ILLINOIS BREAST AND CERVICAL CANCER PROGRAM

CLIENT PARTICIPATION AGREEMENT AND
RELEASE OF INFORMATION

. PROGRAM DESCRIPTION:

The lllinois Breast and Cervical Cancer Program (program) is a cooperative effort
between the lllinois Department of Public Health, Office of Women’s Health and Family
Services, and the U.S. Centers for Disease Control and Prevention (CDC). The program
encourages routine breast and cervical cancer screening and provides free screening
and some diagnostic examinations to eligible lllinois women. The purpose of routine
breast and cervical screening is to detect cancer, if present, at an early stage so it can
be treated or cured. Screening for breast cancer involves a clinical breast examination
and a mammogram (a breast X-ray). Screening for cervical cancer involves a pelvic
examination and a Pap test (scraping from the cervix).

Il. CONSENT TO PARTICIPATE AND RELEASE OF INFORMATION:
| understand and agree to the following:

e | will provide proof of age and income to determine program eligibility. If | have
insurance coverage, | will provide a copy of my insurance card and written
verification of covered services. If while enrolled in IBCCP | obtain insurance, |
will inform Lead Agency staff.

e | give permission to my health care provider(s), insurance company, hospital,
clinic, laboratory and/or mammography facility to provide information concerning
my breast and cervical cancer screening, diagnostic examinations and/or
treatment status to program staff.

e | understand that the program must obtain certain statistical information for
reports, including but not limited to age, income, insurance and any services | am
provided through this program. This information may be used by the program and
the CDC to learn more about breast and cervical cancer and to ensure the quality
of services provided through the program. My name will not be used in these
reports, except as required by law.

e My health care provider and/or the program staff will try to contact me regarding
my test results. | understand that, despite efforts to find me, my health is my own
responsibility and | may need to contact my provider for my test results.
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| understand that if the provider orders tests not covered by the program or my
insurance that | may be responsible for payment of those IBCCP services as the
program cannot pay for some diagnostic exams. A list of allowable services is
available upon request.

If | am diagnosed with a pre-cancerous or cancerous condition of my breasts or
cervix, information from my IBCCP file will be released to the lllinois Department
of Healthcare and Family Services. This information will be used to determine if |
am eligible for state paid health benefits through Medicaid.

If | am not eligible for Medicaid coverage, the program staff will assist with
referral for treatment services through private sources, community based
sources, other governmental grants or pro bono from a provider.

If I am eligible for state paid health benefits through Medicaid, | give my
permission for program staff to obtain information about my treatment for breast
or cervical cancer. This information will be used to determine my treatment status
and my continued enrollment in Medicaid.

| will receive notification from the program staff to remind me when it is time for
me to go back to my medical provider for my annual examination and follow-up
testing, if appropriate (This does not apply to insured clients).

| will notify the program of any change in my address and/or telephone number.

| will write or call the local program staff to inform them if | no longer wish to be a
part of this program. This notification will be recorded in my program records.

| understand the importance of keeping all appointments made for me so my care
can be provided in a timely manner. When it is necessary to cancel or change an
appointment, | will notify the agency of this change.

Missed appointments or repeated “no show” appointments are not acceptable
and | can potentially lose my ability to receive IBCCP services if this happens.
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I1l. ACKNOWLEDGMENTS:

e | have received literature and/or education on all of the following: breast health,

mammograms, and Pap tests.
(initial here)

e The University of lllinois at Chicago (UIC), an IBCCP partner, conducts an annual
survey for the purpose of helping the Department improve the quality of the
program so that the Department can provide better services to program
participants. UIC will be contacting you about this survey at a future date. We
hope that you will participate, but your participation is completely voluntary, and
your program eligibility will not be affected if you choose not to participate. Your
initials here acknowledge that you have received notification of this voluntary

survey.
(initial here)

Client Signature Date
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