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Client Informed Refusal
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If client refuses diagnostic
services or diagnostic
treatment services, the provider
should complete the Client
Informed Refusal form.

The provider should ensure that
the client has enough
information to make an
informed decision. The form
should be given to the client in
person or mailed. If mailed,
information should be given by

Lincodn, NE 685084817 2.
Phone: 1-B00-532-2227 Fax: (402] 4710913

SN

Mame of Procedure/Treatment:

§ 5 Nenroske DEpartment of Hecitn
Providers must fill out Section 2 or 2 ard Hurman Services provides
\ngunge aTSEancE at mo cost to

fimiteg Engitsn graficient persons

Section 1: who Teek oo services.

Date f !

| have been informed by my healthcars provider, that | should
[FeGEE prnt your nama]

have this test/treatment below. This test/treatment is:

(iplaase grint i pour own words, the name of the testireatmant ond w2 is baing cone|
If | do not get this test/treatment | know these things may happen to me:

| PNeasR EOINE N YGUT DM WOrDS What can haggen If Ehe tostrreotment i3 nod done]

# [ hawe had the nead for this test/treatment explained to me.

*  Iknow that NOT having this test/treatment at this ime, is against my healthcare provider’s advice and may be harm-

ful to my health. My abnormal t2st results may be a sign of 2 potential serious medical condition, inciuding cancer.

1 know what this test/treatment is for. | know why | need it. | know how it is done.

I know that signing this form does not stop me from having this locked at and treated later

1 know how to get money to help ma pay for the test/treatment.

I know that | am still a part of Every Woman Matters [EWt] if | am & female over 40 years of age

1 know that | can reapply fater to EWM if 1 am a female and under 40 years of aga.

1 know that | can reapply to the Mebraska Colon Cancer Screening Program [MCP), if 1 3m @ mzle or famala 45 years of

age or older.

*  1have read all the information above and know what it means. 1 am choosing to refuse the above test/reatment at
this time.

Client Signature Date / f

 clinic

Submitted by: O Case Manager 3 EWM,/NCP Central Office

Date / /

Facility/Clinic/Agency Information - clinician name, clinic name, city name (do not abbreviate)

Partion below to be completed ONLY if client unable to write or has language barrier.

If client unakble to write information themselves; the client will dictate the infermation and the form
should be witnessed by two individuals.

phone. Dicateany o e/ J__

Writtzn by e Sra— Date f f
The client has 30 days to return . | [F— e/
the form to the provider. 1 —_ e

Complete reverse side only if unabie to obtain a signed Client Informed Refusal




w Service Provider Documentation

Service Provider R (wm

Directions for form:

L B e 1 Client must fill out Section 1.
Documentation 2o o ecn 23

Provider has assured that the client has encugh informaticn to make an informed decision by:

The Client hqs 30 dqys to Client Informed Refusal given to client: a Yes QdNo DnDatET{m‘L@_
rei,urn i,he ClieniI Informed Client Informed Refusal given to client by: gzzs::?:[;gz?ctﬂn the Office
Refusal form to the provider.

3 Postal Contact
1 Client returned Client Informed Refusal incomplete.

O Client fziled to raturn a signed Client Informed Refusal.

If client fails to return or sign Aroe i madst g Irmeorn e ek o
the Clieni Informed RerSQII 0O Treatment Services 0 Treatment

O Provider '|§ unsure if th§ client has or is able to make an informed decision due to one or more of
th e prOVId er ShOUId tthD"fg'\fllzlg :Zi:rz:‘:::?::jr;nmuni.:aﬁ::n with client O Low literacy |E\:|'E'| o
Com plei,e a SerVICe PrOVIder O Languags / Translation issues 3 Mental / Emotional disability
Documentation form.

SaN#:

3 Visual f Hearing impairment

Date / f
Facility/Clinic/Agency Information - clinician name, clinic name, city name (do not abbreviate)

Name of Procedure/Treatment:

Filling out this form indicates
whether or not the provider
be"eves fhe C|ien1- hqd Facility/Clinic/Agency Information - clinician name, clinic name, city name (do not abbreviate)
enough information to make
an informed decision.

MName of Person completing this form:

Date f /

Netrmska Department of Heslth and Humsn Sarvices | | Women's and Men's HEsth Frograms | | Every Womsn Maters
30 Centennial Wil South, P.O. Bow 54217 | | Lincoin, NE £8305-1817
Phone- BOC.332 2227 or 402 4710923 | Fax- 402.471 0543
E-muit cnhs EWME nebracke.gov | | Wehsite www.dhhs ne sovfwomenshealth

Client Name

DO
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Client Informed Refusal &

Service Provider Documentation Forms

» Client Informed Refusal
» Client must fill out SECTION 1.
» Providers must fill out SECTION 2.
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name, DOB, SSN# and the name of the
diagnostic procedure or freatment the
client is refusing.

B > o | [ S » Service Provider Documentation

» Providers must fill out SECTION 3 if client fails
to return the Client Informed Refusal form.

s

o
aency o™

jnic
! 1o be?

—
Faciity/
porion 8

i
e informate
g py e’

10
et oy
pe ¥
nould

ierzes 9

e B
imessed P
1

2 e

\memfe‘edm ¢ side 071

b i,
Raie

Spanish forms available online



https://dhhs.ne.gov/Documents/EWM_Informed_Refusal.pdf
https://dhhs.ne.gov/Documents/EWM_Informed_Refusal.pdf
https://dhhs.ne.gov/Documents/EWM_Informed_Refusal_SPANISH.pdf
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Report of Client Deemed

Lost to Follow Up

Report of Client Deemed Lost to Follow Up

All healthcare providers must make at least three (3) documented
attempts at follow up for clients with abnormal results.

The documentation must include the dates and types of contacts,
as well as the results of the contact.

Once a healthcare provider has exhausted all conventional
means to contact a client to return for follow up, the client can be
deemed lost to follow up. The client s considered los

to follow up ONLY when:

1 Amsmpted conTacted by phons

Provider should follow instructions located in tThe boX; |: trm s

address states that they do not

“The client is considered lost to follow up only when:” | muaaseemaie s

address

M réturns with “client moved no

D NOT use this form for
clients that do not show up
for scheduled axams.



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

Report of Client Deemed

Lost to Follow Up

Report of Client Deemed Lost to Follow Up

. or persans with cisatilities TDD [E00] 833-7352 The Nebensks Department of Health and suman Services
provies Ian ua-u;s sty nroc::t F it !E'| o preAdient EFSBNE WD SR Cur sarvices.

af2022

Data: i ! {Date form completed)

» Failure to show up for a scheduled appointment does provier nfornation AT

Provider Name to follow up ONLY when:

not constitute lost to follow up. . . S ———

Clinic Name (Do not abbreviate) and the phone is disconnected.
| ] 2. Current resident of last known
city Pheone Number address stzates that they do not

> The healthcare provider submits the Report of Women Cllent nformations el

address.

Deemed Lost to Follow Up to EWM. The Program will ” s s o
client Social se::urit\rw ’ client Date of Birth Torvarding address ghver or

attempt to locate the client to encourage her to i ——— N IR S

DO NOT use this form for

re -I- U rn fo r fo | | OW U p C O re . Exam/Procedure that is being recommended for follow up: ::f::;;zz‘liloellzﬁraw up

You must make at least three (3) attempts to locate the client before deeming her lost to follow up.

. Documentation must include the dates ond types of contacts, as well as the results of the contact. Once o provider has exhausted
> P e O S e S e e .I- e LOS.I- .I-O F O OW U p P O I C y O n p O g e 6 all conventional means to contact a client to return for follow up, the cifent can be deemed lost to follow up.

FAILURE TO SHOW UP FOR A SCHEDULED APPOINTMENT DOES NOT CONSTITUTE LOST TO FOLLOW UP.

within the Policy Section of the EWM/NCP Program e e -
. . A
Provider Manual.
: _ bl
3 Y A
Date provider deemed client was lost to follow up or could not locate client Date: _,-f_f_

Every Woman Matters | | 301 Centennial Mall South | | PO. Box 94817 || Lincoln, ME 68509-4B17
1-800-532-2227 Fax: (402) 471-0913
E-mail: dhhs EWMEnebraska.gov websne www.dhhs ne gov/ewm

Fungs flr this wwrwa-umvmmmnn £ha Contars for Disewss Controf and Frevention Braost and Carvical & cn}wmr = Frogram ond h m\ nac-n
‘Screaning ang Evaiu iwatian for Warfien Aerass the Notion Coogeratve .ﬂc’\:ﬂwnu vith the NeGrazho Deportment of Healts fnd Heman



https://dhhs.ne.gov/Documents/EWM-NCP-Provider-Manual.pdf
https://dhhs.ne.gov/Documents/EWM-NCP-Provider-Manual.pdf

Claim Status
Form




Claim Status Form

CLAIM STATUS FORM NEBRASKA

NE Department of Health and Human Services | | Women’s & Men's Health Programs
Every Woman Matters Program (EWM) | | Nebraska Colon Cancer Screening Program (NCP) o
301 Centennial Mall South | | PO Box 94817 | | Lincoln, NE 68509-4817 R
PHONE: 1-800-532-2227 or 402-471-0529 || FAX: 402-471-0913 . |
Wehbsite: https://www.nebraska.gov/EWM | | Email: dhhs.ewm@nebraska.gov

Every Woonae Matters

PROVIDER NAME:

C | O i m S .I.O .I-U S FO rm Name of Contact Person: | —

Telephone Number:
Email Address:

> This form is submitted when the Provider wants to know PLEASE EVIEW Your most ecent Biling Authorzation eport befoe sending i Satus R

* PROCESSED date in the section repi the date p d in the EWM system._

the status of a claim that has been submitted.

PROVIDERS MUST COMPLETE FIRST 5 COLUMNS ...USE A SEPARATE LINE FOR EACH CPT CODE

(1) (2) (3) 8) (5) (EWM to complete this Section)
Bgilli
Patient Name oo | pos | cer | pong COMMENTS

> Please see the Billing & Compensation Section on
pages 57-61 within the EWM/NCP Program Provider
Manual for additional information.

> The WMHP Fee for Service Schedule can be
accessed online

» |If Compensation & Billing Training is needed for your T o Compiea o
facility, please contact EWM at 1-800-532-2227 D s S it i et ey ey



https://dhhs.ne.gov/Documents/CLAIM%20STATUS%20FORM-fillable.pdf
https://dhhs.ne.gov/Documents/EWM-NCP-Provider-Manual.pdf
https://dhhs.ne.gov/Documents/EWM-NCP-Provider-Manual.pdf
https://dhhs.ne.gov/Documents/WMHP%20Fee%20Schedule%20FY23-24%20V6-2023.pdf

Payment Status
Form




NEBRASKA

PAYMENT STATUS FORM

NE Department of Health and Human Services | |Women's & Men's Health Programs
Every Woman Matters Program (EWM) | | Nebraska Colon Cancer Screening Program (NCP)
301 Centennial Mall South || PO Box 94817 | | Lincoln, NE 68509-4817

PHOME: 1-800-532-2227 or 402-471-0929 | | Fax: 402-471-0913

Wehbsite: https://www.nebraska.gov/EWM || Email: dhhs.ewm@nebraska.gov

Every Woonan Matters

The document will be reviewed and returned within 2 working days.

PROVIDER NAME:
Name of Contact Person:
Telephone Number: | Fax Numb
Email Address:
COMPLETE THIS SECTION IF YOU HAVE A CHECK AND NEED BACK-UP FOR THAT
CHECK THE DOCUMENT(S) WILL BE EMAILED TO YOU
CHECK NUMBER INVIOICE NUMBER Check Amount
PAYEE (FOUND ON CHECK STUB)
INVOICE NUMBER DOCUMENT NUMBER COMMENTS
PAYEE [FOUND ON ND CORNER OF (EWM to complete this section)
To be by EWM Staff:
Date Received: Date Completed: By:

Payment Status Form 02-2022

Payment Status Form

>

This form is submitted when the Provider receives a
check and needs back-up for that check payment

Please see the Biling & Compensation Section on pages
57-61 within the EWM/NCP Program Provider Manual for
additional information.

The WMHP Fee for Service Schedule can be accessed
online

If Compensation & Billing Training is needed for your
facility, please contact EWM at 1-800-532-2227


https://dhhs.ne.gov/Documents/PAYMENT%20STATUS%20FORM-fillable.pdf
https://dhhs.ne.gov/Documents/EWM-NCP-Provider-Manual.pdf
https://dhhs.ne.gov/Documents/WMHP%20Fee%20Schedule%20FY23-24%20V6-2023.pdf

Breast Cancer
Resources

Epy Woman Wlatters
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» Can request this resource for any woman in the state of
Nebraska that has been diagnosed with breast cancer

> Available in English only




> American Cancer Society resource given to women

in Nebraska that have been diagnosed with breast
cancer.

> Available in English and Spanish



https://education.cancer.org/products/if-you-have-breast-cancer-english
https://education.cancer.org/products/if-you-have-breast-cancer-spanishanish

Additional Questions regarding the
Other Forms?

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 NEBRASKA
\ \/ \

www.dhhs.ne.gov/womenshealth web A
dhhs.ewm@nebraska.gov email SSHEE ENESs D e

DEPT. OF HEALTH AND HUMAN SERVICES



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