American ltalian Cancer
FOUNDATI ON

Nuo-Caost 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 Cawres 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.

«  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 Cawer 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!
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Please Print. Form must be filled out completely Location of Screening R —
Name '_ Dats ofiamh ) Age D_ate_ I S -
Home Address . Apt# . Clty - . State Zip
Home Telephone#( ) ' o Wak Phone#.( N . _ Social Seck .
res ations (If ; state drug name-and length of time uged)  ~ - Age youbégan}rxanatruamm?
Birth Control Pills NOQ  YES~ e e .. Number of prégnancies?
Hormones NO YES : . Your age at first pregnancy?
Thyroid NO YES Date of Iast permd?

starfed. ;. NO YES ifyes: NATURAL' SURGICAL ' AgeBegin____.-
Haye you had,,, A-hysterec;omy? NO. YES  if yes; at whatage? AnOvnryRemoved? NO YES (Left nght) Age?

Prior Breast Surgery? When? 1ich Breast? Radiati it?  Dovou have any of the following NOW?
Magtoctomy ~ NO YES . RLBoti . NO YES Fibrocystic Discase NO. YBS
YES Brenst Lumys NO. YES R L Both

Lumpectoyy NOYES .. . =~ RLBath . NO .
BreastBiopsy NO YES - RL Bolh NO ° YES " Tendirness NO YBS R.L Both
Drainage of Cyst NO YES RL Both NO YES B_xeastPam 'NO YES R'L Both
Breast Impluuts NO YBS o RL Both NO’ YBS * SkinRetraction NO YES K L’ Hoth
Other . < ' ’ . Nipple Discharge NO YES R L Both
S o + Yfyes, what color?-
' Ara the above syniptonds rélated:to yoir perlod? NO' YES SOMBTIMES
Family History of greast Cancer” (Please Cnrcle) BIQEIO_N_M..__EML Ve

 Mother NO YES o
Aunts NO YES Mother's or Father’s side? When?
Sisters NO ' YES ) T
Grandmothers NO YRS  Mother's or Father’s side? : Where? . .
Daughters NQ V¥ES . -

. Date of last Cilnical Breast Exam?

I Yes, at what age (approximatoly) was the pereon ﬁrst diagnosed?
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herby give my consent and permission to Multi- Diagnostic

Ll ' !
Services. Inc., its technicians and employees, to.perform a visual and/of manital breast examination and/or

" mammography.test on me. |also understand thata visual and/or manual breast examination and/or
mammaography do not constitute a complete examination for cancer, nor do they guarantee the absence of

‘cancer if the results are negative,

I 'am solely responsible for following any recommendations made to me by the physician for.any
subsequent follow-up examinations, diagnostic studies; evaluations or treatments in the event that the
résults of the ékamination of mammogram are suspicious for malignanay, or there is any-area of
questionable abnormality found. : ' o

2.1 HEREBY DECLARE THAT TO THE BEST OF MY KNOWLEDGX I AM NOT PREGNAN
TIME AND/OR THAT X AM NOT NURSING A CHILD. :

3. I authorize Multi-Djagnostic Services, Inc. to receive any and all medical records and reports that pertain
to my mammography findings, Thig includes, but is not limited to: ultrasound; spot, magnification, and any
other additional views; biopsy results as well as previous manmography and sono films. This will enable
Multl-Didgnostic Services, Inc. to-update my medical chart as per Mammography Quality Standard Act

( MQSA/HR6182):

4. [ understind that the results of my examination and mammography will be reported to my designated
physician, If follow-up test(s) are necessary, I give my permission for Multi-Diagnostic Servioes, fno. to
release my mammography films to me, & person désignated by e, a doctor or the faclity doing the testing.
If sereened through the NY State DOH Breast Health Partnership Program your films will be sent to .
participating partner facility for follow-up care and your medical/peravnal information will be released to
the corresponding NY State Partnership office and the follow-up faoility listed unless you tell us not to..

Your refusal must be in writing. :
If desired, pléase provide us with the name of a relative or friend authorized to have your mammogram

results along with their address and phone number:

T AT THIS

Name Address/Ph:one
Signature ‘Date
Witness '

~ Your Phxgjcian injormaflon
Na.me . ‘ " - Phone Number
Address Fax Number

Doctor's UPIN# (for medicare)

. Medicaid Provider #

Medicare Patlent

*1 request that payment of authorized Medicare benefits be made ofi my behalf to Multi-Diagnostic
Services, Iné. for any services furnished to me by Multi-Diagnostic Services, Inc. I authorize any holder of
medical information about me to release to the Health Care Financing Administration and its agents any
information needed to determine these benefits or the benefits pgyable for related services,

Dale

Beneticiary Signature




CANCER SERVICES PROGRAM CLINICAL BREAST EXAM FORM

DOB: Date: .
MM/DDIYR MM/DD/YR

Naine:
Last First MI:

Reviev of Patient History
i 191 Site code

Patient noticed changes in breasts since last vigit?”
No___Yes_  Describe
Patient has a personal or family history of breast cancer?

No _ Yes_ Who? What age?
‘Patient noted sp spontaneous nipple dlscharge?

No __ Yes___ Describe .

Vigual Exam:

Skin: | |Normal/Benign [ | Scar(s) [] Dimpling [] Other:

Nipples:  [] Bverted [ ] Inverted D Retraction i o

Physical Exano: /’ W T T
Right Left "
Lymph Nodes O+ [ - O+ -

(Axillary/Clavicular)

Diagram Documentation Codes

Sear -Ht Nodularity == Mole *
Fibrocystic Area d  Node O Dimpling A
Mass @ p
Desciibe all ¢linical exam findings, inluding NORMAL and ABNORMAL K L
(indicate size, shape, mobility, location of palpable findings).
Findings: ' - —_
Plan:
Referral: No Yes (explain)
Bréast Findings: Check one box only
[] 1. Nommal, Benign, Fibrooystic — Rescreen in 1-2 Years
[] 2. Probably Benign— Repeat Bxam in 3-6 months
[ 3. Mass or Other Findings ~ Immediate Testing
Name of Bxaminer (please print)
Signatire of Exaniiner Date

This veport-should be maintained as part of the patient medical vecord.
05/22/09



' American-italian Cancer Foundation (AIGF) HIPAA Authorization to Disclose Health Information

ALL FIELDS MUST BE COMPLETED

THIS FORM MAY NOT BE USEO FOR RESEA RCH OR MARKETING, FUNDRAISING OR PUBLIC RELATIONS AUTHORIZATIONS

PATIENT NAME/ADDRESS DATE OF BIRTH PATIENT §SN
MEDICAL RECORD NUMBER TELEPHONE NUMBER
NAME OF HEALTH PROVIDER TO RELEASE INFORMATION SPECIFIC INFORMATION TO BE RELEASED:
Requesled,
Trealmanl Datas from, o
L T B R R INFORMATION TO BE RELEASED (I the box s chacked, you ars aulhorting lhe eliase of hd type of
Informatlon). Please nate: unless all of the hoxes are checked, we may be unable to process your raquest,

Alcohot and/ar Substance Abuse D Mental Heatih Information
Program Informatlon

D Genetka Tosling Information E] HIVIAIDS elatad informallon

REASON FOR RELEASE OF INFORMATION
D Legal Matler D IndMiduats Requasl

D Other (please spaclfy): D Bvant_. ... . D Onthis date;

WHEN WILL THIS AUTHORIZATION EXPIRE? (Pleass check one)

I, or my authorized representative, authorize the use or disclosure of my medical and/or bllling Informatian as I have described on this form.

| understand that my medical and/or billing Information could be re-disclosed and ne longer protected by federal health information privacy regulations
ifthe raciplent(a) deacribed on this form ara not required by law to protect the privacy of the Information.

I understand that If my medical and/or billing records contaln Information relating to ALCOHOL or SUBSTANCE ABUSE, GENETIC TESTING,
MENTAL HEALTH, and/or CONFIDENTIAL HIV/AIDS RELATED INFORMATION, this Information will not be released to the person(s) | have
Indlcated unless | check the box(es) for this Information on this form.

| understand that If | am authorizing the use or disclosure of HIV/AIDS-related Informatian, the reciplent(s) Is prohibited from using or re-dlsclosing any
HIV/AIDS-related Information without my authorization, unless permiited to do so under federal or state law. | also understand that | have a rightto

request a llst of psople who may racalve or use my HIV/AIDS-related Information without authorization. If | experlance discrimination because of the use
or disclosure of HIV/AIDS-related Information, | may contact the New York State Divislon of Human Rights at 212.480.2493 or the New York City

Commlsslon of Human Rights at 212.306.7450. These agencles ara responsible for protecting my rights.

1 understand that | have a right to refuse to sign this authorization and that my health care, the payment for my health care, and my health care benefits
will not be affected If | do not sign this form. | also undarstand that If ! refuse to sign this authorization, AICF cannot honor my requast to disclose

my medical and/or billing Information.

| understand that | have a right to request to inspect and/or recelve & copy of the Information describad on thls autharization form by completing a
Request for Access Form. | also understand that ! have a right lo receive a copy of this form after | have signed it

) understand thet If | have signed this authorizatlon form to use or disclose my medical and/or billing Information, | have the right to revoke [t at any tme,
axcapt to the extant that AICF has already taken action based on my authorization or that the authorization was obtained as a conditian for

obtaining Insurance coverage,
To revoke this authorization, please contact the facllity Health Information Management department prohesslng thils request.

| have read this form and all of my questions have been answered. By slgning helow, ] acknowledge that | have read and accept alf of the

abova,
SIGNATURE OF PAYIENT OR PERSONAL REPRESENTATIVE IF NOT PATIENT, PRINT NAME & CONTACT INFORMATION OF
PERSONAL REPRESENTATIVE BIGNINGFORM

DATE DESGRIPTION OF PERGONAL REPREGENTATIVE'S AUTHORITY TO
AGT ON BEHALF OF PATIENT

If AICF has requested this authorization, the patlent or his/her Personal Representative
must be provided a copy of this form after It has been signed,

AICF USE ONLY g .

Dals Recalvad: Initlels of HIM employsa pracessing requasl: Awmarican Raffan Cancer
Date Completad: Commenls; AL A

Rebeanch for bifis

AICF HIPAA Authorizalion Revisad 112011



Multi-Diagnostic Services, Inc. |
— 139_16 91st Avenue
Jamalca, New York 11435
718 454-8556
MULTI-DIAGNOSTIC INSURANCE INFORMATION SHEET Fax: 718 454-7950
PLEASE PRINT CLEARLY.- AICF JOBS

PATIENT NAME (AS IT APPEARS ON YOUR INSURANCE CARD)

NAME OF INSURANCE PLAN:

POLICY NUMBER/MEMBER NUMBER & GROUP
NUMBER:

POLICY TYPE (HMO/PPO):

DOB: GENDER: M F

HAVE YOU WAITED A YEAR (12 FULL MONTHS) SINCE YOUR LAST
MAMMOGRAPHY? YES NO

ARE YOU THE PRIMARY POLICY HOLDER? YES NO

IF YOU CIRCLED NO ABOVE, PLEASE LIST PRIMARY POLICY
HOLDER’S INFORMATION BELOW,

NAME

ADDRESS

DATE OF BIRTH : GENDER
RELATIONSHIP TO PATIENT

DISCLAIMER
PLEASE MAKE SURE THIS IS YOUR CURRENT INSURANCE

INFORMATION. PLEASE REVIEW FOR ACCURACY. WE WILL USE
THIS INFORMATION TO BILL YOUR MAMMOGRAM.

SIGNATURE DATE

MOBILE AND ON-SITE DIAGNOSTIC SERVICES



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
unobtainable, this form will document the company’s good faith attempt to acquire such acknowledgment.

Part A: | acknowledge receipt of the University Physicians
(inseat patient's name) .
Group Privacy Notice and Practices.

Signed: ' Date:

Part B: MULTI-DIAGNOSTIC SBRVICES INCORPORATED. made a good faith

altempt to obtain

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

O Individual refused to sign O An emergency situation prevented us from obtaining it

0 Cormmmunications barriers prohibited obtaining it 0 Other (please specify)

Signed: Position: Date:

(Employee)

Part C: The first treatment encounter of the office with was by
(insent patient's nanie) )
telephone on and a copy of the Notice of Privacy Practices of the office and a copy

(insent date of phane call)
of this Acknowledgement Form were mailed to the patient on such date, with a request to the patient to

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

Signed: Position: Date:

(Employee)

The completed form Is tobe placed in the patient's medical record



) Office Use Only
Research for Life®}, Date: __/__/

American ltalian Canceb/ﬁ Location:

FotNDAYIL O N il

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

Your Age: Zip code:
Gender
O Female O Male O Other:

What is your Primary Language?
O English O Spanish O Korean O Chinese
O Other:

What is your Ethnicity?
O Hispanic or Latino(a) O Not Hispanic or Latino(a)

What is your Race? (check all that apply)
American Indian or Alaska Native

Asian

Black or African American

Native Hawaiian or other Pacific Islander
White
Other:

OO O0OO0OO0O0

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

$5,001 - $10,000

$10,001 - $15,000

$15,001 - $25,000

$25,001 - $50,000

More than $50,000

@)

OO0O0O0O0



