American Italian Cancer
F OUMNDATI OWN

Na-Cost Breast Cancer Screening

Thank you for participating in our No—Cost Breast Cancer Screening Program. This document will explain how
to prepare for your visit to our Mobile Care Clinic.

Please Note: We will not perform a mammogram if you are pregnant or think that you may be pregnant,
nursing or have stopped nursing for less than 6 months.

On the day of your mammography:

¢ Plan to wear a 2-piece outfit. That way you will only have to remove your top during the mammogram
and Clinical Breast Exam (CBE).

« Do not use deodorant, lotion, perfume or powder under your arms or on your chest. Certain metallics in
these products can appear on the screening as spots.

¢ Take your medicines and eat as usual.

Things to know:
« If you schedule your mammogram appointment a week before or during your period it is likely you will
experience inflammation and breast tenderness.

e You should bring any previous mammogram films to your appointment, especially if they were
performed at a different facility and if your previous mammogram results have been irregular.

« When you arrive at our mobile Cowe Clinic please check-in with our personal and inform them of

your appointment time.

What to Expect:

You will need to complete paper work similar to what you complete at your doctor’s office. After your
paperwork has been reviewed you will be directed to the mammography room for your mammogram. It takes
approximately 10 minutes to perform a mammography. After the mammography is completed you will be
introduced to our nurse who will perform your CBE. A CBE is a physical examination of the breast. After the
examination is completed, the nurse will teach you how to do your own self breast exam and what to look out

for so you can monitor you breasts on a monthly basis.

Your results will be mailed in approximately 2 weeks in the envelope you address earlier. If you have questions
regarding your results you may call our medical provider Multi-Diagnostics Services at 718-454-8556.

Thank you!



Multlela nostic. Services
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. 139-16 91" Avenue ~ Jamaica, NY 11435 ~ 718.454.8556,~ Fax. 718.454 7950
Please Print. Form must be mlad out completely Location of Screenlng O ————
Name, . Daté ofiamh Age D.ate_' b A
Home Address Apt# .. City . State___ 2*P___,_u—
Home Telephonett( ) Work Phone# (). . Socll Sock__
fegicatiox £ Y Age you bﬁganlmns&uaﬁns? B2
Blrth Cont:o! PlIIs NO YES o : Number of prégnancies? __
Hormones NO VYES : © Your ageat first prognandéy?
Date of last p@riod?

Thyroid NO  YES
Have you started Menopause: NO YHS ifyes NATURAL SURGICAL "AgoBegan .
Have vou had,,, Ahysterectomm NO . VBS  ifyes, at what age? An Ovary Removed? . NO YES - (Left,nght) Age?

3 Breast Surg i BaS ; Do you have s owi
Mastectonw NO YES - ___ - RLBofh . NO YES Fibrooystic Disease NO. YES
Lumpectomy NO YES .. .~ RLBoth . NO . YES Breast Lumps NO. YES R L Both
BreastBiopsy NO YES i RL Both NO ° YES " Tenderness NO YES R L Both

- RL Bath NO YRS Bwut?&h 'NO YES R L Both

Skin.Retraction NO YES R L Hoth

Drainage of Cyst NO YBS ;
. R L Both NG’ YES :
' ' Nipplo Discharge NO YES R li Both

Breast Implants . NO YBS

Other . o .
‘ L g : o ) Ifyea,whntcnlnr?
. : o oyt Ave the above symptoms rélated to your pariudsf NO' YES MBTNES
Family History of E;gggt Cancer? (PIeasa Clmle) mnmumgmum
* Mother NO YES o
Aunts NO YES Mother' sorFatharsside? - When?__
Sisters NO "YES ; ) .y R
Grandmothers NO YES  Mother's or Father‘s side? Where? : .
Daughters NO YBS "
. Date of last Clinical Breast Exam?

If Yes, at what age (approximawly) was the person ﬁmt diagnosed?
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PLEASE READ AND

L ' hereby give my consent and permission to Multi- Diagnostic

~ Services, Inc., its technicians and employees, to.perform a visual and/or ménual breast examination dnd/or
mammography.test on me. | also understand that a visual arid/or manual breast examination and/or

mammography do not constitute a complete examination for cancer, nor do they guarantee the absence of

‘cancer if the results are negative.

[ am solely responsible for following any recommendations made to me by the physiclan for. any
subsequent follow-up examinations, dlagnosnc studies, evaluations or treatments in the event that the
results of the examination or mammogram are susplcxous for mahgnanuy. or ‘there is any-area of

questionable abnormality found.

2.1 HEREBY DECLARE THAT TO THE BEST OF MY KNOWLEDGE I AMNOT PREGNANT AT THIS
TIME AND/OR THAT I AM NOT NURSING A CHILD. _

3.1 authorlze Multi-Diagnostic Services, Ino. to receive any and all medical records and reports that pertain
to my manunography findings. This includes, but is not limited to: ultrasound; épot, magnification, and any
other additional views; biopsy results as well as previous manimography and sono films, This will enable -
Multi-Didgnostic Services, Inc, to- upclate my medical chart as per Mammography Quality Standard Aot

( MQSA/HR6182):

4, | understand that the results of my examination and mawnography will be reported to my designated
physician, If follow-up test(s) are necessary, I give my permission for Multi-Diagriostic Services, Tno. to
telease my mammography films to me, a person d¢signated by me, a dootor or the facility doing the testing.
If soreened through the N'Y State DOH Breast Health Partnership Program your films will be sent toa.
participating partmer facility for follow-up care and your medical/personal information will be released to
the cortesponding NY State Partnership office and the follow-up faoility listed unless you tell us not to.,

ur refusal in
If desired, pléase provide us with the name of a relative or friend authorized to have your mammcgmm

results along with their address and phone number:

Name__ Address/Phone
Signature ‘Date
Witness :
- Your Physician ]. gformafiog
~ Name .. ' " Phone Number
Address _ Fax Number

Doctor's UPIN# (for medicare)
. Medicaid Prdwder #

Medica[e Patient

*| request that payment of &ulhonted Medtcarc benefits be made on my behalf to Mu]tl-Dlagnoslm
Services, Inc. for any services fiimished to me by Mulu~D|agnostlc Services, Inc. I authorize any holder of
niedical information about me to release to the Health Care Financing Administration and its agents any
information needed to determine these benefits or the benefits payable for related services.

Date _

Beneliciary Signature
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CANCER SERVICES PROGRAM CLINICAL BREAST EXAM FORM

Name: DOB: Date:
Last First 4 ML : MM/DD/YR MM/DD/YR

Review of Patient History
Site code

Patient noticed changes in breasts since last visit?
No__ Yes__ Describe_
Patient has a personal or family history of breast oancer?
No__Yes__ Who!
‘Patient noted spontaneous nipple discharge?
No__ Yes_ Describe ,

What age?

Viguel Exam:
Skin: | Nonmal/Benign [ ] Scar(s) [] Dimpling [] Other:

Nipples: [:l Everted [ ]| Inverted D Retraction

Physical Exam:
Right Left

Lymph Nodes 0+ [] - [+ []-
(Axiilary/Clavicular)
Diagram Documentation Codes

Sear -H- Nodularity == Mole * :
Fibrocystic Area @  Node O Dimpling /] :
Mass @ 6 5

R L

Desctibé all élinical exam findings, including NORMAY, and ABNORMAL,
(indicate size, shope, mobility, louatlon of palpablo findlngs).

Findings:

Plan:

Referral: No Yes (explain)

Bréast Nndings: Check one box only
(] 1. Normal, Benign, Ribrooystic — Rescreen in 1-2 Yeays
[1 2. Probiably Benign — Repeat Exam in 3-6 months
3. Mass or Other Hindings — Immediate Testiug

Name of Examinér (please print)

Signatitre of Exantiner —-Dp,te
This report showld be maintained s part of the patient medical record.
05/22/09



New York State Department of Health 4” Client ID Number:
ram i Partnership Name:

Cancer Services Prog
Fax Number:

Your partner for cancer screening, suppert and Informatien

CONSENT FOR CANCER SERVICES PROGRAM PARTICIPATION

About the Cancer Services Program (CSP) Partnership

The CSP Partnership is a New York State Department of Health (NYSDOH) program that works with contract
administrators, and with doctors, nurses and other health care providers to offer free, age-appropriate, risk-based
screening for breast cancer, cervical (opening of the womb) cancer, and colorectal (the colon and rectum) cancer.
Screening tests can help find these cancers in early stages when they may be easier to treat. Sometimes, when
these cancers are found and treated eatly, they can be cured. Contract administrators work with you, health care

providers and the NYSDOH to provide the services described in this consent.
The Age-Appropriate, Risk-Based Screenings Offered by the CSP are:

. Mammograms and clinical breast exams for breast cancer

. Pap tests and pelvic exams for cervical cancer

Take home fecal tests (FIT or FOBT) for colorectal cancer
Screening colonoscopy for men and woren at increased risk for colorectal cancer (this means they have a

greater chance of getting colorectal cancer)

People Who Have Abnormal Screening Tests (the screening tests show they may have one of these

cancers) May Also Have the Following Services from the CSP Partnership:

Diagnostic tests: These are tests and exams that check to see if cancer is there.

Case management: People help you get to the diagnostic tests by helping make appointments, finding a
way to appointments, finding child care, and many other ways to make it easier to get to the important

diagnostic test appointments.
' Help finding treatment if cancer is found.
Help getting in the Medicaid Cancer Treatment Program if you meet the program eligibility (rules). The
Medicaid Cancer Treatment Program offers full Medicaid insurance for people with breast, cervical,

colorectal or prostate cancer who meet the program eligibility (rules).

Income and Insurance Eligibility
d to women and men who meet income and health insurance

Free cancer screening by the CSP is only offere

eligibility (rules). Income eligibility means that the total amount of money earned by people living in your house
must be below a certain amount for you to get free CSP setvices. CSP services are also offered to women and men
who do not have health insurance (including Medicaid or other public insurance) or whose health insurance does
not pay for cancer screenings, CSP services may also be offered to women and men who have health insurance,
but cannot afford to pay the insurance co-pay, deductible, or spend down. The CSP partnership staff or health care
provider will give you information about income and health insurance and talk to you about whether or not you

meet these program rules.

10K09
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New York State Department of Health 4” Client ID Number:
i : Partnership Name:
Cancer Services Program artnership Name
Fax Number: __

Your partner for cancer screening, support and [nformation

Signing this consent means that:
I have read the progtam information on page 1 and have talked to a CSP Partnership staff or provider and

understand the services being offered to me by the CSP.

I agree to be in this program and understand that by agreeing to be in this program, I give permission to the New York
State Department of Health, contract administrators and health care providers, including doctors, clinics and/or
[ understand this information includes financial and insurance

hospitals to release (share) information about me.

information and medical information about me and related to my breast, cervical and/or colorectal cancer screening
and any related diagnostic and treatment care I receive. [understand this information will be veleased (shared) to other
health care providers, contract administrators, other staff, health care providers or agencies participating in the CSP
Partnership and the New York State Department of Health for my health care, treatment and follow-up, and for case

management, tracking and payment purposes.
I understand that information about me and my medical information will be released only as allowed by this consent

or as allowed or required by law.
[ understand that this consent is for CSP cancer screening and related diagnostic and treatment services and

case management, as needed and as provided under the CSP Partnership.

I understand that 1 may choose not to have the services that are offered to me at any time,

s [understand that someone will contact me if I am found to have an abnormal screening test (my screening test shows
that I may have cancer). Case management services are provided to help me fo get the recommended diagnostic
follow-up testing and treatment, if needed. I understand that case management services are provided at no cost to me
and that [ can choose not to have the service at any time.

o [ understand that my healthcare provider may recommend tests or procedures that may not be paid for under this
program.

Attestation of Eligibility
A CSP Partnership staff or provider told me about the program services and eligibility requirements and answered any
that to the best of my knowledge, [ understand this information and by

questions I had. By signing this consent, I attest
checking the boxes below, the following is true. [ understand that the CSP Partnership and the New York State Depattment
of Health may verify (check) the information I have provided herein.

I meet the following Income eligibility requirements (choose ong):
Q My household income is at or below 250% of the Federal Poverty Guideline (FPG).
[] My household income is above 250% of the FPG, but I cannot afford cancer screening/s.

I meet the following insurance eligibility requirements (choose one):
I do not have health insurance of any type (this includes Medicare, Medicaid, Family Health Plus, or other public

B or private insurance).

My health insurance deductible, monthly
==l gcreening services or my health insurance

spend down, or co-payment is too high and prevents me from getting cancer
does not provide coverage for cancer screening and/or diagnostics.

I authorize information about my services to be left on my answeting machine.

Client Information and Signature

Client Name (Print) DOB
Client Signature ) Date
Partnership Witness (Signature) Date
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Patient Privacy Notice
Acknowledgment Form

The purpose of this form is to record acknowledgment of receipt of Privacy Notice, as required by the Health
Information Portability and Accountability Act of 1996 (HIPAA). Should such acknowledgment be
unoblalnable, this form will document the company's goad falth attempt to acquire such acknowledgment.

Part A: | acknowledge receipl of the University Physicians
(inser paticn's name)
Group Privacy Notice and Practices,

Signed: ' Date:

AR BB A o T S tasaima SRR T T R e e e e M e S

Part8; MULTI-DIAGNOSTIC SERVICES, INCORPORATED. made a good faith

altempt to obtain

(insert patient's name)
seknowledgment of receipt of Privacy' Notice, but was unable to do so for the following reason(s):

Q Indlvidual refused ta sign O Anemergency situation prevenied us from obtalning it

0O Communications barriers prohibited obtalning it O Other (please specify)

Signed: Positlon: Dale:

(Employas)

Pacl C: Yhe first treatment encounter of the office with waj by
Unsent patien's nonw)

telephone on and a copy of the Notlce of Privacy Practices of the oflice and a copy
(insent dade of phone ¢all)

of this Acknowledgement Form were mailed to the patient an such date, with a request to the patlent 1o

retum to the office the completed Part A of this form.

Signed: Position; Date:
(Employec)

P A N e e L Ve e T e e e N T e S o A S e A LS L AN R SRS e e P

The campleted (orm is wbe placed in the puieat's medical record



Amorican-ftalian Cancer Foundation (AICF) HIPAA Authorization to Dlatlosa Health Information
ALL FIELDE MUBT BE COMPLETED

THIS FORM MAY NOT BE UBED FOR REYEA ACH OR MARKETING, FUNDRAIGING OR PUBLIO RELATIONS AUTHORIZATIONG
, PATIENT NAMB/ADDRESS DATE OF BRTH PATIENT 88N
MEDICAL REGORD NUMBER TELEPHONE HUMBER
NAME OF HEALTH PROVIOER TO RELEABE INFORMATION BRECKIC INFORWATION TO BE RELEASED:
Informulicn Requssied,__
Treaiman! Qeas Rem__ Ie,
NAME & ADOREGE OF PERGON QR BNTITY TO WHOM INFO. WILL BE
INFORMATION TO 8E RELEAHED (111 bow I8 0hGEG, you o siorteiag the teltase of BB type of
BENY Infsrrmalion). Planss mots: uniaa o108 e oot 1w checkeg, wa may Ba bl ko process yous requast.
Alcohal stier SuE NG Aira [j Mudsl Hasth Informaion
Progrem Informaden
. D Gangds Tawg Informasan D HIV/AIDS telatad ntormedon
REASON FOR RELEASE OF INFORMATION - 3
D Legal Matier D lndiidvels Raqueit VWHEN VILL THIS AUTHORIZATION EXPIRE" (Plesds thadk ono)
D s (phimgp wpaciy); ,D L — G O n dely;

I, or my autharized represenlative, authorixe the uge of disciosure of my madical and/or billing Information as | have descdbad on this form.

{ understand thet my madical end/or blilng Information could ba re-disciosad and np longar protacted by federal health (nformalion privacy regulstions
ifthe recipiani(s) deacribed on this fam are not requived by law to protect the privacy of the Information,

| understand Lhat if my madical and/or biulnt records contaln Information relating (o ALCOHOL or BUBBTANCE ABUSE, GENETIC TESTING,
MENTAL HEALTH, andlor CONFIDENTIAL HIVIAIDS RELATED INFORMATION, thie nformation will nal ba relapeed 1o the porson(s) | have
Indicated untess | chack the box(es) for thig Infarmation on this fom.

| underatand (hat If | am awthorizing the use or dlaciosurs of HIV/AIDS-related Infarmation, tha raciplant(e) (1 prohibited from uaing or re-discioalng any

HIV/AIDS-1alated Information withoul my authorfzation, unfasa permiited {o do e under federal or atals law. | also undarstand that I have & fght (o
requast a Ut of paople who may recelve or use my HIV/AICS-relatsd Information without authorizatlon, If | experianes diacriminalion because of the uge
or disgiosura of HIV/AIDS-ralatad Information, | may cantact lha New Yark Stata Division of Kuman Rights at 212.480,2493 or tha New York Cily

Commisslon of Human Rights al 212.309.7450. These agencles are responalble for protacting my rights.

{ undarstand that | have a rght to refuse 1o sign this autharization and that my haalth care, tha paymant fur my heatth care, and my health cére benefils
will not bo affactad if | do not eign this form, [ also understand that If | cakure to slgn this atdhadzetion, AICF carno! hanor my requeat to dlscioes

my medlcal and/or bllng Information,
| undaratand Ihat | have a right to request to Inapect and/or recalve & copy of tha Information deacdbed onihia authorlzation form by camplsting a
Raquas| for Accass Form, | afso urderstand that | hava a right to racatva a copy of this form afler | have &(gned it

| understand that [f | have signed this autharization form to use or disciose my madical and/or billing information, | have the rght to revoke [t at any tme,
excapt la the extant that AICF has already takan action basad on my authonzation or 1hat the authortzation was oblalnad as a condition far

obtalning Insurance caverage.
To ravoka thls aulhorizatian, places contact the faclity Mealth Informatien Management deparmant pwi:mlng this request,

1 have read this form and all of my quasUons hava baan answared, By signing below, | acknawfedge tiat! have read and accea( all of the

above,
BIONATUNE GF PATIENT GR PERSONAL REPREENTATIVE F NOT PAYIENT, PRINT mn!mﬁm:ﬂﬁ
PERBOKL REPREEENTATIVE orGrANGFORM

ACT ON BEHALP OF PATRNT

(1 AIGP huw taiqued taei thia Authonzation, the pativnt or hle/har Rersonal Repraseniative
must be provided a copy of this form after it has been signed.

AICF UGB ONLY )
Duie Reosived: Irinln 6 HIM werploywe or ouasing requust wuuﬂﬁa? E‘h’ﬁm"
Dy | > ] :
w Compiated: GTIMALE Ramwind br /e

NCP s AN Aphoctmdyn Reviosd 112911




Office Use Only

Research for Life® Date: __/
pmscn taoncnce) Location:

American - Italian Cancer Foundation
Mobile, No-Cost Breast Cancer Screening Program

Your Age: Zip code:
Gender

O Female 0 Male O Other:
What is your Primary Language?

0 English O Spanish O Korean

O Other:

What is your Ethnicity?
O Hispanic or Latino(a)

What is your Race? (check all that apply)

O American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other:

©C O OO O

What is your annual household income?
O $5,000 or less

$5,001 - $10,000

$10,001 - $15,000

$15,001 - $25,000

$25,001 - $50,000

More than $50,000

O OO0 O

O Chinese

O Not Hispanic or Latino(a)




