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Client Informed
Refusal

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
phone.

The client has 30 days to return
the form to the provider.

Wowen's & Men') Kealth Progries

Client Informed Refusa;

/ . o 10/202¢
P e anen o we. NEBRASIKA-  Directions for form:
E.J‘i.'l“.@.“ Mt Minslor : CLIENT must fill out Section 1
Astrwns Loe Caren lovarirg Pugae 08 LT AN S R 2
301 Centennial Mall South | | PO. Box 94817 2 PROVIDERS must fill out Section 2 or3
Lincoln, NE 68 4 R9C20N3DIe SCCOMMOTEBONS MAJe fOr persons with dodidtes. TOO (800) §33-7332. The Nedrasic

509-481
532-2227 | | Fax: (402) 4710913

Phone: 1-800- Department of Heaith Gnd HUMAn Services Provices IBNGUOQE CSSISLaNCE Gt RO COSt to Amited Englisn
proficient persons who 260k our services
Section 1:
Date / /
l, have been informed by my healthcare provider, that | shoul

SSN#:

Name of Procedure/Treatment:

Client Name

DOB:

[p%cze print your nome]
have this test/treatment below. This test/treatment is:

(piecse print in your own words, the name of the test/trectment ond why it is daing cone)
If 1 do not get this test/treatment | know these things may happen to me

[piecze print in your own words whGt Con Pappen if the test/trectment is Not 0one)

* 1 have had the need for this test/treatment explained to me.
*  Iknow that NOT having this test/treatment at this time, is against my healthcare provider’s advice and may be harm-
ful to my health. My abnormal test resuits may be a sign of a potentially serious medical condition, including cancer.

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

* 1know that signing this form does not stop me from having this looked at and treated later.

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

* 1know that | am still a part of Every Woman Matters (EWM) if | am a female over 21 years of age.

* 1know that | can reapply later to EWM if | am a female and over 21 years of age.

* Iknow that | can reapply to the Nebraska Colon Cancer Screening Program (NCP), if | am a male or female 45 years of
age or older.

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

Client Signature Date / /

Submitted by: 3 Clinic 2 Case Manager O EWM/NCP Central Office

Date / /

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

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

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

Dictated by S Date / /
Written by Farson towng the GCIobon Date _/_/_
Witnessed by:

: Date / /

2 Date / /
Interpreted by: Date_____/ ___/

If Intarpretar Needed




Service Provider Documentation

10/202¢

Wowen') & Mea'y Nealth Prograes

Service Provider
Documentation

Directions for form:
NEBRASKA- 1. CLIENT must fill out Section 1

m.ﬁl.&. ot Mindior 2. PROVIDERS must fill out Section 2 or 3

Provider has assured that the client has enough information to make an informed decision by:

The C Iie ni- h qs 30 d qys 1'0 Client Informed Refusal given to client: A Yes O No onDate _D“/em‘/w_
rei,urn .l.he Clieni. I nformed Client Informed Refusal given to client by: g ze:ll:::zloic::ct:a / In the Office
Refusal form to the provider.

3 Postal Contact
3 Client returned Client Informed Refusal incomplete

3 Client failed to return a signed Client Informed Refusal

If client fails to return or sign s wre mate o e fraonto e clent g

the Client Informed Refusal, 3 Treatment services 3 Treatment

th e provid ers h ou I d :;:\;:Ie;v:’si::::;:;::n; client has or is able to make an informed decision due to one or more of
Com ple‘l’e a Service Provider 3 No verbal communication with client 3 Low literacy level

3 Language / Translation issues 3 Mental / Emotional disability
Documentation form.

SSN#:

3 Visual / Hearing impairment

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

Filling out this form indicates
whether or not the provider
be I I eves. ih e C Ile [11. h q d Facility/Clinic/Agency Information - clinician name, clinic name, city nameD(Z‘:not abf;reviat/e)
enough information to make

an informed decision.

Name of Procedure/Treatment:

Name of Person completing this form:

Nebrazks Department of HeaRth and Human Services | | Women's and Men's Heah Programs | | Every Woman Matzers
301 Centennial Mall South, P.O. Box 94817 | | Lincoin, NE 68309-4817
Phone: 800.332.2227 or 402.471.0929 || Fax 4024710913
E-mail: chhs EWM@nedrazka. gov || Wedsite: www.chhz.ne gov/womenzheaith

Funds for this project were provided through the Centers for Disease Control and Prevention Breast and Cervical Early Detection Program and the Wel integrated
Screening and Evalustion for Wamen Acrcss the Notion Cooperotive Agreements with the Netvesio Deportment of Heslth and Mumen Services.

Client Name
DOB:




Client Informed Refusal &

Service Provider Documentation Forms

» Client Informed Refusal
» Client must fill out SECTION 1.
» Providers must fill out SECTION 2.

» Providers need to fill in the following: Client
name, DOB, SSN# and the name of the
diagnostic procedure or freatment the
client is refusing.

» Service Provider Documentation

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

Provider should follow instructions located in the box:
“The client is considered lost to follow up only when:”

The client is considered lost

to follow up ONLY when:

1. Attempted contact by phi
the phone is disconnected.

2. Current resident of last known
address states that they do not
know of such a person or the client
no longer lives at the last known

3. Aletter is sent to the client and
it returns with “client moved no
forwarding address given” or
“forwarding has expired.”

DO NOT use this form for
clients that do not show up
for scheduled exams.



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

Report of Client Deemed
Lost to Follow Up

» Failure to show up for a scheduled appointment does
not constitute lost to follow up.

> The healthcare provider submits the Report of Women
Deemed Lost to Follow Up to EWM. The Program will
attempt to locate the client to encourage her to
return for follow up care.

> Please see the Lost to Follow Up Policy on page 70
within the Policy Section of the EWM/NCP Program
Provider Manual.

Report of Client Deemed Lost to FOMOW Up ™

made for persons with disabilities. TDD (300) 833-7352. The Nebraska Department of Health and Human Services provides language assistance at
n cost to limited :.gui. proficient persons who seek our services.

Date: / / (Date form completed)

Provider Information: i j i
The client is considered lost

to follow up ONLY when:

Provider Name
1. Attempted contact by phone and

Clinic Name {Do not abbreviate) the phone is disconnected.
2. Current resident of last known
Ty (Phone Nu}mbe, address states that they do not
know of such a person or the client
Client Information: :;n{!t;»:sg:r lives at the last known
3. Aletter is sent to the client and
Client Name - If name has changed, please list both names it returns with “client moved no
- - / / forwarding address given” or
Client Social Security # Client Date of Birth “forwarding has expired.”

Screening/Diagnostic/Exam/Test/Treatment Date: / / DO NOT use this form for
clients that do not show up

Exam/Procedure that is being recommended for follow up: for scheduled exams.

You must make at least three (3) attempts to locate the client before deeming her lost to follow up.
Decumentation must include the dates and types of contacts, as well as the results of the contact. Once a provider has exhausted
all conventional means to contact a client to return for follow up, the client can be deemed lost to follow up.

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

Contact Contact Date Type of Contact Results Leads
1 A
5 A
] gy
Date provider deemed client was lost to follow up or could not locate client Date: J /

Every Woman Matters | | 301 Centennial Mall South | | P-O. Box 94817 | | Lincoln, NE 68505-4817
Toll free: (800)532-2227 || Fax: (402) 471-0913
E-mail: dhhs EWM@nebraska.gov | | Website: www.dhhs_ne_govfewm

Funds for this project were provided through the Centers for Disease Control and Prevention Sreast and Cervical Early Detection Program and the WeJJ integrated
fwmeﬁmgmn’fva.mnmpr menkmssme'ﬁ;nnn Cooperative Agreements with the Nebroska qur;?';vem of Heaith and Human Servi ¢



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

Claim Status
Form

very Woman Matters
Nebraska Colon Cancer Screening Program



Claim Status Form

CLAIM STATUS FORM M

ME 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
PHONE: 1-800-532-2227 or 402-471-0929 | | FAX: 402-471-0913
Website: https:/fwww.nebraska.gov/EWM || Email: dhhs.ewm @ nebraska.gov

The document will be reviewed and returned within 2 working days.
PROVIDER NAME:
. Name of Contact Person:
C|O|m STOTUS Form Telephone Number: | Fax Number:
Email Address:
PLEASE REVIEW your most recent Billing Authorization Report before sending Claim Status Requests

> This form is submifted when the Provider wants to know L Fomeme o ie o e e e YA

Please allow 45 days from the “PROCESSED” date for State Warrant or Electronic Transfer toissue

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) (4) (5) (EWM to complete this Section)

Billing COMMENTS

Patient Name DOB DOsS CPT Amount

> Please see the Billing & Compensation Section on
pages 54-58 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 BrSp——— — .
facility, please contact EWM at 1-800-532-2227 o fessiet Loxte Compiees L E——

This transmission may indlud protected health information, under the standards established per the Health Insurance Portahility and Accountability Act of 1996, and

Mab. Rev. tat., §68-313. I this information has been raceived in arror, the recipient is directad to return to sander or destroy the information and notify this office of
the error imi mediately. Failure to do 50 may lead to civil or criminal penalties.


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

Womeny & Mew's Health Progroumy

very Woman Matters
Nebraska Colon Cancer Screening Program




PAYMENT STATUS FORM

ME Department of Hezlth and Human Services | |'Women's & Men's Health Frograms
Every Woman Matters Program (EWM) | | Mebraska Colon Cancer Screening Frogram (MCP)
301 Centenni

-----------------

MEBRASKA

ial Mall South | | PO Box 54817 | | Lincoln, NE 68505-4817
PHOME: 1-800-532-2227 or $02-471-0929 | | Fax: 402-471-0913
Website: https:/www_nebrazka gow/EWM || Email: dhhs.ewm@nebraska. gov B

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

PROVIDER NAME:
Name of Contact Person:

Telephone Number: Fax Number: PvaenT STOTUS Form

Email Address:

e ey ECK AND D BACCUPFOR AT e Ck > This form is submitted when the Provider receives a
oo koo | WOCENMBER T e amount check and needs back-up for that check payment

> Please see the Biling & Compensation Section on pages
54-58 within the EWM/NCP Proagram Provider Manual for
additional information.

INVOICE NUMBER DOCUMENT NUMBER COMMENTS

P o e e, | e > The WMHP Fee for Service Schedule can be accessed
online

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

[ Date Received: [ Date Completed: [ By:
Fayment status Form 10/2024

This transmissian may includ e protected health infarmation, under the standards established per the Health Insurance Portability and Accountability
A.c of 1996, dN:h R, Stat, GEE-313, If this infarmation has been recsived in error, the recipient i'.dirm:h:d o return to sender or destroy the
imfarmation and natify this office of the error imme diately. F ilure to da w0 may lead to o I crlmln.!l penaltie:



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

Womeny & Mew's Health Progroumy

very Woman Matters
Nebraska Colon Cancer Screening Program




» 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
Womeny & Mew's Health Progroumy

402-471-0913 fax
| NEBRASKA
www.dhhs.ne.gov/womenshealth web ‘. & L\
) Good Life. Great Mission.

dhhs.ewm@nebraska.gov emai ' [
a N BREASTC CERVICAL, COLON. HEART.

very Woman Matters DEPT. OF HEALTH AND HUMAN SERVICES
Nebraska Colon Cancer Screening Program



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