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Wyoming Cancer Program (WCP) Enrollment Form
	Patient Screening History, Risk Assessment, and Provider Recommendations
To be Completed by Provider Office Only

	Clinic Name:                                                              
	Clinic Email:

	Clinic Phone:                                                              
	Clinic Fax:

	If the WCP has questions about this application, who do we contact at the clinic?

	Cervical Cancer Screening History

	When was the patient’s most recent Pap test? (MM/YY):
	
	Which cervical cancer screening is needed?

	What were the results of the patient’s most recent Pap test?
	
	 Pelvic exam
 Pap test
 Pap test with HPV test
 HPV test
 Colposcopy
 Other: _____________
__________________________
__________________________

	Has the patient ever had an HPV test?	
	YES
	NO
	

	What were the results of the patient’s HPV test?
	
	

	When was the patient’s most recent HPV test? (MM/YY):
	
	

	Has the patient had a total hysterectomy?
	YES
	NO
	

	If YES, was this due to cervical cancer?
	YES
	NO
	

	Do you consider the patient high risk for cervical cancer?
If yes, what are their risk factors?
	YES
	NO
	

	If the patient is experiencing any issues with their cervix, please list their symptoms/clinical presentation:

	Breast Cancer Screening History

	Has the patient had a double mastectomy?
	YES
	NO
	Which breast cancer screening is needed?

	Has the patient ever had a mammogram?
	YES
	NO
	 CBE
	 Mammogram

	When was the patient’s most recent mammogram? (MM/YY):
	
	 Diagnostic Mammogram

	What were the results of the patient’s last mammogram?
	 Ultrasound
	 Breast MRI

	Do you consider the patient high risk for breast cancer?
If yes, what are their risk factors?
	YES
	NO
	 Other: __________________

	If the patient is experiencing any issues with their breast, please list their symptoms/clinical presentation:


	The USPSTF recommendations for breast cancer screenings recently changed from annual mammogram to screening every two years.  Based on this patient’s family history, risk factors, or previous screening findings, which frequency are you recommending for routine screening?

Circle One:        Annual         Every Two years

	Colorectal Cancer Screening History

	Has the patient had a colonoscopy in the last 10 years?

	YES
	NO
	Which colorectal cancer screening is needed?

	When was the patient’s most recent colonoscopy? (MM/YY):
	
	Must be age 45+ to be eligible
 FIT Kit
 Cologuard
 Colonoscopy

	Did the patient have polyps removed?
	YES
	NO
	

	Do you consider the patient high risk for colon cancer?
If yes, what are their risk factors?
	YES
	NO
	

	Has the patient had a home stool-based test in the last 3 years?
	YES
	NO
	

	When was the patient’s most recent home stool-based test? (MM/YY)
	

	What were the results of the home stool-based test?  NEGATIVE      POSITIVE      UNKNOWN

	If the patient is experiencing any issues with their bowels, please list their symptoms/clinical presentation:


	· The WCP follows USPSTF guidelines for all average risk, preventive screenings. Patients who are considered high risk may be eligible for additional services. 
· Providers are encouraged to provide additional documentation such as pathology reports, radiology reports, or clinical notes if you believe it to be helpful in determining eligibility.
· Refer to the WCP Provider Manual for more information on the screening program processes and procedures.




	Applicant Information/Información del solicitante 
To be Completed by Applicant or Medical Representative/Para que la complete el o representante médico solicitante 
All fields in the applicant section are required/Todos los campos en la sección de solicitantes son obligatorios, las solicitudes incompletas no serán procesadas

	Nombre, inicial del segundo nombre, apellido (nombre tal como aparece en la identificación emitida por el Gobierno):

	Fecha de nacimiento: (MM/DD/AAAA)

	Gender:       ☐  Female       ☐    Male       
Las personas cuya identidad de género difiere del sexo asignado al nacer todavía corren el riesgo de desarrollar cáncer. Es importante que se haga sus exámenes de detección de cáncer si todavía tiene una parte del cuerpo u órgano en particular.

	¿Es usted ciudadano estadounidense?      SÍ  o NO
Esto no afecta la elegibilidad y solo se utiliza para fines informativos.
	Número de Seguro Social: 
Obligatorio si tiene un Número de Seguro Social. Si no tiene un Número de Seguro Social, marque como N/A

	Número de teléfono:
	Dirección de correo electrónico:

	¿Dónde recibe el correo? (Dirección, incluidas casillas de correo o número de apartamento) 

	Condado:

	Cuidad:
	Estado: 
	Código Postal:

	¿Cuál es su origen étnico?::    ☐   Origen hispano     ☐   Origen no hispano

	¿Cuál es su raza? 
	☐   Indígena Americana
	☐  Asiática
	☐   Negra/afroamericana
	☐   Esquimal

	☐   Nativa de Hawái
	☐  Isleña del Pacífico
	☐   Blanca
	☐   Otra/desconocida: ___________




	¿Cuál es su idioma de preferencia?                                        ¿Desea un intérprete?
	YES
	NO

	¿Tiene actualmente un seguro médico privado?
	YES
	NO

	¿Actualmente fuma o consume productos de tabaco? Esto no afecta a la elegibilidad.
	YES
	NO

	¿Ha sido residente de Wyoming por más de 12 meses?
	YES
	NO

	¿Cuántas personas (incluido/a usted) viven en su hogar? _____

	¿Cuál es el total de ingresos del hogar antes de impuestos?   $_____________☐ Mensual   ☐Anual

	¿No está seguro de a quién debe contar en su hogar? Encontrará más información sobre el cálculo de los ingresos familiares aquí: https://www.healthcare.gov/income-and-household-information/.




	[bookmark: _heading=h.gjdgxs]Authorization

	By signing below, I am certifying that the information I have provided is accurate to the best of my knowledge. I understand that if I am accepted into this program, and I have knowingly provided false information, I may be required to repay any benefits I have received. I give my permission to healthcare providers, billing agencies, the Wyoming Department of Health (WDH), the Centers for Disease Control and Prevention, and others involved in my care to share medical information obtained. I give my permission for the program to leave messages on my voicemail, answering machine, with my family members, or via electronic notifications such as email. The WDH uses information in accordance with State and Federal law and the WDH Notice of Privacy Practices (NoPP). The WDH NoPP can be found on the WDH’s website at health.wyo.gov or a copy can be requested by calling 1-800-264-1296.

	Patient Signature:
	Date:

	Print Name:


[bookmark: _heading=h.kim7t1ysrir1]*The Wyoming Cancer Program is not healthcare insurance coverage; it is limited to paying for breast, cervical, and colorectal cancer screenings for qualified patients.

[bookmark: _heading=h.yg78cy15x8c8]
[bookmark: _heading=h.30j0zll]Please submit this completed application by email, mail, or fax:
Mailing Address:  	Wyoming Cancer Program			Fax:   1-307-777-3765
122 West 25th Street, 3rd Floor West		Email: wdh.cancerservices@wyo.gov
Cheyenne, WY 82002

								
Incomplete applications will not be processed. 
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