Breast Diagnostic Enrollment, Follow Up & Treatment ., ...... s, =" """

Plan for Women 18-74 (BDIA Form)
PROVIDER NOTES: m DHH/SAA

N E B R A S KA
e Please have client complete pages 1-2. If not completed, the client CANNOT be enrolled. ol Gt Ml South - PO, Box 94817

e Male clients - NOT eligible for screening or diagnostic procedures. Lincoln, NE 68509-4817 Fax: 402-471-0913
Reasonable accommodations made for persons with disabilities. TDD (800)833-7352. www.dhhs.ne.gov/womenshealth

Nebraska DHHS provides language assistance at no cost to limited English proficient persons who seek our services.

NEBRASKA OFFICE OF WOMEN'S H

Please answer each question and PRINT clearly!

Y D
First Name: Middle Initial: Last Name:
% Maiden Name: Marital Status: QOSingle OMarried ODivorced
g Birthdate: / / Social Security #: - - Birth place
E City and state or country of birth
o Address: Apt. #
z
- City: County: State: Zip:
(8]
P
g Preferred way of Contact?: OHome OWork OCell
(@]
© Home Phone: ( ) Work Phone: ( ) Cell Phone: ( )
\_/\ QYes | want to receive program information by email. Email: _)
> . N
Sk Contact person: Relationship:
rrip=
v Address: City:
w o
2 °| state: Zip: Phone: ( ) OHome OWork OCell
& J
(Y o - A
Are you of Hispanic/Latina(o) origin? Are you a Refugee? OYes ONo ODK*
OYes ONo QUnknown If yes, where from:
What is your primary language spoken in your home? Highest level of education completed: O1 O2 O3
QEnglish  OSpanish  QVietnamese O4 O5 06 0O7 0O8 09 010 011 012
QOther Q13 014 015 016 Q16+ OGED
ODon’t Know QDon’t Want to Answer
What race or ethnicity are you? (check all boxes that apply)
OAmerican Indian/Alaska Native How did you hear about the program:
Tribe QDoctor/Clinic
QBlack/African American OAgency
OMexican American ONewspaper/Radio/TV
OWhite QFamily/Friend
OAsian Ol am a Current/Previous Client
QPacific Islander/Native Hawaiian O Community Health Worker
QOther OOther
QUnknown J
. 5 N\
Have you ever had any of the following tests?:
Pap test OYes ONo ODK* : Mammogram OYes ONo ODK*
Most Recent Date / / Most RecentDate /[
z The result: ONormal QAbnormal QDK* The result: ONormal QAbnormal QDK*
(o) .
= :
g Have you ever had a hysterectomy g Has your mother, sister or daughter ever had
T (removal of the uterus)? OYes ONo ODK* breast cancer? OYes ONo ODK*
E 2a. Was your cervix removed? QYes ONo ODK*
uw 2b. Was your hysterectomy g Have you ever had breast cancer?
to treat cervical cancer? OYes ONo QDK* ONo OYes ODK*  When: / /
Have you ever had cervical cancer?
ONo OYes ODK* When: / /

*DK - Don’t Know/Not Sure /

1- Enrollment ContinuetoPage2 -9 -3 -3



Finish the section below... read the consent... check a box... then sign & date and you’re done!

INCOME & INSURANCE

1 will be required to show proof that my income is within the program income guidelines when | am contacted by program staff. \
If I am found to be over income guidelines, | will be responsible for my bills for services received.

What is your household income before taxes? OWeekly OMonthly OYearly Income:$
Please Note: Self employed are to use net income after taxes.

How many people live on this income? Q1 Q2 O3 Q4 Q5 Q6 Q7 08 Q9 010 Q11 Q12

Do you have insurance? QvYes If yes, isit:  QMedicare (for people 65 and over)
ONone/No Coverage QPart A only
OPart Aand B
OMedicaid (full coverage for self)
QPrivate Insurance with or without Medicaid Supplement (please list)

J

Informed Consent and Release of Medical Information

B You must read and sign this page to be a part of the Every Woman Matters Program. Version: June 2016

CHECK ONE

SIGN AND DATE

| want to be a part of the Every Woman Matters (EWM) Program. | know:

If  am under the age of 40, | can only receive breast diagnostic tests.

| cannot be over income guidelines

If | have insurance, EWM will only pay after my insurance pays

| must be a female (per Federal Guidelines)

1 will notify EWM if | do not wish to be a part of this program anymore

I know that if | am under 40 years of age, | will not be a part of EWM after | have had my breast cancer diagnostic tests.

| know that if | am 40-74 years of age, | may be eligible for full screening services which may include: breast and cervical cancer screening, screenings for blood pressure,
cholesterol, diabetes, and obesity based upon US Preventive Services Task Force and Program Guidelines. | have talked with my health care provider about the screening
test(s) and understand possible side effects or discomforts.

| understand that | may be asked to increase my level of physical activity and make changes to my diet as part of the health education offered to me. | understand that
before | make these activity and/or diet changes | am encouraged to talk to my health care provider about any related concerns or questions.

| have talked with the clinic about how | am going to pay for any tests or services that are not paid by EWM.

| may be given information to learn how to change my diet, increase activity, and/or stop smoking. EWM may remind me when it is time for me to schedule my screening
exams and send me mail to help me learn more about my health.

Based on my personal and health history, | may receive screening and/or health education materials. | know that if | move without giving my mailing address to EWM, |
may not get reminders about screening and education. | accept responsibility for following through on any advice my health care provider may give me.

My health care provider, laboratory, clinic, radiology unit, and/or hospital can give results of my breast and/or cervical cancer screening, follow up exams, diagnostic tests
and/or treatment to EWM.

To assist me in making the best health care decisions, EWM may share clinical and other health care information including lab results and health history with my health
care providers.

My name, address, email, social security number and/or other personal information will be used only by EWM. It may be used to let me know if | need follow up exams.
This information may be shared with other organizations as required to receive treatment resources.

Other information may be used for studies approved by EWM and/or The Centers for Disease Prevention and Control (CDC) for use by outside researchers to learn more
about women’s and men’s health. These studies will not use my name or other personal information.

In order to be eligible for EWM you must be a U.S. Citizen or a qualified alien under the Federal Immigration and )
Nationality Act. Please check which box applies to you.
¢ For the purpose of complying with Neb. Rev. Stat. §§4-108 through 4-114, | attest as follows:

Q | am a citizen of the United States.

OR

Q lam a qualified alien under the federal Immigration and Nationality Act. | am attaching a front and back copy of
my USCIS documentation. (example: permanent resident card)

| hereby attest that my response and the information provided on this form and any related application for public
benefits are true, complete, and accurate and | understand that this information may be used to verify my lawful
presence in the United States.

J
\
Please Print Your Name (first, middle, last) Your Signature
/ / / /
Date Your Date of Birth )

Enrollment - 2



€ - ue|d juswieal]

SUWIOJWMS/A0F 3USUUP MMM 3B 3UIJUO SWJ0} INO JUlld * "[2TT-TES-008-T 1e suonsanb Aue yymsn ey o
LT81-60589 3N ‘UJ0dUIN LT8Y6 XOg Od ‘SI9138|\l UBWOAN AJ9AF 01 |lew 10 €T60-TLP-¢0F 01 Xed e

:91eq

:Bweu duID *ul

J3dUed 3AISBAU| [] NS Ul ewouldied Jaylo

Suipuas 2.40j9q paiajdwod

r

AJessadau juswieau ou

N1IS Ul BWOUIDIED JBINCOoT [ NS Ul BlIOUIdIR) [e1dn( []
1 98ed uo uondas
Juswieal] Jadue) 1sealg 1no |1} ses|d — pasouselp Jadue) ]

— pasouselp j0u J32uUe) []

:3u0 }o3aYy)

:}odaJ A3ojoyied
Jo sisougelp |euly jo dleq

9 Isnw uoiydeas siyl
:sisouseiq jeuld Xx

1UBWND0(Q JIPIAOIJ BIIAIDS/WIOS |BSNJDY PAWIOLU| JUBI|D 121e1NU| pasnjaJ juald

/) / :eq 28.4eyosip 1seauq Jo AS0|01AD ]
/) / kg uoluido ,,z/uolneynsuo)
T/ /[ ®1eq v o8edaas |eroidde-aid sauinbal YA 1Seag ]
/) / :eq :adAr Asdoig 1sesug [
/7 / :@eqg wex7 1sealq 1eaday ]

snoididsns s1 39D J1 34e2 JO pJepue)s 193w 10U S30p auoje wesSowwew dnsouselq e
paJ4aA0d J0U S (QYD) UoIIIL1aQ pPaply JaIndwo) e

/[ :eq wesSowwew dnsouselq ]

/[ :®=eq punoseJln isealg ]
:ueisAyd

/[ eq uoneynsuo) |ealdins ]

:dnyaom a1nsouseiq

98e1an0d Aj11an 01 9 a8ed uo sainpadoad ajgesinquiaa Jo djgel 3§

snopldsns A|YsiH — G Savy-1g [J Aujewlouge snopidsns -  SAvY-19 ]
d3NY0443d LON sem ugiuaq Ajqeqouid — € SAvY-19 [
weJ3owwelA uluaasds ] Suipuly uluag-g SAvy-1g [J 2A1eSaN — T Savy-19 [
919|dwodul JUBWISSaSSY — 0 SAVY-I9 []

T/ / leq  3[qedidde | ‘wersowiwiew HNINIIYIS [ERIUl JO SINsSay

juswinao( Jspinodd wu_>._ww\_.t._0n_ |esnjay pawJoju| jualld :a1elju] UOWD%OL HCN__U D

/) / :@eq 28.1eyosip 1seauq jo AS0j01AD ]
/7 / :@eqg uoluido ,,z/uolielnsuo)
T/ /[ ©1eq v a8edaas |erosdde-aid saiinbal YA 1Sealg [
/) / :@eq :adAr Asdoig 1sesug [
/7 /7 :@eq wex7 1sealq 1eaday ]

wJO_u_Qmjm S1 39D }I 24D JO pJepuels 193l 10U S=0p auoje wesSowwew u_umocmm_n_ °

PaJaA02 10U S (QyD) uo119319Q paply J9Indwo) °

wes3owwelA d13souselq e aney 03 0€ 98e 1sed| 1k 9 ISNW Udl|D °
/[ kg wesSowwew dnsouselq ]

3|qe|ieAe u0a3.ns ou JI JSPIA0Ld 3Je) Alewlud Ag patspJdo s/n 1seaug :9|qeidainy e

S/N 10} PI3U SUIWIIISP O} PUE UOIIEN|BAD SO} UOISINS O} [BLIDJDY :paLIdjald e
/[ eq punoseJin 1sea.g ]

$921A19s ASo|olped 210499 1|NSU0d |ed13uNs sadednodua AT ‘shoidsnssi gyl e

:ueisAyd

uol1e1|NSU0) |B213UNS []

/[ :®=eq
:dnyJom snnsouselq

Adueudijew 1seauq Joj snoidsng [ udiuag/[ewsoN ]
T/ /[ :e1eQ wex3 iseaig |ediul)d
u>._0u.m_r_ mc_:wm._um

Adueudijew 1seauq 4oy snoiidsng [] udiuag/|ewlon ]
T/ /7 :°1eQ wex3 iseaag [eawuld
“>._O“_.m_.._ M:_:ww._um

¥/-0t S93Y

6€-8T S93Y

--'3313/dwo3 s| dnyiom d13soubpip uaym spiodal Abojoyiod 1o/pup Abojoipp.a buipuodsaliod yum buoip w.iof syl WMI puas asna|ld :suoianiisuj--

01 paJJa4a4 sem jualied 3ey3 o1ulD
J5qUINN sUoYd/AID swen :nsoudelg | sUOIjEWAOJUI
2Je2 pajeniul eyl dlul)
saquiny auoyd/Aud swen :3uIuaauds J9pPINOId
90d 1seq N 1s114 QWeN

un|d quawiapa.j g dn-mojjo4 1spaig

Treatment Plan - 3



t - dn-mo||04 ' 159nbay [YIAl ‘|eliaiaY

:9)eq 4\ o) 21Ul Jo dweN
€ abod uo dnyiom mau op 1SNiA/, S} nsay 2dA] :Asdoig [/ :31va e
awen 1D Aq uoneyjnsuoy [~/ :3Lva e
«Aoueusijey Joj snoidsns Aly3iH Aujewsouqy snopidsns] udiusg Ajgeqold[] udiuag] aAneSaN[] 919|dwodu| JuUsWssassy[]
:(duo }23Yyd) synsay punosesyjn yseasg [/ :31va e
«houeudie Joy snodidsns AlYSIH] sAljewaouqy snoidsns] usiuag Ajgeqoud[] uSiusg[] oAIleSaN[] 919|dwWOodu| JUBWSSSSSY[] &
:(3uo y29Yy2) s3ynsay wesSowwen [/ :31va e s3jnsal

Adueusijew 1seauq Joj snoidsns] udiuag/aaneSaN[] :(Su0 29yd) synssy wex3 iseaag [ealul)d [/
swoldwAs 1s1| ‘SIA ] ON [] :swoldwaAs syjiodas jual) e

Alva ¢ quaain)

"0F 49PUN S3UII|D 10} 3|GESINGUIAI 10U S| dN-MOJ|0} BI0U 3SE3|d ¢SHNSI JUSIIND S UBIID Y3 dJe 1leYM ™ {7/ -0f SIUSI|D JOJ A[UQ :dn MO]||04 YIUOA 9

a1eQ 1uswieal] iseq
a1eq :}INsay punosesjjn ysealg iseq

aleq :1nsay wesSowwel) dnpsouseiq 10 Suluaadg e

aleq Adueusijew 1seauq Joy snopidsns] uSiuag/aanesaN[] :Sulpul/insay wex3 isealg |ednul]d 1se]

¢
¢dn-moj|o} pasu juald

sa0p Aym :synsai ised

Suipui4 Jewsouqy snoinaid jo dn-mojjo4

24n3eusis Jo 21ep Jale Yruow auo saJidxa uojeziioyiny aleq :a4njeudis weaSold ON [] S9A [J :panoidde 1sanbay *Ajuo asn yeis A3
:uolelped jo asodind :98vy 0€-0T 40 sade ay1 usamiaq ‘1sayd 01 Adesay] uoneipey snoinald []

/ / :3u13s93 2139Ua3 Jo dleQ
4 ey :9AneIRY (P1Yd ‘431sIs ‘4ayiouq ‘qualed) ZvDoyg 10 TVIHE YUM dAIIE[a. 99433p-1S414 []

4 aU0Ug / / :3ui1sa12119ua8 Jo |1eQg
aweu o uonielnuw zyoygd 10 TvOHg umouy ]

:uonew.oyuy Japinoad Supsanbay "J0daJ YISl unJ 01 SN [|BJ 4O S5210Xa-351J/UI0I Y1|EaUBID MMM 01 08 ‘GE Japun USWOM 104

/I00[SIIDC/A0T I0UBI MMM :+GE USWOM 40} [00] Jadued 1sealq ayl Suisn AJoisiy Ajiwe) uo paseq 4a1ea.s8 40 %SZ-0¢ 40 S awna ]

€T60-T/Y-20 01 Xe4 ‘uonejuawndop [edtul)d aeridosdde apinoad pue ‘quald ayl 01 Ajdde 1eyy asow 4o auo }23y)

:Gz 98e 1e Sujpels ‘elaiud Suimo||oj 3yl 193w Jeyl Spual|d 3y} 1o} 3g) pue wesSowwew Sujuaauas 0} Punfpe ue se [Y|Al SUTUSa1ds 104 sasinquidl AT

1sonbay uoneziuoyineaid [Y N 3uiuda.ds

:[esnyaJl Joj uoseay

Ou/saA uOISID9p paw.ojul dpew udl|) 91ep pasnjaJ Juswiealy Jsoue) W :|esnjay
91ep Juswiieal |
(919 ‘uoneiped ‘owayd ‘A1adins ‘Awoldadwni) J0 S1SISUOD UdWIISaU JUdWIed |

Jjuswilead |

suoi3do 1ual|d aAIg 01 91 UOIIB}NSUOD

V .uonejjnsuo)

auoyd pue Aud pue aweu iUl pue uepIud
"94B2 J3A0 ] [|IM OYM 01 paJJaal Juald

v/ HEITETEN

(3uBu wonoq g 33ed 935) JUIWIILAI] 'R |B449}3Y JdJUe) Jsealg

g0a awen 3seq N awieN 35414

:uojjewojui Jualpd

un|d uadwipa.ij ' dn-mojjo4 1spaig

Referral, MRI Request & Follow-up - 4



Instructions

About this form: 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.

Your client does not have to be currently enrolled in our program to use this form. This form can be used to enroll clients
ages 18-74 in Every Woman Matters to cover diagnostic testing as long as they 1) meet our income guidelines and 2) are
US citizens or have a Permanent Residency card. Call us at 1-800-532-2227 or check our website for current income
guidelines. http://dhhs.ne.gov/PublicHealth/EWM/Pages/Home.aspx

What providers need to do:

eIf not completed, the client cannot be enrolled. If the client is currently
enrolled and recently filled out a Healthy Lifestyle Questionnaire, pages 1 and
2 don’t need to be completed or returned. Call if you are not sure.

Review pages 1 and 2 for

completion by client

eContact information
eDemographics
eBreast and cervical history

Page 1 must be
completed with:

eIncome and insurance

Citizen Status or Alien Status (client must provide a copy of their
Permanent Resident Card)

eSignature (date of signature must be date of first service for it to be
reimbursed,

Page 2 must be
completed with:

*Do NOT SUBMIT unless ALL OF THESE ITEMS ARE COMPLETE:
Complete page 3 «Check the box with the abnormal findings and the box indicating corresponding
diagnostic procedure done and date
eCheck the final diagnosis and date of diagnosis
oFill in the clinic name

This can be filled out by any
member of the health care team

Attach *Please remember to attach all clinical documentation if appropriate (copies
of breast ultrasound, diagnostic mammogram, pathology reports on

documentation biopsies). Form may be returned to you if documentation isn't included.

Guidelines for Reimbursement: The Every Woman Matters Medical Advisory Board Recommends that we follow the 2015 NCCN
Guidelines approved by the Centers for Disease Control and Prevention (CDC). NCCN guidelines can be found at www.nccn.org.
Refer to reverse side for a table of reimbursable procedures.

CRITICAL REMINDERS:
e  Providers must follow 2015 NCCN guidelines --Breast MRI requires pre-approval (see page 6 middle row)--
e  We only accept diagnostic forms printed July 2014 or later (see top right corner of front sheet)
e Diagnostic procedures must correspond with screening results
e Consultation can only be reimbursed if provider normally brings clients in the office for consultation
e Computer Aided Detection (CAD) is not covered

ﬁ client gets diagnosed with breast canceﬁ

/Clients who need surveillance/follow-up from a previous\
abnormal ultrasound or mammogram:
o  Follow-up is reimbursable only for clients ages 40-74

e Indicate type of treatment and where client is
being referred to by completing page 4 — Breast
Cancer Referral & Treatment.

e  Fill out Treatment Funds Request Form to access

treatment funds
e  CBE expected before the follow-up imaging performed . . . o
“ . o, . e  Client may be eligible for Nebraska Medicaid for
e Complete “Follow-Up of Previous Abnormal Finding” section,

cancer treatment. Call us for more information.
\ page 4 / j

Provider Instructions - 5

e  Client must be enrolled. Call if you are not sure.
e  Pre-authorization not needed, but must follow NCCN guidelines.




EWM Coverage of Diagnostic Services

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

Procedures covered for women 18-39:

e Screening mammogram not covered by EWM for women <40

Age

CBE Findings:

Services Allowable for Reimbursement Based On Findings:

18-29

Suspicious CBE
(Consultation by
surgeon preferred)

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

Breast MRI: NEEDS PRE-AUTHORIZATION. See page 4 for eligibility

30-39

Suspicious CBE
(Consultation by
surgeon preferred)

Same as list above, can also get diagnostic mammogram

Procedures Covered for women ages 40-74:

e If the client did NOT have a screening mammogram, just had a breast lump or other cause for concern, see the

first row.

e If she had a screening mammogram, see the column to the right of the results of the screening mammogram to

determine if services are covered.

Age

SCREENING Mammogram
Findings:

Services Allowable for Reimbursement
Based On Screening Results:

40-74

No Screening Mammogram and
Suspicious CBE (palpable mass,
etc)
See Diagnostic
mammogram findings ->

Diagnostic Breast Ultrasound is required (diagnostic
mammogram mammography alone misses 15-20% of tumors)
BI-RADS 0-3
Diagnostic Fine Needle Aspiration
mammogram Breast Biopsy
BI-RADS 4, 5 Breast MRI: NEEDS PRE-AUTHORIZATION.

See page 4 for eligibility

BI-RADS O -
Needs additional imaging
evaluation

Comparison of prior films

Diagnostic mammogram (CAD is not covered)
Breast Ultrasound

Breast Biopsy

BI-RADS 1 | CBE negative Routine Screening
—Negative Consultation (can only be reimbursed if provider normally brings clients in the
or CBE suspicious for | office for consultation)
BI-RADS 2 | malignancy Breast Ultrasound
— Benign Fine Needle Aspiration
finding Breast Biopsy Cytology of breast discharge
Breast MRI: NEEDS PRE-AUTHORIZATION. See page 4 for eligibility

BI-RADS 3 — Probably Benign

Diagnostic mammogram 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

Coverage of Services - 6




