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Carilion Clinic Every Woman'’s Life Program - Please contact the
Carilion Clinic Every Woman'’s Life Program @ 540-985-8196 if you have any
questions about enrollment. Services will not be paid for until enroliment application

has been received and approved.
Qualifications for Every Woman'’s Life Program:

e Women ages 40-64
r ¢ Uninsured
* Cannot exceed the 250% Federal Poverty Guidelines
( A full time resident of Virginia
N + Covers clinical breast exam, mammogram, pelvic examy/
Every Woman's Life  pap ifindicated
. * Women between the ages of 18-39 may also qualify for high risk
4 t}'ﬂm‘pﬁx:m screening and/for diagnogtic festing. Y &iso qually for hig

This form is for educational purposes only and the eligibility guidelines for enroliment into the Every
Woman’s Life Program.

"‘;‘;‘:ﬁ;‘“ 250% Federal Poverty Level
Gross Yearly Salary Gross Monthly Income* Appr::m'tlow

1 $36,450 $3,037.50 $17.52
2 $49,300 $4,108.33 $23.70
3 $62,150 $5,170.17 $29.88
4 $75,000 $6,250.00 $36.06
5 $87.850 $7,320.83 $42.24
6 $100.700 $8,391.67 $48.41
7 $113,550 $9,462.50 $54.59
8 $126,400 $10,533.33 $60.77
9 $139.250 $11,604.17 $66.95
10 $152,100 $12,675.00 $73.13
1 $164,950 $13,745.83 $79.30
12 $177,800 $14,816.67 $85.48
13 $190,650 $15,887.50 $91.66
14 $203,500 $16,958.33 $97.84
15 $216,350 $18,020.17 $104.01

or each

dditional $12,850 $1,070.83 $6.18

erson, add:

Carilion Clinic EWL P.Q. Box 13727 Roanoke, VA 24036 (P) 540-985-8196 {F) 540-224-4902
(Revised 1/18/2023)




()( Client Eligibility Form

Every Woman's Life
A :}m n?cm;“m Revised 17212020
PERSONAL INFORMATION
Last Name: ' First Name: Mi: Preferred Name:
. Sex assigned at Gender ldentified: [ |F [ |M
SSN: | Birth Date: birth: [ JF [Jm | CIMTF C1FTM

Marital Status: [_] Never Married / Single [_] Married [] Living with someone in a marriage like relationship [_] Divorced
or Separated [ |Widowed [_] Unknown

Do you describe your race as: (check ALL that apply) [_| White [_] Black/African
Ethnicity: [ ]Hispanic | American [ ] Asian [] American Indian/Alaskan Native [ ] Native Hawaiian/ Pacific Islander

(] Non-Hispanic [] Other: [_] Unknown
Address City
County State \[ ﬁ\ Zip Home Phone
| Work Phone Cell Phone Best Time to Call:

1. What is your household income before taxes? | 2. How many people live on this income? (including yourself)
$ Year

| Do you have Medicaid? Do you have Medicare? [ |Yes [ |No Do you have Private insurance?
[ JYes [ 1No [JPlanFirst |ifyes: []PartA []PartB [ TYes [ ]No

.

5. Do you now smoke cigarettes? [_] Every day [ | Some days [ | Notatall [_] Don’t know [_] Don't want to answer

6. Are you planning, thinking, or not thinking about quitting smoking in the next 30 days?

[ Planning [ ] Thinking [] Not thinking  [] Don't want to answer

7. What is the highest grade of school you completed?

| [1<9th  [] Some high school [ JHigh school graduate or GED [ ] Some college or higher [ _]Don’t know

[] Don't want to answer

8. How did you hear about the Every Woman'’s Life program? [ | Brochure [_| Community Health Worker
] Employer (] Family/Friend [] Health Fair ["| Internet/Web [ |Radio/TV/Newspaper [ | Bus Ad
[] Other: ["] Reminder [_] Provider

9. What language do you speak every day?

10. Have you ever had a pap test? [ |Yes [ | No [_] Unknown
=>If YES, when was your last Pap test? (MM/DD/YYYY)

11. Have you ever had a mammogram? [ ]Yes [ |No [_! Unknown

=>»If YES, when was your last mammogram? (MM/DD/YYYY)




Carilion Clinic Breast and Cervical Cancer Early Detection Program

r
2 ( Name DOB:
EveyWomanslie  Height: Weight:
Mvwime  Doctor:

1. Do you have a history of HIV exposure? [_]Yes [ ] No

2. Have you had a mammogram done before? [ |Yes [|No [ ] Don’t know
If yes, when and where was it done at?

3. Do you have breast implants? [ ]Yes [ | No

4. Have you ever had a breast biopsy? [ ]Yes [ ] No [JRight Breast [ ] Left Breast
If yes, when and where was it done at?

5. Have you ever had breast cancer? [JYes [ ]No [ ] Don’t know
If yes, when?

6. Age at time of first menstrual period?

7. Areyoumenopausal? [ |Yes [ |[No Ifyes, what age?

8. How many times have you been pregnant?
Number of live births?
Age of when you had first child?

9. Have you had a Pap Test done before? [ JYes [ ] No
If yes, when and where was it done at?

10. Have you had an abnormal Pap Test done before? [ |Yes [ | No
If ves, when?

11. Have you ever had a hysterectomy? (removal of the uterus/womb) [ ] Yes [ ] No
If yes, when was it done? [] Partial [ ] Complete

12. Are you taking any type of birth control pills? [ |Yes [_| No
13. Are you taking or have you taken any hormone replacement therapy (HRT)? [ |Yes [ ] No

14. Have you ever been diagnosed with any type of cancer: [_|Yes [ ] No
If yes, type of cancer and when?

15. Has a family member been diagnosed with breast or ovarian cancer: [_|Yes [_] No
(If yes, please circle paternal/maternal and list relationship)

Paternal/Maternal [ ] Breast [ ] Ovarian Age diagnosed
Paternal/Maternal [ ] Breast [ | Ovarian Age diagnosed
Paternal/Maternal [] Breast [ ] Ovarian Age diagnosed

Paternal/Maternal [] Breast [_] Ovarian Age diagnosed




16. Have you been tested for BRCA Gene: [ JYes [ ] No
Ifyes, [ |BRCAI+ [JBRCA2+

17. Have you been educated on all age appropriate screenings? [ |Yes [ | No

18. Are you having any NEW problems of the following:
Nipple Discharge (Clear/Bloody) [ | Yes [ ]No [ JRight []Left
Nipple Inversion [ | Yes [ |No [ |Right [ |Left
Breast Lump/ Mass [ | Yes [ |No [ |Right [ ]Left
Breast Lump/ Mass [ | Yes [ [No [ [Right [ ]|Left
Vaginal Discharge [ ] Yes [_]No
Abnormal/ Unusual Vaginal Bleeding [ | Yes [ | No

19. Have you had a recent (within 3 months) Clinical breast exam (CBE)? []Yes [INo
This is a physical exam performed by a health care provider to check for lumps or other breast changes.
If yes, where and when was it done?
If no, would you like to have one? []Yes [JNo

20. Do you want a GYN appointment? [lYes [ INo
This is an exam that consist of a pelvic exam and/or pap test.

21. What day of the week are you available for your exam (s)? Circle your answer: Monday, Tuesday,
Wednesday, Thursday, Friday
Around what time?

22. Where do you prefer to have your exam (s)? Circle your answer: Roanoke- Jefferson Street, Daleville,
Roanoke- Peters Creek Road, Stonewall Jackson Hospital, Giles, Franklin Memorial, Blacksburg,
New River Valley

23. Do you have any transportation issues that would prevent you from attending your scheduled appointment(s)?

[IYes [ No

If yes, please check the following: | | limited funds for gas [ ] have no car [_| have no transportation



o,
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CARILIONCLINIC AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION
3 do hereby authorize and request 81! Physicians, hospitals, and health care providers
{Print Full Name) S : {Narie of Health Care Entity)
to rélease.and discluse protected health information.of:
(Patient Name)
. Patient / Requestor-Address
Patienf's _
Address: i i Data of Bisth:
‘Boclal Sequity #
Phorie-#:
[To:

Name: Carilion Health System and the Virginia Department of Health: Breast & Cervical Cancer Early Detection Program

‘Addréss: _Every Woman's Life Program- Carilion Clinic
102 Highland Ave Suite 202
Roanoke, VA 24013

Please specify thie Protacted Health ln'for‘ﬁti&h'tn be released by marking fhe following: )
Are you requesting psychotherapy noes? Yes, then you may only reques!. psychotherapy notes on this autherization, You must 5brilt a separate
-authorization forother items. [x1 No, then you midy check as many items bislow g5 you need,.

€ Discharge Summary O History & Physical © Operative PathReport

O Complete Recard O Radiology Reparts /Fiims O Emergency I Quipatient EKG 7

m‘ chel'(Schlfy) Every Woman's Life Reports o Lh Repnrts .8 EEG IECHO;S"GSS
Traatment Date(s) Requesied

| acknowledye, and hereby cansent o such, that the released Information may cofitain ajcohe), drug abuse, psychiatric treatment: sexually transmitted
'diseiase treatment, HIV lesling,-HIV results or AIDS infornvation.. {initiaf).

The Putpose of this discasure lsfor: _X__Medicai Care, Changing PCP/Family Physician, ____ Changing Specialists, . ‘Insurince
Processing, Legal, at the request of Individual, Other {Specify).

{ understand that:

* Bysigning thls. Authorization, | am ghving the. Health Garé Entily pemmission to discliose confidential Health vecords.

* My Wregiment, payment, enrcllment or eligiiiity for benefits will not be conditioned on signing this. Aulherization.

= | may withtdraw {revoke} this Authdrization in writing. Withdrawal of this Authorizatisn doés fict affect dny-discldsure of protecled health information
‘made prior lo the rceipt.of writtén notice of révocation by the custadian of the health fecords.

* There Is a potetial that informafion-discinsed may be redisclosed by the reciglent and ro longer protoctad by law, ) .
A copy of tis Autharization and & fiotatioh conceining thia person or ageéncies to which disclosure-was mide shall be. ingluded with the ariginal
health_records.

*This Authorization will automatically expire one year after the day below OR on,

* Afeemay apply t¢ copies ufl’_l-il_;hatl request, whether recelved by me or by another recipient | autharize. I'may ask fora
cest estimation ! Invoice priorto the information being copled.

SIGNATURE: = DATE:
{Signature of Patient/ Legaly Authorized Representative) (Spacify Date)
{Refationship to Ratient / Description of Autharity to Ach) {Address and Telephane Number of Legalty Authorized '
Reprasentative)
DATE:

{Signaturs of Witness}
HIM Employee Verifizd Identification of Requestor {Inittal)
NOTE: This information has been disclosed w_.yéu framy records protected by Fed_erércbriﬁdaﬁﬁaﬁty'mjes'@Z .CFR-F'_arTi'L.,Th,e Faderal rulés prohibnt

you from making any further diszlasure of thid infornation unless further disclosura is expressly permitied by the written consent of the.person.to whom it
perains oras otherwise permitied by 42 £FR part 2.

Chart-0540. Org. 6/03 Rev.10/15
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Client Participation Agreement )/

Client Name (please print): ,opt
Client is enrolling in: ) EWL Direct Services LI Navigation Only Every Woman's Life
For Your Breast and Cervical Health

The Every Woman'’s Life program encourages and offers breast and cervical
cancer screening as well as patient navigation to eligible women based on current national guidelines. The
goal of screening is to detect cancer in its earliest stage so that it can be treated.

As a participant in the program:

* You will receive breast and cervical screening tests that are right for you based upon the current
national guidelines, including but not limited to exams, mammeograms, and pap testing.

* You will receive patient navigation services including education about screening and diagnostic
services, discussion of potential barriers to care (i.e. fear, transportation, language, etc.), and
development of a care plan to address your needs.

* If you receive abnormal results, your case manager will help you get any further testing required
scheduled.

o Note: If you are enrolled into EWL for direct services most of these tests will be at no cost to
you, but you may incur costs for tests not covered by the program. Your case manager will work
with other clinics to make sure you get all the tests that you need. if there will be a cost to you,
this will be explained by your case manager prior to the date of the test or procedure.

* If you are enrolled into EWL for direct services and diagnosed with breast or cervical cancer you may
be eligible to get your treatment paid for by Medicaid. Your case manager will assist you in completing
the BCCPTA (Medicaid) application and will submit the application to your local DSS office.

Agreement:

» [lagree to get the screening tests and any other tests that | may need.

* | will cooperate with and assist in the process of identifying challenges related to my own healthcare as
well as ways to overcome them.

¢ | agree to keep all appointments to the best of my ability and to notify program staff if | am unable to
make it to any scheduled appointment.
| confirm that the personal information that | have given is correct.
| agree that my health information can be shared with the program.
| understand that my personal information is private and will be used to determine my eligibility for the
program and by the case manager to help me get the tests that | need. If enrolled into EWL direct
services, my information may be shared with the local DSS office to process my Medicaid application
and if | receive Medicaid | understand that my case manager may have access to my medical record to
ensure that 1 have started treatment and to assess for any barriers related to my care and/or treatment.
| understand that should | discontinue treatment or fail to start treatment, DSS may revoke my
enrollment with Medicaid.

* | understand that my participation is voluntary and that | may drop out of the program at any time.
Should | decide to leave the program | will contact my case manager.

* My questions regarding the program and procedures have been adequately answered.

Client Signature: Date:
Witness Signature: Date:
Far Office Use Oniy:
EWL Handout reviewed and provided to the client Revised 8/2022

INITIAL



