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
18-64 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 1¢)

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 40-64:

* 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.

40-64

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?

» You can! We'll show you how!

» We calll this process “enrolling clients YQH__;‘COn Do It!
diagnostically” ¥ A

» Any EWM contracted provider can % A
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?

» Use the Breast Diagnostic
Enrollment Form (BDIA)

/

» 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.
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Breast Follow-Up & Treatment Plan

First ‘ mI Last DOB
Client referred to who will take over care.
Clinician/clinic name and city/phone
Consultation Date to give client options:
Treatment regimen consists of ({lumpectomy, surgery, chemo, radiation, etc.)
Treatment Scheduled Date: Treatment Performed Date:
pety
Ne"?y(es ¥ s Cancer treatment refused date Client made informed decision: OYes ONo
o \g““‘)s Reason for refusal:
A
e g™l
e!
ol Scl ing 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 o the client, and provide appropriate clinical documentation. Faxto: 402-471-0913

G Previous personal history of breast cancer Requesting provider information:

O Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+: Clinic Name
www.cancer.gov/beriskteol/  (for women under 35, go to hitps://ibis.ikonopedia.com/) Phone #:
3 Client has OBRCA1 OBRCA2 QOther mutation _ Dateof genefic testing: ___/ /. PR

O First-degree relative with BRCA1 or BRCA2 (parent, brother, sister, child) Relative: " Date of genetic testing: / L.
O Previous Radiation Therapy to chest, between the ages of 10-30 Age: Purpose of radiation:
O Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvalcaba syndrome, or have first-degree relatives with one of these syndromes

e
\'\a‘m EWM staff use only. Request approved: OYes ONo Program signature Date:___/___/___Autharization expires one manth after date of signature

e

5
Last Clinical Breast Exam Result/Finding: ONegative/Benign OSuspicious for breast malignancy  Date: / /
Last Screening or Di; i Result: Date: / /
Last Breast Ultrasound Result: Date: ) A —
Last . Date: /

6 Month Follow Up: Only for :Iiem;h&‘_ﬁd. What are the client’s current results? Please note follow-up is not rei for clients under 40.
Client reports symptoms: ONO OYES, list symptoms:

DATE: / / Clinical Breast Exam Results (check one): ONegative/Benign OSuspicious for breast malignancy

DATE: / / Mammogram Results (check ane): ONegative OBenign GProbably Benign

DATE: / /. Breast Ultrasound Results (checkone):  ONegative OBenign OProbably Benign

DATE: / / Consultation by Clinic Name:

DATE: / / Biopsy: Type: Results: * Must do new warkup on poge 3
Name of Clinic: City: Date:

Referral, MRI 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 IS 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...

soyanze
NEBRASKA

BREAST DIAGNOSTIC ENROLLMENT

Follow Up & Treatment Plan for Women 18-64

PROVIDER NOTES: 301 Centennial Mall South - PO, Box 4817

¢ Clients with insurance MAY STILL BE ELIGIBLE for diagnostic services. Uincaley 1€ 63508 4217 F“;;E;;;‘;;

« I client s currently enrolled for screening services complete ONLY pages 3 and/or 4 i : 22

*  Diagnostic form instructions may now be found online at dhhs.ne.gov/ewmforms yraned it e vy woemersheak . .
«  Male clients - NOT eligible for screening or diagnostic procedures (see Transgender Policy pg 77 ol

and pg 81 in the Women’s & Men's Health Program Provider Participation Manual) e DHIS prons g s o e O S e C e C e O e I n e O rl C O rn e r
Please answer each question and PRINT clearly! T mET, CEIEe! MOt pers

whoseek cur servaes

First Name: Middle Initial: Last Name:
Maiden Name: Marital Status: 2Single OMarried D Divorced DWidowed
z Gender: OFemale OTransgender Do you identify as: DHeterosexual Olesbian OBisexual DGay W r r rI I I T 2 24
E OFemale to Male
; OMale to Female
E Birthdate: / /. Social Security #: - - Birth place
] ity and state or country of Girth
= Address: Apt. #
o coumy: a2 > € newer tne pelier - Tnese 1rorms cnange
o
L Home Phone: Work Phone: ( ). Cell Phone: ( ) . . ore
Preferred way of Contact?: OHome OWork OCell s it okay to text your cell phone? DYes DNo f -I-l | | T |
e ——————— requently ds our program elgiollity evoIlves
EE Contact person: Relationship:
E Phone: ) DHeme Owork Ocell °
» Always go to the welbsite for most updated
D¥es DNo DUnknown If yes, where from:
What is your primary language spoken in your home? Highest level of education completed:

.
DEnglish  DSpanish  Dvistnsmese D<othgrade DSome high school
Dother SHigh school graduate ar equivalent

DSome college or higher IDon’t know

are you?  (check all boxes that apply) DDen't want to answer
n/Alaska Native

What race or ethn
DAmerican In

How did you hear about the program:
2

Tribe
DBlack/African American Doctor/Clinic

DMexican American DAgency
Dwhite DNewspaper/Radio/TV
DAsian IFamily/Friend
DPacific islander/Native Hawaiian DI am & Current/Previous Client
Other. ICommunity Haalth Worker
DUnknown Dsocial Media (Facebook/Instagram, etc)
D0ther

Have you ever had any of the following tests?:

Pap test OYes ONo DK Have you ever had cervical cancer?
Previous/Prior Pap test Date ;ST ONo DYes ODK*  When:_ /  /J
The result D Normal DAbnormal QDK*
Mammogram OYes DONo DDK*
HPV test OYes ONo ODK* Previous/Prior MammogramDate ___ /[
Previous/Prior HPV test Date ___/ e, The result: “Normal Abnormal IDK*
The result DNeormal DAbnormal DDK*
tas your mother, sister or daughter ever had
Have you aver had 3 hysterectomy breast cancer? DYes DONo DDK*
{removal of the uterus)? OYes DNo ODK*
2a. Was your cervixremoved?  O¥es DNo DDK* Have you ever had breast cancer?
2b. Was your hysterectomy ONo OYes DDK*  When: /[
to treat cervical cancer? D¥ss DMo DDK*

1-Enrollment Continue to Page2 ==+ =4 =%




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 e

Follow Up & Treatment Plan for Women 18-64 L&iﬂﬁ NIHGy oy

Lkl o NE RS0 1617 Fax 40247 AL
*  Clients with insurance MAY STILL BE ELIGIBLE for diagnostic services. ol 3 . g
1-800-532-2227
« Ifclient is currently enrolled for screening services complete ONLY pages 3 and/or 4 s
= Diagnostic form instructions may now be found online at dhhs.ne.gov/ewmforms e .
+ Ml clients - NOT eligible for screening or diagnostic procedures (see Transgender Policy pg 77

and pg 81 in the Women's & Men's Health Program Provider Participation Manual) (st riey
Please answer each question and PRINT clearly! NG TG IEN ML
° ° First Name: Middle Initial: Last Name:
» Your client does not have to be currently enrolled in ke ot s e s s e
Gender: DFemale OTransgender Do you identify as: OHeterosexual Olesbian OBisexual DGay
OFemale to Male

OMale to Female
Birthdate: / / Social Security #: - - Birth place
City and state or country of birth
Address: Apt. #
City: County: State: Zip:

Every Woman Matters to use the diagnostic form.

CONTACT INFORMATION

Home Phone: ( ). Work Phone: ( ) Cell Phone: ( |
Preferred way of Contact?: DHome DWork OCell s it okay to text your cell phone? DYes DNo

» Clients 18-64 with a breast diagnostic issue may be
enrolled immediately by using this form as long as they: & s

Are you of Hispanic/Latina(o) origin? Are you a Refugee? DYes DNo DDK*
D¥es DNo DUnknown If yas, where from:
What is your primary language spoken in your home? Highest level of education completed:
. . . DEnglish DSpanish  DVietnamese 2-<5th grade DSeme high schoal
D0ther OHigh school graduate or equivalent
e Mmee e [ncome qguidelines
What race or ethnicity are you? {check all boxes that apely) DDon’t want to answer
DAmerican Indian/Alaska Native
°L° M ° 5 Tribe. How did you hear about the program:
° DBlack/African American DDoctor/Clinic
DMexicen American DAgency
DWhite ONewspaper/Radio/TV
Dhsian DFamily/Friend
. . . O Pacific Islander/Native Hawaiian Ol am a Current/Previous Client
D0ther DCommunity Health Worker
L4 SUnkndwn OSocial Media (Facebook/Instagram, etc.}
D0ther
Have you ever had any of the following tests?:
months i e il e
Previous/Prior Pap test Date / ! DNo DYes ODK*  When:_ /  J
The result: Normal DAbnormal DDK*
Mammogram D¥es DNo DDK*
HPV test OYes ONo ODK* Previous/Prior Mammogram Date ___/___/
Previous/Prior HPV test Date ___/ The result: DNormal DAbnormal DK
The result: DNormal DAbnormal DDK*
+as your mather, sister or daughter ever had
Have you ever had a hysteractomy breast cancer? DYes ONo DODK*
{removal of the uterus)? DYes ONo ODK*
2a. Was your cervix removed?  OYes ONao  ODK* Have you ever had breast cancer?
2b. Was your hysterectomy ONo OYes DDK*  When: /[
to treat cervical cancer? DYes DNo ODK*

1-Enroliment Continue to Page 2 ==+ =3 -3




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

[glerelne
g U id e | i ﬂ eS onmen’s and Men’s Health Programs ‘

Income Eligibility Scale

Every Woman Matters
Effective July 1, 2024-June 30, 2025

Yearly Income Monthly Income
f of People In FREE $5.00 Donation | | * o People FREE $5.00 Donation

1 0-515,060 $15,061-37,650 1 0-51,255 $1,256-3,137
2 0-$20,440 $20,441-51,100 2 0-51,703 $1,704-4,257
3 0-525,820 $25,821-64,550 3 0-52,152 $2,153-5,380
4 0-531,200 $31,201-78,000 4 0-52,600 $2,601-6,500
5 0-536,580 $36,581-91,450 5 0-53,048 $3,048-7,620
6 0-541,960 $41,961-104,900 6 0-$3,497 $3,498-8,742
7 Call 1-800-532-2227 7 Call 1-800-532-2227

Womews & Mew's Health Progromy

o 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.0. Box 94817 ~ Lincoln, NE 68509-4817
Toll Free: 800-532-2227 ~ Local: 402-471-0929 ~ Fax: 402-471-0913
_“f:”’*‘f”{ g www.dhhs.ne.gov/EWM

b I NEBRASKA

Good Life. Great Mission,

Every Woman Matters
Nebraska Colon Cancer Screening Program —

Funds for this project were provided through the Centers for Disease Control and Prevention Breast and Cervical Early Detection Program,
BREAST: CERVICAL COLON. HEART. ‘Well Integrated Screening and Evaluation for Wiomen Across the Nation, and Celorectal Cancer Screening Demonstration Program
* bvery Woman Matters Cooperative Agreements with the Nebraska Department of Health and Human Services.
Nebraska Colom Cancer Screening Program

DEPT. OF HEALTH AND HUMAN SERVICES




Enrolling Clients Diagnostically

— Patients not yet enrolled in EWM

BREAST DIAGNOSTIC ENROLLMENT Bk o

Follow Up & Treatment Plan for Women 18-64

NEBRASKA

PROVIDER NOTES:

Clients with insurance MAY STILL BE ELIGIBLE for diagnostic services.
- I dlientis currently enrolled for screening services complete ONIY pages 3 and/or 4
«  Diagnostic form instructions may now be found online at dihs.ne. gov/ewmforms
+ Male clients - NOT eligible for screening or disgnostic procedures (see Transgender Policy pg 77
and pg 81 in the Women's & Men’s Health Program Provider Participation Manual)
Please answer each question and PRINT clearly!

ALY

301 Centannial Mall Sauth - PO, Box 94817
Lincoin, NE 68505-4517 Fax:
18005322227

vevess dnhs e gov/womensheaitn

First Name:
Maiden Name
Gender: OFemale STrensgender

ale to Male
5 Male to Female

Birthdate: / /.

Address:

Social Security #:

Middle Initial:
Marital Status: OSingle SMarried 3Divorced HWidowed
Do you identify as: OHeterosexual Dlesbian OBisexual DGay

- . Birth place

Last Name:

ity snd state or country oFBirth

city: County:

state:

z
=]
g
H
H
2
H
£
2
£
8

Home Phone: ). Waork Phon

) Cell Phone: ( ).

Preferred way of Contact?: DHome OWork OCell I

O¥es | want to receive program information by email. Email:

it okay to text your cell phone? OYes SNo

Jve =nd you're dona! e

e oy o
for sances raca’ e

s tar .o

Iy Otearly Income: §
7 28 28 21 on on

e for peonle 55 snd sver]
et s

1ot Medicsd Supplement

gE Contact person:
| ehone:(__ SHome

Dwork Ocell

Are you of Hispanic/Latina(o) origin?
DNo DUnknown

What is your pri
OEnglish
D 0ther.

ary language spoken in your home?
SSpanish  DVistnamese

What race or ethnicty are you? | (ceckabanes tht )
mericen Indian/Alacka Native

Oolack i Americn

Mexican American

DWhite

‘DAsian

DPacific Islander/Native Hawaiian
Other,

DUnknown

Are you a Refugee? OYes DNo ODK*
If yes, where from:

Highestlevel of education completed;
“esth grade DSome high school
’JHugh Sehcol gracuate or  equivalent
3ome college or higher 3Don't know
2Don't want to answer

How did you hear about the program:
Dotk

')Newsuanermadm/rv
DFamily/Fr
Dlama Cuvreht/Pervmus Client

orker
social Media (Facebook/Instagram, atc.)
Sother

s it)

Medical information

Program.

i cery
Frines e

it o ar o e s casion oo me. {angersra mat
et zonzerns or queston:

e

WM oy rermin me when i Sime for me o schesuie my 5

= 1irw et 1 mave witnout iuine my mailin
an sny acuive my nean care piavicks

ez o EW, |

Have you ever had any of the follcwmg tests?:
Yes DMNo QDK
Previous/Prior Pap test Date A1 A
The result ONormal Oabnormal DDK®

HPV test DY¥es ONo ODK*
Previous/Prior HRV test Date I
The result: DNormal JAbnormal DOK*

Have you ever had a hysterectomy
(removal of the uterus)? DYes ONo ODK*
2a. Was your cervix removed?  OYes ONo DDK*
2b. Was your hysterectomy
fo treat cervical concer?  DYes ONo DDK*

Have you ever had cervical cancer?

OMa DYes ODK*  When: / /

Mammogram OYes DNo ODK*
Previous/Prior Mammogram Date f__J.
The result: Narmal DAbnormal Q0K*

Has your mother, sister or daughter ever had
breast cancer? OYes ONo ODK*

Have you ever had breast cancer?
ONo OYes DDK*  When fe

est anc/or E ', forcu up s, dagnesic ez

e termation nciueng ma resuss ane masen nistary witn oy nesitn

Iy Y EW, Timay D8 used 19 65 me ko 7| need Tollaw 43 exmms.

ot an Frevastion (DC] far e oy sutsice researahers to earn ma

fied alien under the Federal Immigration and

| zttast a5 follows:

fanality Act, 8 US.C. 1101 et seq., as such act existed|

nt 2nd back copy of

1-Enrollment

Continue to Page 2

i Number)

i form and any related application for public
his information may be used to verify my lawful

Please Print Your Name (first, middle, last)

Your Signature

-1
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 pages
1-2 of the Breast Diagnostic Enrollment (BDIA) with:

o contact information

o demographics

o breast and cervical history
o income and insurance

o citizenship status

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

Providers can have clients complete pages 1&2 in

their office.


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 21-64 and has recently completed a Healthy q
Lifestyle Questionnaire and had a EWM well woman
screening visit

» Call EWM at 1-800-532-2227 if you are not sure they
are an EWM client




NEWI! Quick

<

]

2 dhh 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

Subscribe For Updates

Contracted Provider (doctors and clinic) Listing Every Woman Matters

Colon Cancer Awareness &
Prevention

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 program will

~

Provider Information &
Forms

Prevention in Communiti

'Diagnostic Enroliment/Follow-Up and Treatment Forms

Provider Participation Manual, Fee Schedules and Income Guidelines

General Forms

»

Diagnostic Presumptive Eligibility Checklist
Diagnostic Reference Quick Guide

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

Cervical Di
English
Spanish
Cervical Diagnostic Instructions

ic Enroll /Follow-Up Tr

g

Client Informed Refusal Form

reference guides online!

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

'v 5 o v ‘ REFERENCE GUIDE F28 PROVIDERS
iagnostic Presumptive

L‘A Eligibility Checklist “ Qualifying Criteria Quick Guide - DIAGNOSTIC SERVICES

Gender: Females Only
) . . ) 18-64* for Breast Diagnostic Services
1. Clients ages 21 and up for breast cancer diagnostics after abnormal screening results that occured . . . . .
ithin the last 6 months Age: 21-64* for Cervical Diagnostic Services
wi . *Clients outside of age parameters who meet program guidelines and do nof have Medicare
coverage will be revi d on a case by case basis. Enroliment is based upon review.
2. Clients age.s 2.1 and up for cervical cancer diagnostics after abnormal screening results that ey Must meet Income Guidelines
occured within the last 6 months.
Insurance: CLIENTS MAY HAVE INSURANCE
3. Clients ages 25 and over with documented personal history of BRCAL or BRCA2 would be eligible Citi hi Must be a US Citizen or Permanent Resident®
for annual breast MRI screening. tizenship: *must provide front and back copy of Permanent Resident Card/Green Card
" Breast or Cervical Cancer Diagnostic Form completed in its entirety Health Status: Must need services to diagnose breast or cervical cancer
- Incomplete forms will be returned to the provider office Fore https: //dhhs.ne.gov/EWMForms
* Only forms printed 2024 are accepted (Date found in upper right-hand corner]
5. Income fle"ll'i;ll""thm Iln::'ofme E;glbm;y Scale bsite: BREAST can be enrolled as a diagnostic client at the provider's office for diagnostic
* Eligibility scale is found on the Every Woman Matterslwe. site: work up for breast issues or if they have had an abnormal screening mammogram.
https://dhhs.ne.gov/Documents/EWM_Income_Guidelines.pdf Breast enrollments must follow the National Comprehensive Cancer Network (NCCN) guidelines. Ifa
client has a suspicious clinical breast exam, a diagnostic mammeogram alone does not meet clinical
6. Insurance coverage noted on form standards (shown on the Breast Diagnostic Enrollment Follow Up and Treatment Plan Form (BDIA)).
- Patient may have private insurance and be responsible for co-pays and deductibles Enrollment:
. Patient cannot have Medicare part B or Medicaid CERVICAL can be enrolled as a diagnestic client at the provider's office for
diagnostic work up for abnormal pap tests.
7. Client is a U.S. citizen or qualified alien under the Federal Nationality Act Cervical enroliments must follow the current American Society for Colposcopy and Cervical
- Client has marked the box attesting that they are a US citizen or qualified alien Pathology (ASCCP) Guidelines (shown on the Cervical Diagnostic Enroliment Follow Up and
- Copy of front and back of USCIS documentation provided with program form Treatment Pian Form (CDIA)).

(Permanent Resident Card/Green Card)
Please call 800-532-2227 to speak with a program Murse regarding completion of diagnostic forms or to

8. Medical Release Form is signed and dated by patient (this includes client listing their date of birth answer diagnostic questions.
and printing their name).
Wamen's and Men's Health Program: ‘
9. Services provided follow program guidelines Ineome Eligibility Scale
. Guidelines are printed on Diagnostic Forms Buery Women Metters. m
. Program adheres to the current ASCCP Consensus Guidelines for Cervical Abnormalities sressnsansnattannes
- Program adheres to the NCCN Screening and Diagnostic Guidelines for Breast abnormalities Mantiify mcome

Women' s Hon's Health Programs

[t osnaton | [ihl [ e [ssas0snaton

1508187850 1 BiLDe | slamalan \
=110 o,

10. 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.

s NEBRASKA

Good Life. Great Mission,

=N very Woman Waters
Nebraska Coln Cantir Sraisiay Pragran

£ o N PO. Box 34817
Uaheseka Cobes e o DEPT. OF HEALTH AND HUMAN SERVICES Lincoln, NE 68509

= Toll Free: 800-532-2227
— Fax: 402-471-0913

301 Centennial Mall South || P.O.Box 94817 || Lincoln, NE 68509-4817 dhhs.ewm@nebraska.gov
Toll-Free: (800) 532-2227 || InLincoln: (402) 471-0929 || Fax:(402)471-0913
EWM E-Mail: dhhs.ewm@nebraska.gov || Version: 10/2024 102024
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Diagnostic

Enrollm

ent EeNms

BREAST DIAGNOSTIC ENROLLMENT

Follow Up & Treatment Plan for Women 18-64

0
i TILL BE ELIGIB!
lled for i

Program Provider Parti
h questi

Social Security Birth place
Apt. #
“ounty: State: Zip:

Work Phone: Cell Phone: ).

Is it okay to text your ¢ DNo

CONTACT INFORMATION

Home Phone:
Preferred way of Contact?:

D¥es | want to re ram infor

Contact persor

Phone: {

Are you of Hispanic/Latina(o) origin?
J¥es Mo DUnkn

What is your primary language spoken in your home? Highest level of education complete
JEnglish Spanish  Vietnamese th grade DSome

did you hear about the program:
5] r/Clinic

ONe DK
p test Date
QD Neormal DAbnormal DDK*
DNo DDK*
rmal DDK*

DN

1- Enrallment

and state or country of birth

DKt




First, check to make sure client filled

everything outf on pages | and 2

for clients not already enrolled in EWM

BREAST D]AG NOSTIC ENROLLM ENT i Finish the section below... read the consent... check a box... then sign & date and you're done! i
NEBRASKA
Tmay be required o shew proof witnn - rogram
Follow Up & Treatment Plan for Women 18-64 e ta e ove fnes, il e responsibe peamment
o What is your household income before taxes?  Oweekly OMerthly Ov¥early Income:$ °
PROVIDER NOTES: e Please Note: Self employed are to use et Income after tanes
Clnta with i AV SN BEEUGIATEAGE diRpoticERmice 1-800.532-2227 How many people live on this income? D1 02 03 D4 25 D5 07 28 08 D10 311 D12 WI r rI I rI I I
* I clientis currently enrolled for screening services complete ONLY pages 3 and/or 4. wwwrihhs.ne.gov/womensheaith
« Diagnostic form instructions may now be found online 3t dhhs.ne.gov/ewmforms ) - )
«  Male clients - NOT eligible for screening or diagnostic procedures fsee Transgender Policy pg 77 Sbicscimiod Do yoRi fiawe s urance? O i Govenmer. Ifyegistl: [QMeticare for ot oven
and pg 81 in the Women’s & Men’s Health Program Provider Participation Manual) DS g *Clients with insurance Medicaid (1l Coverage for sefy M °
Please answer each question and PRINT clearly! RAORT RN P MAY STILL BE ELIGIBLE 3&1?@3” Enrk!\pp‘:r[s!momv
for diagnostic services Private Insurance with or without Medicaid Supplement
First Name: Middle Initial: Last Name: fleaselsy
Maiden Name: Marital Status: OSingle DMarried D Divorced Widowed Informed Consent and Release of Medical Information
Gender: Ofemale OTransgender - Doyouidentify as: OHeterosexusl Olesbisn OBisexusl OGay T — b | O n |<
DMale to Female

Iwantcoiaa par af th very Wornan Wattrs (EWM)Program, |k
"

z
2
H
’ : ; . iier he age of 0,1 an ony recave reast aagmosti tess
(=l sirthdate: / / Social Security #: - , Birth place it e e
2 — s ity and s o oty ST BiAR ~ © It move msurance, Emw il oty pay sy nsurance pays
5 — Apt. # © Imustbes female per Faderal Gucaines
3 5 .

=0 city: County: Statif.. .G . .. b i om 215 g,y b s o cring e ch e pres
§ Caears, iabete, and abasty bui2d e US resertive Senics Tk Fores and Fogra Guideings | v hed vt haaih ore Provdes oot he eraemng

Home Phone: ( ) Work Phone: ( ) Cell Phones { ) oA o poss e e shecs o dcomtots 7 2

v 4 " 0 my et a
Preferred way of Contact?: DHome OWork OCell s it okay to text your cell phone? OYes JINo afors | maka thess acevity and/or diet changas, hastth Wser sbocs o ‘aoestons

O¥es | want to receive program information by email. Email: 1 e taked with the clinic bott how | 3m geing to payfor any tets o sarvices that are not paid by ENTL

= = it and signature are all

Based an my perscnal and health history, | may recsive | know that if | mave e
Phone: ( OHome Owork Ocell may 1 accept respor

.
e youof i 5 ~ - e w0 andor treatment to EW.
re you of IS anic/Latina(o) origin? re you a Refugee? fes o % »

ears provider:

Wihint & your it imitry language spokci iy your Home? Highesteyel of cdcation completed: + Wyrame,zadoss amai shona umber (o caling o tncng) ity number and/or othar 1l be used only by EWM. T may be used t et
DEnglish  DSpanish  OVietnemese grade OSome high school me knowt | need sedto Ths
O0ther. O aeh nae aradum o eqlent e e
3seme college or higher O Don’t know . The Cantars for Disease o v ° M
What race o ethnicity are you? (check alt baes that oppi) 2Don't want to answer e B e
ORmefican indlan/Aliska Natit IfI need help with food, safe ther ftems that ks from takr o7 my hesith, | will be offered a referral 1 tuork called Unite Us. Unite Us will
Tribe i e R S proaie + I need helpuith food, safe s, or ihr s Sha keep e from taking care of my heal, | il b fferd a referal 013 care netuork callg Unite Us. Unite Us
Olack/AFican Amercan SBocorcnic e ooy agencis o5 T W N P e 0 U5 i hl, T 1 Sres Gl phons, oroher parsoal nformasn wil b stared. | anrefse
QMexican American Agency -
M“‘:‘E gg:r:‘s“(vlﬂ;mﬂdmﬂw In order to be eligible for EWM you must be a U.S. Citizen or a qualified alien under the Federal Immigration and °
QPacific Islander/Native Hawaiian Qlem a Current/erevious Client Bationialicy Act < Pregse heck WhiCh bixtipplles (o yod
Aother, A Cammunity Health Worker « For the purpose of complying with Neb. Rev. Stat. 4-111(1){b}, I attest as follows:
QUnknawn Qseeil Media Facebos ki nstagram, e52) ~
g Q  Iam acitizen of the United States
S oR
Have you ever had any of the following tests? § O | am aqualified slien under the federal Immigration and Nationality Act, 8 U.5.C. 1101 et seq,, as such act existec|
Pap test ves DNo DOK® Have you ever had cervical cancer? z on January 1, 2009, and am lawfully present in the United States. | am attaching a front and back copy of my
Previous/Prior Pap test Date ONa OYes DDK*  When: P ) USCIS documentztion. (for example, Permanent Resident Card/Green Card)
The result ONormal DAbnarmal DDK*
Memmogral OYes DNo ODK* I hereby attest that my response and the information provided on this form and any related application for public
HPV test Sves ONo DDK* Previous/Prior Mammogram Date __f__/___ benefits are true, complete, and accurate and | understand that this information may be used to verify my lawful
Previous/Prior HPV test Date ___/. The result: Normal D Abnormal DK* presence in the United State:
The result ONormal FAbnarmal DK*
Has your mother, sister or daughter ever had
Have you ever had 3 hysterectomy breast cancer Oves ONe ODK*
(removal of the uterus)? OYes ONo ODK* E
2a. Was your cervix removed?  OYes ONo DDK* Have you ever had bresst cancer? &
2b. Was your hysterectomy ONo OYes ODK*  When:__ /[ ] Please Print Your Name (first, middle, last) Your Signature
totreat cervical cancer?  OYes ONo ODK* &
]
A /.
Date Your Date of Birth
1-Enrollment Continue to Page 2

Enrollment -



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

#Clients with insurance 100
MAY STILL BE ELIGIBLE

Breast Follow-Up & Treatment Plan far diagnostic services.
i Complete with
Screening: Mame: City/Phone Number p

Clinic that initiated care .I.h | M .I. 1
Diagnaostic: Name: City/Phone Number e C I e n S

Clinic that patient was referred to

Instructions: Please send this form to EWM aloeng with corresponding radiology and/or pathology reports when diagnostic workup is complete. n O ' ' l e D O B
4 4

.
Screening History: Screening History: O n d S C re e n I n
() Clinical Breast Exam Suspicious for Breast Malignancy Date: /[

) Clinical Breast Exam Suspicious for Breast Malignancy Dater [/ /

Diagnostic Workup: Results of initial SCREENING mammogram, if applicable: Date / 7 — .
QSurgical Cansultation Date: / S DScreening Mammogram was NOT PERFORMED rov I d e r Wh e re
Physician: JBI-RADS 0 - Assessment incomplete p
«  IfCBEs suspiclous, EWM encourages surgical consult BEFORE ultrasound DBI-RADS 1, 2, and 3 with a suspicious clinical breast exam
IBI-RADS 4 - Suspicious abnormality h C B E
Breast Ultrasound Date: __ /_ / IBI-RADS 5 - Highly suspicicus er WOS
= Preferred: Referral to surgeon Foreva_luancn and to determine need for u!_s Diagnostic Workup:
*  Acceptable: Breast ufs ordered by Primary Care Provider if no surgeon available surgical Consultation Date: E f d
) Diagnostic Mammogram Date: A FAgpcih: p e r O rI I l e
= Client must be at least age 30 to have a Diagnostic Mammogram (D Breast Ultrasound Date:___ /  /

. .
* Diagnostic mammogram alone does not meet standard of care If CBE is suspicious P
(3 Diagnastic Mammogram Date: ___ /. / I I

+  Diagnostic mammograrm alone does not meet standard of care if CBE is suspicious

O Repeat Breast Exam Date )

OeBreastBiopsytype: Date: /[ (JRepeat Breast Exam

D Breast MR far suspected Inflammatory Breast Gancer Date: S _ (O Breast Biopsy type:

JConsultation/2nd opinion Date J..F . (2 Breast MR for suspected inflammotory Breast Cancer Dater: 0. .

OFNA OR OU/SGuided Needle Aspiration  Date:___/___/ 3 consultation/2nd opinion Date:__ [ [ F' | | 1 |' 1~!
OClient refused initiate: Ciient informed Refusal Farm/Service Brovider Document DFNA OR QU/5-Guided Needle Aspiration Date: ___/__ /. I I n yo U r C I n I C S

Cclient refused Initiate: Client laformed Refusal Form /Service Provider Document

Refer to EWM Coverage of Diagnostic Services for mare information at www.dhhs.ne.gov/ewmforms i n _I:O r O _I_i O n U n d e r
* Final Diagnosis: . o o
This section must be ©Cancer not diagnosed - no treatment necessary d _I_ d
completed before sending ZCancer diagnosed - Please complete Breast Cancer Treatment section on Page 4 I O g n O S I C p ro V I e r o

to EWM ODuctal carcinoma in situ Olobular carcinoma in situ D 0ther carcinoma in situ Glnvasive cancer
Date of final diagnosis or pathology report: / /

Fax: 402-471-0913 | | Mail: Every Woman Matters, P.O. Box 34817, Lincoln, NE 68509-4817 | | Questions: 800-532-2227
To view instructions or to print out forms: www.dhhs.ne.gov/EWMforms
Funds for this project were provided through the Centers for Disease Contral and Prevention Brest and Cervical Farly Detection Program ond the Well Integroted Screening
and Evaluation for Women Across the Natian Cooperative Agreements with the Nebroska Department of Health and Human Services. Treatment Plan -

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 history

*Clients with insurance 1/

s C re e n I n g h ISio ry S eCtl o n : Breast Follow-Up & Treatment Plan for i olic e

First Mi Last DoB

- For patients 18-39, fill out the date and
Clinic that initiated care
f. d . f h | . . | b 1_ Diagnostic: Mame: City/Phone Number
Clinic that patient was referred to
I n I n g S O e r C I n I C O re O S eXO m ° \ Instructions: Please send this form to EWM along with corresponding radiology and/or pathology reports when diagnostic workup is complete.

. .
—_ Screening History: Screening History:
° F O r p O TI e n TS 40 64 /7 fl I | O U -I- -I- h e d O Te O n d ) Clinical Breast Exam Suspicious for Breast Malignancy  Date: I I ) Clinical Breast Exam Suspicious for Breast Malignancy  Date: /. /.

Diagnostic Workup: Results of initial SCREENING mammogram, if applicable: Date / /
QScreening Mammogram was NOT PERFORMED

findings of clinical breast exam as well as | [ e

. If CBE is suspicious, EWM encourages surgical consult BEFORE ultrasound OBI-RADS 1, 2, and 3 with a suspicious clinical breast exam

JBI-RADS 4 - Suspicious abnormality

the results of the SCREENING i
»  Preferred: Referral to surgeon for evaluation and to determine need for u/s Diagnostic Workup:

» Acceptable: Breast u/s ordered by Primary Care Provider if no surgeon available OSurgical Consultation Date: / /
Physician:

I I |O I I I I I IOgrO I I | D Diagnostic Mammaogram Date: / /
#  Client must be at least age 30 to have a Diagnostic Mammogram O Breast Ultrasound Date: / /

#  Diagnostic mammogram alone does not meet standard of care if CBE is suspicious

(JDiagnostic Mammogram Date: ___ [/ [
+  Diagnestic mammeogram alone does not meet standard of care if CBE is suspicious
° H 4 ORepeat Breast Exam Date: i/

- If client 40-64 only got diagnostic o o

. D Breast MR for suspected inflommatory Breost Concer Date: _ O Breast Blopsy type: Date: / /
m q m m o rq m d o N OT Ut th qt I n O Consultation/2nd opinion Date: A (3 Breast MRI for suspected Inflammatory Breost Cancer Date: f——]

’ OFNA OR OU/S-Guided Needle Aspirstion  Date: __ / /. QConsultation/2nd opinian Datel. o/ o o

OcClient refused  initiate: Ciient informed Refusal FarmyService Provder Document OFNA OR OU/S-Guided Needle Aspiration Date: [/ |

SC re e n i n g m q m m o g rq m S e C tio n ° C h e C k Refer to EWM Coverage of Diagnostic Services for mor(e) ?ﬂ!;;:’ﬁ;?n at :;::f :‘:?::f:x::?:;:::fﬁ::;f e
the box for Screening Mammogram NOT * inal iagnoss

This section must be Cancer not diagnosed - no treatment necessary

P E R FO R M E D O n d -I-h e n C h e C |< -I-h e bOX U n d er completed before sending Cancer diagnosed - Please complete Breast Cancer Treatment section on Page 4
to EWM ODuctal carcinoma in situ OLobular carcinoma in situ QOther carcinoma in situ Olnvasive cancer

Date of final diagnosis or pathclogy report: / /

. . .
IT for DlO g n OST' C I I IO I I I | I Iogro | I I . Fax: 402-471-0913 | | Mail: Every Woman Matters, P.O. Box 94817, Lincoln, NE 68509-4817 | | Questions: B00-532-2227

To view instructions or to print cut forms: www.dhhs.ne.gow/EWMforms
Funds for this project were provided through the Centers for Disease Control ond Prevention Breast ond Cervicol Eorly Detection Progrom and'the Weil Integrated Screening
and Evaluotion for Women Across the Nation Cooperotive Agreements with the Nebraska Department of Health and Humon Services.

Treatment Plan - 3




Page 3 —-Diagnostic workup and Final

Diagnosis

*Clients with insurance W
MAY STILL BE ELIGIBLE

- The Diagnostic workup sections show all of s

First Last

the procedures allowable for these
women. Check the box with the imaging or b i
d i O g n OS-I-i C pro C e d U re d O n e O n d fil | i n -I-h e \ Instructions: Please send this form to EWM along with corresponding radiology and/or pathology reports when diagnostic workup is complete.

.
date of service
* [&] ijgal Breast Exam Suspicious for Breast Malignancy  Date: ) Clinical Breast Exam Suspicious for Breast Malignancy  Date: / /

[ Diagnostic Workup: Results of initial SCREENING mammogram, if applicable: Date /. f___
S d d . |. . | d 'l' _I_. m\ Date: [/ [ I Screening Mammogram was NOT PERFORMED
Fhi 0 BI-RADS 0 - A ti lets
¢ e n C O rres p O n | n g C I n I C O O C U m e n G | O n . ‘\I,FSE:EHIS suspicious, EWM encourages surgl BEFORE ultrasound QBI-RADS 1, 2, s;:;:;::h :C:,I’;I:inCTUES clinical breast exam

JBI-RADS 4 - Suspicious abnormality
DBILRADS & _ Highly susnicious

or form may be returned to you. ey

»  Preferred: Referral to surgeon for evaluation and to determine need for u/s i > Diagnostic Workup:
» Acceptable: Breast u/s ordered by Primary Care Provider if no surgeon available OSurgical Consultation Date: / /
Physician:

- Submit all clinical documentation including Ovaposcmmogn o o

#  Diagnostic mammogram alone does not meet standard of care if CBE is suspicious

the enrollment within 2 weeks of service. DGt Mammagram e coss ot o ST T cat s sspiions

ORepeat Breast Exam Date: [/ )
OBreastBiopsytype: Date: [ [/ (JRepeat Breast Exam Date:___ f _J
L ° ° O Breast MR for suspected inflommatory Breost Concer Date: /[ (O Breast Biopsy type: Date:_ /
. Check the final dia gnosis and date of st e o T S A
OFNA OR OU/s-Guided Needle Aspirstion  Dater ___/___ /. (2 Consultation/2nd opinian Doter, o/ . -

Oclient refused Initiate: Ciient informed Refusal FarmiService Provider Document OFNA OR OU/S-Guided Needle Aspiration  Date: =

(] (]
I q g n o s I s ° CClient refused Initigte: Client informed Refusal Form/Service Provider Document

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

* Final Diagnosis:

® |f YOU dO nOT CheCk G ﬁﬂOl diOgnOSiS, The This section must be Cancer not diagnosed - no treatment necessary

[T G RGO [0 > Cancer diagnosed - Piease complete Breast Cancer Treatment section on Page 4

fo rm md y b e re'I'U e d . to EWM ODuctal carcinoma insitu OLobular carcinoma in situ OOther carcinoma in situ Olnvasive cancer

Date of final diagnosis or pathclogy report: / /

Fax: 402-471-0913 | | Mail: Every Woman Matters, P.O. Box 94817, Linceln, NE 658509-4817 | | Questions: 800-532-2227
To view instructions or to print cut forms: www.dhhs.ne.gow/EWMforms
Funds for this project were provided through the Centers for Disease Control ond Prevention Breast ond Cervicol Eorly Detection Progrom and'the Weil Integrated Screening
and Evaluation for Women Across the Mation Cooperative Agreements with the Nebruska Department of Health and Humaon Services. Treatment Plan - 3




Page 4 — Breast cancer referral and
fTrearment

Breast Follow-Up & Treatment Plan e
First M Last DOB
If client is diagnosed with
I n IS I g n S Wl Client referred to who will take over care.
Clinician/Clinic name and city/phone
b re O S‘I‘ C O n C e r‘ Consultation Date to give client options:
° Treatment regimen consists of {lumpectomy, surgery, chemo, radiation, etc.)
Treatment Scheduled Date: Treatment Performed Date:
. . . . Cancer treatment refused date Client made informed decision: ©Yes ONo
» Mark it on final diagnosis ossenbont
Screening MRI Preauthorization R
O n 3 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 te the client, and provide appropriate clinical documentation. Faxto: 402-471-0913
O Previous personal history of breast cancer Requesting provider Information:
O Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+: Clinic Name
. www.cancer.gov/berisktool/  (for women under 35, go to https://ibis.ikonopedia.com/) Phone #:
» Indicate type of freatment O Clinthas OBRCAL OBRCAZ. OOther mutation T AR —
O First-degree relative with BRCA1 or BRCAZ (parent, brother, sister, child) Relative: Date of genetic testing: / /
. . . O Previous Radiation Therapy to chest, between the ages of 10-30 Age: Purpose of radiation:
O n d Wh e re C | I e n'l' IS b e I n g O Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvalcaba syndrome, or have first-degree relatives with one of these syndromes
EWM staff use only. Request approved: OYes ONo Program signature: Date: / / Autharization expires one month after date of signature
( ; ) Last Clinical Breast Exam Result/Finding: ONegative/Benign OSuspicious for breast malignancy  Date: / /
Last Screening or Diagnostic Mammogram Result: Date: / /
. Last Breast Ultrasound Result: Date: / 7
Fill out Treatment Funds R
6 Month Follow Up: Only for clients 40-64. What are the client’s current results? Please note follow-up is not reimbursable for clients under 40.
Client reports symptoms: ©ONO QYES, list symptoms:
DATE: / / Clinical Breast Exam Results (check one): D Negative/Benign OSuspicious for breast malignancy
R e q U e ST F O r' ' I DATE: / / Mammogram Results (check one): ONegative OBenign OProbably Benign
DATE: / / Breast Ultrasound Results (check one):  ONegative OBenign OProbably Benign
DATE: / / Consultation by Clinic Name:
DATE: / / Biopsy: Type: Results: “ Must do new workup on poge 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

1072034

Breast Follow-Up & Treatment Plan
M Last DOB

» Screening MRIs must be
preauthorized

Consultation Date to give client options:

. . Treatment regimen consists of {lumpectomy, surgery, chemo, radiation, etc.)
> ( OnTOCT EWM WlTh q UeSTlonS Treatment Scheduled Date: Treatment Performed Date:
Cancer treatment refused date Client made informed decision: ©Yes ONo

Reason for refusal:

> AppI’OVCﬂ W|” be g|Ven V|O fCIX Screening MRI Preauthorization R

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 te the client, and provide appropriate clinical documentation. Faxto: 402-471-0913

O Previous personal history of breast cancer Requesting provider Information:
E WM M R | f O Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+: ClinicName ___
> C O V e rS S O r www.cancer.gov/berisktool/  (for women under 35, go to https://ibis.ikonopedia.com/) Phonest.
O Client has OBRCA1 OBRCA2 OOther mutation _ Dateofgenetictesting: /[ e
. . O First-degree relative with BRCA1 or BRCAZ (parent, brother, sister, child) Relative: Date of genetic testing: / /.

d I O n OS T | C U r O S e S O n O O Previous Radiation Therapy to chest, between the ages of 10-30 Age: Purpose of radiation:

O Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvalcaba syndrome, or have first-degree relatives with one of these syndromes
EWM staff use only. Request approved: OYes ONo Program signature: Date:___/ __/___Authorization expires one month after date of signature

case-by-case basis

Last Clinical Breast Exam Result/Finding: ONegative/Benign OSuspicious for breast malignancy  Date: / /
Last Screening or Diagnostic Mammogram Result: Date:  / [/
Last Breast Ultrasound Result: Date: J .

.
» Screening MRIs are ONLY for o —/—
6 Month Follow Up: Only for clients 40-64. What are the client’s current results? Please note follow-up is not reimbursable for clients under 40.

Client reports symptoms: ©ONO QYES, list symptoms:

DATE: / / Clinical Breast Exam Results (check one): D Negative/Benign OSuspicious for breast malignancy

. °
WO I I I e n O -I- h I h rl S k Of b re G S-I- DATE: / /_ Mammogram Results {check one): ONegative OBenign OProbably Benign

DATE: / / Breast Ultrasound Results (check one):  ONegative OBenign OProbably Benign
C O n C e r DATE: J_ Consultation by Clinic Name:

DATE: / / Biopsy: Type: Results: “ Must do new workup on poge 3
Name of Clinic: City: Date:

» Guidelines set by CDC (our funder)




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/

» Forwomen 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 Mi Last DOB
Client referred to who will take over care.
Clinician/Clinic name and city/phone
Consultation Date to give client options:
Treatment regimen consists of {lumpectomy, surgery, chemo, radiation, etc.)
Treatment Scheduled Date: Treatment Performed Date:
.
T -I- M R | b -I- Cancer treatment refused date Client made informed decision: ©QYes ONo
O re q U es 7 S U | I l | Reason for refusal:

M M Screening MRI Preauthorization R
| I I I e S e C I O n O p O g e 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 clinical documentation. Faxto: 402-471-0913

. . . O Previous persanal history of breast cancer Requesting provider information:
4 O | C) 1- h C | C( I | —_— O  Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+: Aiemme
n g WI | n I www.cancer.gov/berisktool/  (for women under 35, go to https://ibis.ikonopedia.com/) Phane #:
O Client has OBRCA1 OBRCA2 ©OOther mutation _ Date of genetic testing: _ / ! Fax #:

O First-degree relative with BRCA1 or BRCAZ (parent, brother, sister, child) Relative: " Dateof genetic testing: / /

.
d O( U I ' I e n TO -I-l O n Of -I- h e O Previous Radiation Therapy to chest, between the ages of 10-30 Age: Purpose of radiation:
O Hawve Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvalcaba syndrome, or have first-degree relatives with one of these syndromes
iteri lected

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

Last Clinical Breast Exam Result/Finding: ONegative/Benign OSuspicious for breast malignancy  Date: / /
Last Screening or Diagnostic Mammogram Result: Date: / /

e M Last Breast Ultrasound Result: Date: / /
» Pre-Authorization e
6 Month Follow Up: Only for clients 40-64. 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:

M DATE: / / Clinical Breast Exam Results (check one): O Negative/Benign OSuspicious for breast malignancy
exp I re S | ' I O n O e r DATE: | / Mammogram Results (check one): ONegative OBenign OProbably Benign

DATE: / / Breast Ultrasound Results (checkone):  ONegative OBenign OProbably Benign

signature date ) oy

DATE: / / Biopsy: Type: Results: * Must do new workup on 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
previous finding on ultrasound or
mammogram, for example:

» Those who had findings of “probably benign” and need 6-
month follow-up

» Those who had negative biopsies and need follow-up

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

Pre-authorization not needed, but must follow
NCCN guidelines

CBE expected before the follow-up imaging is
performed

1072034

Breast Follow-Up & Treatment Plan
First Mi Last DOB

Client referred to who will take over care.
Clinician/dlinic name and city/phone

Consultation Date to give client options:

(lumpectomy, surgery, chemo, radiation, etc.)
Treatment Performed Date:
Client made informed decision: QOYes ONo

Treatment regimen consists of
Treatment Scheduled Date:

Cancer treatment refused date
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:
Check one of mare that apply to the client, and provide appropriate clinical documentation. Faxto: 402-471-02913

©  Previous personal history of breast cancer Requesting provider Information:
O Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+: Clinic Name

www.cancer gov/berisktool/  (for women under 35, go to https://ibis.ikonopedia.com/} Phone #:
o Client has OBRCA1L OBRCA2 ©Other mutation _ Dateof genetictesting: /[ A
@ First-degree relative with BRCA1 or BRCAZ (parent, brother, sister, child) Relative: Date of genetic testing: / /.
& 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

EWM staff use only. Request approved: O¥es ONo Program signature: Date: /___/____Authcrizaticn expires one month after date of signature

Last Clinical Breast Exam Result/Finding: ONegative/Benign OSuspicious for breast malignancy  Date: / /
Last Screening or Diagnostic Mammogram Result: Date: / /
Last Breast Ultrasound Result:
Last Treatment: Date: a—
6 Month Follow Up: Only for clients 40-64. What are the dient’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 Negative/Benign OSuspicious for breast malignancy
DATE: / / Mammogram Results (check one): ONegative OBenign OProbably Benign
DATE: / / Breast Ultrasound Results (checkone):  ONegative OBenign OProbably Benign

DATE: / / Consultation by Clinic Name:
DATE: / / Biopsy: Type: Results:
Name of Clinic: City: [Date:

Rafarral BAR Reguast & Eollowiun .4

* Must da pew warkup on poge 3




Page 4 - Follow-up of Previous Abnormal
sigleligle

> F||| OU-I- -I-he preVIOUS _ BreastFoHov.;IUp &l;rstreatment Plan -
abnormal finding that your
pOTlenT needs fO”OW—Up Client referred to who will take over care.

Clinician/Clinic name and city /phone

fr’o m Consultation Date to give client options:

Treatment regimen consists of (lumpectomy, surgery, chemo, radiation, etc.)
Treatment Scheduled Date: Treatment Performed Date:

C treat it refused dat Client made infol d decision: DYes ON
> Under ‘I'he 6_mon‘|‘h FO”OW_ R::ss;f;erargzj:ai:reuse ate ient made informed decision: QYes ONo

up, fill out the date and Screening MR Preauthorization Request
H 1 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:
res U S O yo U r p G | e n S Check one of maore that apply to the client, and provide appropriate clinical documentation. Faxto: 402-471-0913

. . O Previous personal history of breast cancer Requesting provider information:
C U rre n -I- fl n d I n g S @ Lifetime risk of 20-25% or greater based on family history using breast cancer tool for women 35+: Clinic Mame
www.cancer.gov/berisktool/  (for women under 35, go to hitps://ibis.ikenopedia.com/) Phene i
O Client has OBRCA1 OBRCA2 ©Other mutation _ Date of genetic testing: / Fax #:

. O First-degree relative with BRCA1 or BRCAZ (parent, brother, sister, child) Relative: 7- Date of genetictesting: ___ / [/
> Y ou d '®) N OT h qave 'I-O fl | | ouU 'I- G Previous Radiation Therapy to chest, between the ages 0f 10-30 Age: Purpose of radiation:
O Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvalcaba syndrome, or have first-degree relatives with one of these syndromes
o o
p O g e 3 | f | ‘I‘ ! S O 6_ m O n ‘I' h EWM staff use only. Reguest approved: OYes ONo Program signature: Date: /. /. Authorization expires one month after date of signature
fo' | OW U p 4 O n |y b OTTO I I l Of Last Clinical Breast Exam Result/Finding: O Negative/Benign ©Suspicious for breast malignancy  Date: / /

Last Screening or Diagnostic Mammogram Result: Date: / /
p O g e . Last Breast Ultrasound Result: Date: / /
Last Treatment: Date: / /

6 Month Follow Up: Only for clients 40-64. 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:
> S e n d TO EWM O | O n 9 WI T h DATE: / /____ Clinical Breast Exam Results (check one): ONegative/Benign OSuspicious for breast malignancy
DATE: / /____ Mammogram Results (check one): ONegative OBenign OProbably Benign
C O rres p O n d i n g C | i n | C O | DATE: _ / /  Breast Ultrasound Results jcheckone):  ©ONegative OBenign QProbably Benign
. . .
documentation within 2 OATE: __/__/___ Consultation by Cinic Name:

DATE: / / Biopsy: Type: Results: * Must do new warkup on page 3

weeks of date of service

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 64

» 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

Every Woman Matters Mammography Order - o=erre

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

102024
First Name Initial |Last Name Date of Birth ‘ Age e
Clinic Site: City:
(Please do not abbreviate)
This is an order for the above patient to receive the following:
3 Screening Mammogram (enly covered for women 40 and aver) A//

3 Diagnostic Mammogram fonly covered for women 30 and over)
il for & diagnostic for clients 30-389 only with suspicious CBE or previous abnormal

mammogram

O Breast Ultrasound
{No pre-approval necessary if ordered by o surgeon or radiclogist f ing i e in clients 30-39.
Please call 1-800-532-2227 if rural area and no surgeon availabie.,

@ 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 Program Provider Contract Manual)

RT &l Provider Remarks:

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

‘women's and Men's Health Programs - Every Waman Maters Program - 301 Cantenniz| wiall South - P.C. Box 84817 - Lincoln, NE GE505-4817
‘Toll-Free: B00.532 2227 - In Lincoln: 402.474.0828 - Fax: 4024710913 - Web: www.dhhs.nie. ov/EWM
1 j ign tns Cantars for Frevensicn Prog
SCreening ng EFOIATOR for WO ACTa33 the NOTin CoOMpRVaTYS. Neerosia Part 1

Funas

Billing/Admissions/Patient Registration for Participating EWM Clients

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

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

3. Part 2 can be torn off and used for Billing/Admissions/Patient Registration purpases. client Name:

Date of Birth: / /

Part 2

| ——+ Fillout 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
Woman Matters
contracted

Hi, | have a breast
lump but don’t

. have any provider so we may
insurance. Can be able to help. Let
you help? me ask you a few

guestions.



What do you need to verity?

» Age: needs fo be 18-64
» 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

' onmen’s and Men’s Health Programv ‘
Income Eligibility Scale

. ‘ Every Woman Matters

Effective July 1, 2024-June 30, 2025

Yearly Income Monthly Income
el FREE $5.00 Donation | | #°IPeoPleln FREE $5.00 Donation

1 0-$15,060 $15,061-37,650 1 0-81,255 $1,256-3,137
2 0-$20,440 $20,441-51,100 2 0-$1,703 $1,704-4,257
3 0-$25,820 $25,821-64,550 3 0-$2,152 $2,153-5,380
4 0-$31,200 $31,201-78,000 4 0-$2,600 $2,601-6,500
5 0-$36,580 $36,581-91,450 5 0-$3,048 $3,048-7,620
6 0-341,960  |541,961-104,900 6 0-$3,497 $3,498-8,742
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 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
www.dhhs.ne.gov/EWM

Womens & Menvs Health Programns:

NEBRASKA

Good Life. Great Mission.

'DEPT.F HEALTH 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 fill out
pages 1 and 2 of
the Breast

Diagnostic
Hi, | am here for Enrollment form
my Every Woman and the doctor will
Matters see you soon.
appointment. Make sure all
sections are
completed.

o e,
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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

« Forms and instructions can be found online at www.dhhs.ne.gov/ewmiorms . 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 subbmit
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
Women's & Mew's Health Programy

402-471-0913 fax
www.dhhs.ne.gov/womenshealth web R N E B P\I \S KI )
\ Good Life. Great Mission.

dhhs.ewm@nebraska.gov email

/

/ )
{ § \\
mSAST‘ CERVICAL. COLON. HEART. \  hept OF HEALTH AND HUMAN SERVICES
ers



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