATE: ! / Mammogram Results {check one): SMegative QBenign SProbably Benign

DATE: / / Breast Ultrasound Results [check onej: JNegative CBenign O Probably Benign

signature date D i

DATE: / / Blopsy: Typa: Results: * Msst do new workupan page 3
Name of Clinic: City: Date:

Referral, MRI Request & Follow-up - 4




Screening MRI - FAQ

» What if my client needs an MRI and does not have any qualifying
criteria, or lifetime risk is less than 20%?

» If client does not have any of the conditions listed as criterion, she is not eligible
for screening MRI through EWM.

» What if | have documentation from a physician that an MRl is strongly
recommended?

» Client still has to meet one of the aforementioned qualifying criteria. Physician
recommendation absent of these risk factors does not qualify a client for
screening MRI.

» There are other resources outside EWM that may be able to help.



Page 4 - Follow-up of Previous Abnormal

sigleligle

» Only for women who need follow-up after a e T - -
previous finding on ultrasound or
mammogram, for example:
> Those who had findings of “probably benign” and need 6- e

monTh fO”OW‘Up Reason for refusal:

Screening MRI Preauthorization Request
EWM reimburses for screening MRI as an adjunct to screening mammaogram and CBE for the clients that meet the following criteria, starting at age 25:

» Those who had negative biopsies and need follow-up Gheck oneof moretat sppy 1 the clent, and provice approp on. Fax o 402-471.0913

2 Previous personal history of breast cancer

23 Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+;
www.cahcatgowberisktool!  (for women under 35, go to https: fibisiko nopediacom/)

2 Client has OBRCA1 OBRCAZ O0ther mutation Date of genetic tasting: S

2 First-degree relative with BRCAL or BRCAZ2 [parent, brother, sister, child)Relative:  Date of genetictesting: _ /  /

3 Previous Radiation Therapy to chest, between the ages of 10-30 Age: Purpose of radiation:

2 Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvalcaba syndrome, or have first-degree relatives with one of these syndromes

» Follow-up is reimbursable ONLY for clients ages 40-
74. Client must be enrolled. Callif you are not sure.

EWM staff use only. Reguestapproved: ¥es ONo Program signaturne; Date: _f  f  Authorization sxpires o ne month after date of signature

’ Pre_OUThorIZOTlon nOT needed, bUT I I lUST fO”OW Last Clinical Breast Exam Result/Finding: MNegative/Benign (OSuspicious for breast malignancy  Date: / l____
. . Last Screening or Diagnostic Mammogram Result: Date: ! f
NCC N d | Last Breast Ultrasound Result: Date: Y G S
gUI e Ines Last Treatment: Date: ! /
& Month Follow Up: Only for clients 40-74. What are the client's current results? Please note follow-up is not reimbursable for clients under 40.
Client reports symptoms: ONO OYES, list symptoms:
DATE: / {____ Clinical Breast Exam Results {check one): O MNegative/Benign D 5uspicious for breast malignancy

» CBE expected before the follow-up imaging is T iy 1 ot s b SO Ay S AR v
performed DATE: ___ /_ /  Consultation by Clinic Marme:

DA!I;:_ ! / BI:_Jps-ff; Ty pe: Results: * st do pew workupa o poge 3
Name of Clinic: City: Date:

s TR Sl
g o




Page 4 - Follow-up of P

sigleligle

» Fill out the previous
abnormal finding that your
patient needs follow-up
from

» Under the 6-month Follow-
up, fill out the date and
results of your patient’s
current findings

» You do NOT have to fill out
page 3ifit’'s a 6-month
follow-up, only bottom of
page 4.

» Send fo EWM along with
corresponding clinical
documentation within 2
weeks of date of service

revious Abnormal

Breast Follow-Up & Treatment Plan e

First Ml Last DOB
Client referred to ___ o who will take overcare.

c name and ciy/phane
Consultation Date to give client options:
Treatment regimen consists of (lum pectomy, surgery, chemeo, radiation, etc.)
Treatment Scheduled Date: Treatment Performed Date:
Cancer treatment refused date Client made informed decision: OYes O No
Reason for refusal:

Screening MRI Preauthorization Request
EWM reimburses for screening MRI as an adjunct to screening mammogram and CBE for the clients that meet the following criteria, starting at age 25:
Check ane of more that apply to the client, and provide appropriate dinical documentation. Fax o 402-471-0913
2 Previous personal history of breast cancer
3 Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+
www.cancergow/berisktool!  (for women under 35, go to https: fibis.ikonopedia.com/)
Client has DBRCA1 OBRCA2 O0ther mutation [Date of genetic tasting: A

First-degree relative with BRCAL or BRCAZ (parent, brother, sister, child) Relative:
Previous Radiation Therapy to chest, between the ages of 10-30 Age: Purpose of radiation:
Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvaleaba syndrome, of have first-degres relatives with one of these syndromes

_ Date of genetictesting: ___ f [/

(eR oo

EWM staff use only. Requestapproved; OYes ONo Program signature; Date: 2 2 Authorization expires o ne month after date of signature

Last Clinical Breast Exam Result/Finding: Negative/Benign  JSuspicious for breast malignancy  Date: / /

Last Screening or Diagnostic Mammogram Result: Date: ____ /_ f
Last Breast Ultrasound Result: Date: /. /
Last Treatment: Date: _ f  f

& Month Follow Up: Only for clients 40-74. What are the client's current results? Please note follow-up s not reimbursable for clients under 40,
Client reports symptoms: ONO OYES, list symptoms:
DATE: / {_ Clinical Breast Exam Results {check one): O MNegative/Benign O Suspicious for breast malignancy
DA ! /__ Mammogram Results {check one): SMegative QBenign SProbably Benign
DATE: / /_ Breast Ultrasound Results {check one): JNegative CBenign O Probably Benign

DATE: / / Consultation by Clinic Name:
DATE: / / Blopsy: Type: Results: * Msst do new workupan page 3

Name of Clinic: City: Date:
Referral, MRI Request & Follow-up - 4




Hereditary Breast Cancer Screening
Protocol (BRCA mutations)

Only on clients with documented personal history of BRCAT or BRCA2 gene
mutations. EWM will need to see clinical documentation of this.

» Clients age 25-39: eligible for annual breast MRI screening (a screening
mammogram is not reimbursed by EWM).

» Inifiation of screening would be individualized based on earliest age of onset in
family.

» Clients age 40 through 74

» annual screening mammogram at the time of her EWM screening visit or
immediately afterward,

» breast MRI screening alternating 6 months after the screening mammogram.




Other forms you
will need

MAMMOGRAPHY ORDER FORM



Mammography Order

If you are ordering any imaging on a
client, you MUST send her with a
Mammography Order Form

Client presents this form to radiology
so they know to bill EWM for services

These forms are found online at

Admini
& Support

Provider Information & Forms

Subscribe For Updates

Contracted Provider (doctors and clinic) Listing

Every Woman Matters Enrollment Age and Income Guidelines Update:
Starting November 1, 2023, Every Woman Matters has changed its enrollment age from 40
years of age to 35. It has also increased the Federal Poverty Income Guidelines from 225%

to 250%.

The progral

Wellness Records

4 Back to
Women's and Men's Health

Every Woman Matters

Colon Cancer Awareness &
Prevention

< Provider Information &
Forms

o

v

www.dhhs.ne.gov/ewmforms

If you do not do this, the client will get
charged for services

Provider Participation Manual, Fee Schedules and Income Guidelines

. General Forms

Provider Materials Re-Order Form
Inflatable Colon Rental Information

Healthy Lifestyle Questionnaire

Healthy Lifestyle Questionnaire (Spanish) (3
Women Deemed Lost to Follow Up Form
Treatment Funds Request Form

Claim Status Form

Payment Status Form

Mammography Order Form

Tobacco Free Nebraska Quitline Fax Referral

Diagnostic Enrollment/Follow-Up and Treatment Forms

»

>



https://dhhs.ne.gov/Documents/EWM_Mammogram_Order_Form.pdf
http://www.dhhs.ne.gov/ewmforms

Mammography Order Form

Fidman. Hattonr

Every Woman Matters Mammography Order

Climic: This form must be completed prior to receiving services
Facility: Send a copy of the dictated report to the ordering provider and EWM

First Name Initial | Last Name Date of Birth

Clinic Site: City:
(Please do not abbreviate)

This is an erder for the above patient to receive the following:
= Screening Mammogram (only covered for women 40 and over} A’/

= Diagnostic Mammogram (only covered for women 30 and over)
for a diagnostic for clients 30-30 only with suspicious CBE or pravious abnormal

mammogram

2 Breast Ultrasound
{No pre-opproval necessary if ordered by a surgeon or rodioiogist follewing o diagnostic mammogram in clients 30-35.
Piease call 1-800-532-2227 if rural area and no surgeon available }

2 CHECK HERE IF ADDITIONAL STUDIES MAY BE PERFORMED AS DETERMINED BY THE RADIOLOGIST
(Per program policies as stated in Women's and Men's Health Progrom Provider Contract Manual)

RT LT Provider Remarks:

v

Provider's Si : Date:
Provider signature may serve as an order if facility allows.

Women's snd Men's oy Y - 301 Centenain Bow 34817 - Lincoin, 7
Tol-Frez: 300,432 2227 ~In Lingain: 402.474.0925 - Fo: $02.471.0943 - Wik wwlGha.ne.za/EWHA

Part 1
L T L T T T PN ST L PP T TR TY

Billing/Admissions/Patient Registration for Participating EWM Clients

1. This form is only used for EWM clients and should anly be accepted by contracted EWM facilites.

2. Part 1 stays with the dient ta present to the Radialagy Department. The Radiology Department can use Part 1 for tracking purposes

3. Part 2 can be torn off and purposes. Client Name:

Date of Birth: / /

Part 2

- — Fill out client’s information

« Select what imaging to order
« Provider signs and dates

Send this form with the client to
take with her to get the
mammogram or ulirasound
done!




Let’s talk about
Processes




Let’'s Recap - real lite scenario

We are an Every
Hi, | have a breast Woman Matters
lump but don’t contracted
have any provider so we may
insurance. Can be able to help. Let
you help? ou a few

stions.




Age: needs to be 18-74
Income: see chart

Citizenship: needs to be a US citizen or
Permanent Resident (and we need to
have copy of front and back of
Permanent Resident card to verify)

Health: needs services to diagnose
breast problem (and she already told
you she has a breast lump)

Insurance: does not matter if she has
insurance or not, can enroll either way

Women’s and Men’s Health Programs
Income Eligibility Scale

for Every Woman Matters
Effective November 1, 2023-June 30, 2024

Yearly Income Monthly Income
#::::::": d'“ FREE $5.00 Donation ”:: :::h“": d'“ FREE $5.00 Donation

1 0-$14,580 $14,581-36,450 1 0-51,215 $1,216-3,038
2 0-$19,720 $19,721-49,300 2 0-51,643 $1,644-4,108
3 0-524,860 $24,861-62,150 3 0-52,072 $2,073-5,180
4 0-530,000 $30,001-75,000 4 0-5$2,500 $2,501-6,250
5 0-$35,140 $35,141-87,850 5 0-$2,928 $2,929-7,320
6 0-$40,280 | $40,281-100,700 6 0-$3,357 $3,358-8,393
7 Call 1-800-532-2227 7 Call 1-800-532-2227

Note: When Screening Cards are sent to clients, they will have an opportunity to make the suggested $5

donation back to the program to help women receive screening services.

301 Centennial Mall South ~ P.O. Box 94817 ~ Lincoln, NE 6€8509-4817
Toll Free: 800-532-2227 ~ Local: 402-471-0929 ~ Fax: 402-471-0913
www.dhhs.ne.gov/EWM

NEBRASKA

ugh the Centers for Disease Cont; and Cervical Program,
Evaluation for Women Across the Nation, and Calorectal Cancer Screening Demanstration Program = ————
reements with the Nebraska and Human Services.




How to help — starting from the
beginning

Can | ask you your
age and income Yes, | am 21
levele And are and make
you a US citizen or $1200 a month.
permanent o | am a US
resident? | R citizen.




How to help — starting from the
beginning

Great! Looks like you
are eligible for Every
Woman Matters. We
can enroll you once
you get here. Let’s set
Up an appointment
right away.

Great! Thanks!




OK. Just fi
' fill o
pages 1 and 2o

Hi | am
’ he
my Every WI;)errf]Or The Bregst
Enrollment f
and fhe doc’rgrm
r will

Matters
O o
ppointment.
Make s on.
ure all

sections are
completed.
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During the appointment

Hi there. We're
going to need to
do an ultrasound

on your breast

lump.

That sounds
expensive. Will
Every Woman

Matters cover ite

Yes, just make sure
you bring this
Mammography
Order form with you
to your
appointment.




After the appointment

What do | do with her No, you wait until we

Breast Diagnostic get the results back of
Enrollment Forme Do | the ultrasound or until

need to send it to we have reached a
Every Woman Matters final diagnosis.

right now?e

Then you send in the
Breast form along with
radiology reports.




| knew what services
she was eligible for
based on the chart on
page 3 and the
instructions | printed off
from the website.

Y
And that is how it's donel

| knew she was
eligible for the
program because |
verified her age,
income, and
citizenship and
knew she needed
to diagnose a
breast problem

And | was able
to get care for
my breast
problem
without having
major medical
bills!




Reminders

 Instructions are no longer printed. Forms and instructions can be found online at
www.dhhs.ne.gov/ewmforms . We update forms frequently. Please go to the
website for the latest versions

« Follow-up is not covered for women under 40

« Diagnostic mammograms not covered for women under 30

« Screening MRI must be pre-authorized and must meet criteria regardless of
physician’s recommendations

« Forms must be complete including final diagnosis and providers must submit
copies of all diagnostic tests

« Call EWM at 1-800-532-2227 if you have questions!



http://www.dhhs.ne.gov/ewmforms

Additional Questions regarding
Breast Diagnostic Enrollmente

Contact an Every Woman Matters representative:

Women's & Men’s Health Programs
1-800-532-2227 toll free

402-471-0913 fax Every Woman Matters
7 NEBRASKA
www.dhhs.ne.gov/womenshealth web
) Good Life. Great Mission.
dhhs.ewm@nebraska.gov email



http://www.dhhs.ne.gov/womenshealth
mailto:dhhs.ewm@nebraska.gov
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