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APPLICATION PACKET
Client and Website Only

Osceola Regional FBCC Office via confidential fax or mail to:

Florida Department of Hea lth osceota lCOUnt
Florida Breast and Cervical Cancer Early Detection Program

1875 Fortune Road

Kissimmee, FL 34744

lnitiation of Services (for County Heolth Deportments only)

Authorization to Disclose Confidential lnformation

For questions please call:

Regional Coordinator: Leonor Marrero

Counties Served by Region: Osceola County

Phone. 407 343,2058 confidential Fax. 407 343 21s8

An nua I Applicant Agreement

E Financia I Eligibility Form

Client Enrollment Form

E
E

You r Provider's Mammogram Order

DOH-FBCC July 1, 2023

Florida Breast and Cervical Cancer
Early Detection Program (FBCC)

Please use checklist below to ensure all paperwork is completed and returned with
this coversheet to:

CLIENT CHECKLIST

E

E
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Florida Breast and Cervical Cancer Early Detection Program

Client Enrollment Form
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STREETAODRESS:

STREETADORESS:

CITY & ZIP CODE:

EMAIL ADDRESS:

PRIMARY PHONE:

ALTERNATE PHONE:

lnitial (firct lime in program) R€screen (previously in program)

Short-term rnterval follow-u o or reo€at exam
{less than 300 days from lail screbning)

0o you have healh insurance?

lf yes, what is the name of your insurance?

Yes No

Florida
resident

Citizen in
lawful status Other

A,M. Anytime Hispanicilalino Non-Hispanic/Latino

ls il okay to leave a message?

Aneri{8n Cancsr Sociaty

Brochure

County Healh D€patunent

CommunityiHealh Fair event

Familyi Fdend

lntemetMebsite

Pdvate MedicalOffce

Neuspaper

Fedsrally Qualified Healh C6nter

Other

__-.] eort ru

Americsn lndisn or Alaska Nalivo

Asian

Black or African Amorican

NaWe Har€iian or oher Pacific lslandor

White

TeleMsion

Radio

Social Media

Educatonal Se.qlion

Bus wraps/benchesisigns

Billboards

Primary language spoken:

Additional language(s) spoken;

Language preference to roceive email:

Narn€ ofCommunity Health Clinici English Spanish Hailian Creole

ke lher6 any barriers that would prsveal you from koeping your appoinlrnents?

Tmnsportation

Other (List)

Language Disabilities

SCREENING STATUS {Check only one response.)

DEMOGRAPHIC INFORMATION

RESIDENTIAL AND CITIZENSHIP STATUS (Check allthat apply.)

ETHNICITYAND RACE IDENTIFICATIoN (Check allthal apply.)

RACIAL IDENTITY

HOw DID YOU HEAR ABoUT THIS PROGRAM? Lchecr q!|tEt epplyl

SPOKEN LANGUAGE(S)

FOR OFFICE USE ONLY

Clentlssigned lD# or Pseudo SS#:

DoH-FBCC July 1 , 2023

ffi
1. APPLICANT INFORMATION (Pleas€ complsts oach soction of tris applir:ation.)

CONTACT INFORMA]ION

u.s.
Citizen

BEST TIME TO REACH YOU:

P.M.

PREFERRED APPT, DAY/NMd

t-l

BARRIERS

1
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Diabeles

High Blood Pressure

Pre0iabeles

High Cholesterol

Daily

Some days

NeYor/not at all

Dedined to an$Yer

Were you given a rofenalto
0uitline?

Declined referal

HEIGHT (in.): WEIGHT (lbs.)l lam interested in quittinq.

Do you hsve breasl implants?

Are you clnenfly experiencing any issues with your breasts? Explain.

Are you cunen{y experiencing any issues with your cervix? Explain.

Have lou evgr been told by a doctor you have invasive cervrcal cancea

lfyou have, what treatnentdid you receive?

Hav6 you ever been diagnosed with breast canc€r?

lfyou have, what treat nentdid you receive?

When did your treatment end (MonthlYear)?

Wtten was vour bsl Pap tesl b€bre enlollirE in U[s p(ogram?
(Month/Yea0

Whan did yourfeatmenl end (MonhfYeao? None Unsurcd (10+ y€als)

V\here was your last Pap test done? (Provider, City, State)

Whon vds tlur last rnamrnooram befu.e sruo|ling in t s prDgram?
(Monlh/Ye'ar)

None Unsured (2+ years)
Have you €ver had a hystereclomy? Spedry whetrrer partal or full.

Where rvas your last mammogram done? (Provider, City, Sbte) Partial hystere€tomy
(l stll have a c€rvix)

Full hystereclomy (no cervix)

What was the reason for lhe hystereclomy?

Has anyone in yourfumily, such as your moliter, sister, brother, or

father, bssn diagnosed wittr breast cancef lfyes, which relative?

and simihr p.oduds (Check all that a
TOBACCO USE

dud€s

I
CERVICAL EXAII BACKGRoUND (Check all that apply)

FAi'ILY HISTORY

FOR OFFICE USE ONLY

Client Assigned l0# or Pseudo SS#;
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oOH-FBCC July 1,2023

Florida Breast and Cervical Cancer Early Detection Program

Client Enrollment Form

2. HEALTH HISTORY

GENERAI HEALIH STAIUS (Check all that apply)

tr
tr

BREAST EXAM BACKGROT ND (Check all lhal apdy)

tr

tr
tr



Florida Breast and Cervical Cancer Early Detection Program
Ftofloai{EALTH Annual Applicant Agreement

The Annual Applicant Agreement (AAA) is used to obtain authorization and information from eligible women
enrolled in the Florida Breast and Cervical Cancer Early Detection Program (FBCC). The FBCC will collect
participant Protected Health lnformation (PHl) and Personally ldentifiable lnformation (PlU that is required to
provide patient services.

Please read each statement below and agree by signing at the bottom of the document.

As an FBCC applicant, I declare that:

1. I am a Florida resident and I want to become a client of the FBCC, and I may withdraw at any time.
2. My net family annual income is at or below 200% of the Federal Poverty Level (FPL) and I have no health insurance

that pays for breast and cervical cancer screening exams.
3. I will no longer be eligible for FBCC if my income changes to above 2000/0 of the FPL.
4. I will call FBCC Once I obtain health insurance and give them the name of the heallh insurance company, policy

number and effective date. lf my health insurance covers breast and cervical cancer screenings my screenings will no
longer be paid for by FBCC.

5. I will disclose any breast or cervical screenin q services that may impact my el igibility of enrollment in FBCC

6

7

I

I may have a share of cost for some services.

lwill use an authorized provider for my breast and/or cervical screening examinations (breast exam, mammogram,
and/or Pap test).

I agtee to complete any follow-up tests within 60 days. lf I fail to meet these guidelines, I may be responsible
for partial or full cost of all services.

I will allow an exchange and release of my medical information between my health care providers, the FBCC, the
Florida Department of Health's Cancer Data Registry, the Centers for Disease Control and Prevention, and others
related to my health care. This information could include medical history, examination and procedure results, even if
they were not paid by FBCC.

I agree to receive home phone, cellphone, email or postal mail contact from FBCC and the Department of
Children and Families (DCF) Medicaid Program about my health care.

I understand that the FBCC is a breast and cervical cancer screening program, not a cancer treatmenl program.

lf I am diagnosed with breast or cervical cancer as a result of FBCC screening, I will be referred to DCF Medicaid
Program which will determine if I am eligible for Medicaid benellts to cover treatment cost. I can reapply to FBCC for
screenings once treatment is completed.

'13. This agreement is for glg year unless my program eligibility changes. lf my eligibility status changes 9! this
agreement expires, lmay be responsible for services provided during my FBCC ineligible period.

14. As authorized by federal law, Title 5 U.S. Code section 552a, collection of social security numbers by the
Florida Department of Health for the FBCC may be necessary in order to apply for and receive Medicaid
benefits.

Osceola Coun Phone 407 -343-2068

Client Signature Date

Printed Name

1',l

12

DOH- FBCC July 1,2023

Date of Birth

o

10.

lf you have any questions, contact your Regional coordinator at the local Regional FBCC office:

Local Regional FBCC:

Client Email Address:
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Florida Breast and Cervica! Cancer
Early Detection Program (FBCC)

FINANC!AL ELIGIBIL!TY

Client Name ate of Birth

1. Doyou haveMedicaid? ! vrs ! no O&Do you haveMedicare? E vrs E ruo

2. Do you have any form of !9g![!45g1g4ggl E vrs E tO Name of insurance

Number of people in your Household. (include yourself, spouse or civil union partner, and dependent children)

D#

3

4. Net Household lncome (AfterTaxes): S

Family
Size

2024
OOH Scale

Monthly lncom€

2024
DOH 5c.le

Yearly lncome

1 $2,509 91 s30,1 19 00

2 $3,406.58 $40,879.00

3 $4,303 25 $51.639 00

4
q6 too ot $62,399 00

$6,096. s8 $73, 159.00

6 $6,993.25 $83,919.00

7 $7,889 91 $94,679 00

I $8,786.58 $105,439 00

I $9,683.25 $1 16,1 99.00

10 $10,579.91 $126,9s9.00

I certify that the above information is correct to the best of my

knowledge and belief. lgive my consent to the Department of
Health to make inquiry a nd verify the informatlon. I understa nd that
I may be prosecuted under state law, if I have deliberately supplied
the wrong information.

NOTE:

U I obtdin heolth insuronce coverage, while under the FBCC, it is my
responsibility to notilythe REGIONAL FBCC ollice as soon os possible.

signature-

Month OR s Yea r

lf you have any questions, please call the reg iona lcoordinator at 407-343-2068 between
8:00 a.m. and 5:00 p.m., Monday through Friday. We will make every effort to return your call in a timely manner

lfurther understand that all my screening and diagnostlc procedures must be completed within 50 days or payment for
these services CANNOT be guaranteed.

DOH-FBCC Revised Fefiuary 28,2024

n

Date
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INITIATION OF SERVICES

I consent to entering into a client-provider relalionship. I zuthorize Depafimeot ofHealth staffand their rep.esentatives to render routine health caJe. I

undeBtand routine health care is confidential and voluntary and may involve medical visits including obtaining medical hisory, assessment,

€xaminatio4 administration of medication. laboratory tests and/or minor pocedures. I maydiscontinue this relalionship at a.y tirne.

By initialing this line I acknowledge that I have been provided with a Telehealth Informed Consent Informalional Sheet and thal I consent to

the provision of some s€rvices to be provided by means of telehealth. I may withdraw my consent at any lime by discontinuing the us€ of telehealth

services withoul affecting my right to future care or lreatment.

PART II DISCLOSURE OF INFORMATION CONSENT (treatment, palment or healthcare operations purposes only)

I consenl to the use and disclmure of my health information; including rnedical. dental, Hry/AIDS. STD. TB. substanc€ abuse preventioq

psychiat c/p6ychological, ald case managemen! for treatment, payment and health carc operations. Additionally, I consent to my heallh information

being sharcd in the Health Information Exchange (HIE). allowing access by panicipating doctors' offices, hospitalr carc cmrdinatorr lab6, radiology

centers, and other health care providers through secure. electrooic means. Ifyou choose notto shaje ycur information inthe HIE. you may opt out by
reqrEsting and signing an HIE Opt-Om form.

PART III MEDICARE PATIENT
REQUEST (only applies to Medicare CIie s)

CERTIFICATION, AUTHORIZATION TO RELEASE, AND PAYMENT

As Client/Representative signedbelow, I certiry thal the information given by me in applying for pa),ment underTitle XVIII ofthe SocialSecurity Acl
is conect. I authorize the above agency to release my health inlormation tothe Social Security Administxation or its intermediaries/cariers for this or

arelated Medicare claim. I request thd palmenl ofauthorized benefits be made on mybehalf I assign the benefits palable for ph)sician's seryices to

the above.named agency and authorize it lo submit a claim to Medicare for pa),rnent.

PART lV ASSIGNMENT OF BENEFITS (Only applies to Third Pafiy Palers)
As Client /Representative signed below, I assign to the above-named ageng all benefits provided under any health care plan or medical expense policy.

The amount ofsuch benefits shall nol exceed tlrc medical charyes s€t fonh by the approved fee schedule. All palments under this pa&graph are to be

made to above agency. I am personally responsible for charges not covered by this assignment.

PART V COLLECTION, USE OR RELEASE OF SOCIAL SECURITY NUMBER
(This notice is provided pursuant to Section I 19.071(5Xa). Florida Statutes.)

For health care programs, the Florida Department ofHealth may collect your social security number for identificalion and billing puposes, as authorized

by subsections I 19.071(5xa)2.a- and I19.071(5Xa)6.. Florida Slatutes. B! signing below. I consent to rhe collection. ux or disclosurc of my social

security number for identification and billing purposes only. It will not be used for any other purpose. I understand that the colleclion of social security

numbers by the Florida Depa(ment of Hea.lth is imperarive for the performance ofduties and responsibilities as prescribed by law.

PART VI MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEITT OF THE NOTICE
OF PRIVACY RIGHTS

Cl ient/Representalive Signature

Witness (optional) Date

PARTVTI WMHDRAWAL OF CONSENT

Selfor Represcntat ivc's Rclalionship to Clienl Datc

I.

Client/Representative Signature

DH 3204-SSG-02/2022

WITHDRAW THIS CONSENT. effective
Dalc

PART I CLIENT-PROVIDER RELATIONSHIP CONSENT
Client Name:

Name ofAgency:
Agency Address:



AUTHORIZATION TO DISCLOSE
CONFIDENTIAL INFORMATION

r\toR\I..rTIo\ \t.\\ Bu Dts('t_ost_D B\:

Person/Facilit) . FBCCEDP Osceola - Florida Dept. of Health in Osceola County

Addressi 1875 Fortune Road Kissimmee FL 34744

l\toR\tATIoN \t.\\' BE DIS('LOSUD lO:

Person/TaciliO

METHOD OF DISCLOST]RX:

_ Pick up at CliniciTrcility

407 -343-2068Phone #:

Fax #: 407 -343-21 58

Phone #:

_ Address:

Fax #:

_ Email Address: (please note thst emiiling may not be s secured m€thod of comm unicstion )

lNI,'ORMATION 1'O BC DISCLOSED: {lnitial Selcction)

_ General Medical Record(s) _STD Records

Immunizations _ Family Planning

TB Records

Prenatal Records

_ Hinory and Physical Results

Consultations

_ Progrcss Notes

_ Diagnostic Test Reports (Specify Type oftes(s)

_ Other: (specify)

I specifically authorize release of information relating to: (initiel .elA'tinn)
HIV test results Substance Abuse Service Prorider Client Records

_Psychiatric.PsychologicalorPsychotherapeuticnotes Earlylntervention wl('

PTIRPOSE OF DISCLOSURE:

_ Continuiry ofcare _ Personal Use _ Other (speciry)_
EXPIR{TION DATE: This authorization will expire (insen date or event) I understand that ifl fail lo specify an expiration date or
event, this authorization willexpire twelve ( 12) months ftom the date on \,,/hich it was signed.

REDISCLOSURE: I understand that once the above information is disclosed. it may be redisclosed by the recipient and lhe information may not &
protected by Gderal privacy laws or regulations.

CONDITIONING: I understand that completing tiis authorizatioo form is volunlary. I realize that treatment will not be denied ifl refuse to sign this
form.

REVOCATION: I understand that I have the right to revoke this authorization any lime. lf I revoke this authorization. I understand that I must do so in
writing and that I must present my r€vocation to the medical record department. I understand that the revocation \\'ill not apply to information that has
already been released in response to this authorization. I understand that the revocation will not apply to my insumnce company. Medicaid and Medicare

xx
Client/l,egal Representative Signature I)atc

l'rinted Name l,egal Representative's Relationship to Client

(for example, power ofattomey, healthcare su[ogate form, order. appointment ofa guardianshrp, order appointing pcrsonal representative, letlers ofadminisfation)

DH 3201-S SG-09/20 I 7

Client Name:

1D#:

DOB:

Origird: To File Copy: To Client Copy: To Accompany Drs.losure


