Local Program Letterhead
To: 
__________________________________ 
__________________________________________
(Name)





(Provider Office/Organization)

From:    __________________________________
__________________________________________
   
(Name)





(Local CRF-CPEST Program)
Re:  Results for CRF-CPEST Patient Navigation Client

Date: 
_______________
________________________________________________________________________________________


Client Name: ______________________________________   Client Date of Birth: _____________________
The client named above received services provided by your office. The [___________ Health Department] is providing navigation services for this client and has received consent to obtain his/her records. Please complete the information below: 
1. Please indicate the procedure(s) that was completed and the date of each procedure. 

	Procedure
	Date of Procedure
	Provider Name

	· Pre-screening Physical
	_______________
	_____________________________

	· FOBT/FIT (circle one)
	Date Returned: _______________
	_____________________________

	· Sigmoidoscopy

· Colonoscopy
	_______________

_______________
	__________________________________________________________

	· Imaging (Type: ________________)
	_______________
	_____________________________

	· Other:____________________________________________________
	_______________
	_____________________________



2. Please attach the relevant consultation, procedure and/or pathology reports, OR document the results: ________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

3. Please indicate the recommended screening recall or other follow-up if indicated.  
· FOBT/FIT (circle one) in _______ months/years (circle one).

· Sigmoidoscopy in _______ months/years (circle one).

· Colonoscopy in _______ months/years (circle one). 

· Other Follow-up in _______ months/years (circle one).

If Other, specify:____________________________________________________________________

__________________________________________________________________________________



____________________________
____________________________
___________
Provider Printed Name


Provider Signature


Date

For questions or to return completed form, contact:  [NAME, ORGANIZATION, PHONE NUMBER, FAX NUMBER, EMAIL]

