Attachment 1—Template letter

Letterhead
[Draft Template CRC Results Letter]
Name

Address

Dear ______________________________________                                          Date:  _____/_____/_____

Congratulations on completing your colonoscopy on _____/_____/_____ in the _________________ Health Department Program with Dr. ______________________________.

The colonoscopy showed (check all that apply):

 FORMCHECKBOX 

Normal colon, no findings

 FORMCHECKBOX 

Adenoma(s) or adenomatous polyp(s) (pre-cancerous polyps): ____________________


______________________________________________________________________

             FORMCHECKBOX 
       Sessile serrated polyp/sessile serrated adenoma(s)/traditional serrated adenoma(s) (pre-


cancerous polyps) ​​​​​______________________________________________________  

 

__ ___________________________________________________________________ ​​​​​​​​
        
 FORMCHECKBOX 

Other polyp(s) that were NOT adenomas: ____________________________________

 FORMCHECKBOX 

Other findings:



 FORMCHECKBOX 
  Inflammatory bowel disease (ulcerative colitis or Crohn’s colitis)






 FORMCHECKBOX 
  Diverticula




 FORMCHECKBOX 
  Hemorrhoids


 FORMCHECKBOX 

Other:  __________________________________________________________________


________________________________________________________________________

Recommendation:



 FORMCHECKBOX 

The doctor recommends that you return now for further testing based on your colonoscopy results, your personal and family history, and/or your prior screening test.  Call me to schedule this test.
 FORMCHECKBOX 

The doctor recommends that you have your next colonoscopy in [______ Months],  [______Years], __________ (date) based on your colonoscopy results, your personal and family history, and/or your prior screening test(s).

 FORMCHECKBOX 

The doctor has not recommended a specific recall date for your next testing.  This program will not be calling you about further colorectal cancer screening tests.  The doctor recommends that you return if you have symptoms.  Please call your doctor if you have symptoms of colon cancer (see below).  If the doctor recommends another colonoscopy, please call our program to see if you are eligible.
 FORMCHECKBOX 
         Other: _______________________________________________________________________

You may need to be tested sooner than the time recommended above.  Please call your doctor or our office:
· If you have any symptoms of colorectal cancer:  blood in your stool, change in bowel habits (diarrhea or constipation), narrowing of your stool, general discomfort in the abdomen (pain, bloating, fullness, or cramps; or

· If one of your brothers, sisters, or children has a new colorectal cancer or adenomas.
If you had adenomas found on colonoscopy, please tell your brothers, sisters, and children so that they can ask their doctors about getting screened for colorectal cancer.

Please feel free to contact your doctor or call our office at the ________________ Health Department, 
XXX-XXX-XXX, if you have any questions.
Sincerely,

Case Manager 
________________Health Department 
cc:
Client’s chart

Doctor X
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