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             Baltimore City Colorectal Cancer Control Program

INITIAL ELIGIBILITY INTAKE FORM
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1. Date of call: _____/_____/______	Time of call: _____:_______ am / pm  	Operator:_________________________





5. AGE: 





a. “What is your birthdate?”:   	      _____/_____/______





If CALLER IS OVER 50, s/he is possibly eligible; go to * below. If CALLER IS NOT OVER 50, ask #5b:





b. “Have your mother, father, brother(s),   *YES �   NO �


sister(s), or children had polyps or Colorectal 


Cancer, or, have you had polyps before? 





If CALLER IS NOT OVER 50, and ANSWERED NO to 5b, tell them they are not eligible for this screening program; go to #6 and mark NO. Offer them the names/numbers of providers and/or programs in their area. Also, ask if they would like to receive ACS materials on Colorectal Cancer (or other cancers). 





*If CALLER IS OVER 50 or THEY ARE ANSWERED YES TO 5b, they are have been determined POSSIBLY ELIGIBLE- go to #6 and mark YES. Ask which hospital (Harbor, Hopkins, St. Agnes, Sinai or Union Memorial) they would like their information sent to. 





Go to #7 and obtain contact information. Tell them the information will be sent today, and someone from that hospital will contact them within 3 working days. Give them the contact number for that hospital’s program; tell them to call that number if they have not been contacted within 3 working days.











2. RESIDENCE:





a. “Do you live in Baltimore City?”      	    YES �   NO �





If YES, go to #3; If NO, offer them the names/numbers of providers or programs in their jurisdiction. Also, ask if they would like to receive American Cancer Society (ACS) materials on Colorectal Cancer (or other cancers). If they request educational information, go to #6.





3. INSURANCE: 





a. “What type of health insurance(s) do you have?”	


             None �    


             Insurance �  Type: _____________________





If NONE, go to #4; if INSURANCE TYPE IS MEDICARE, ask #3b; if INSURANCE TYPE IS NOT MEDICARE, ask if their insurance covers Colorectal Cancer screening. If they are unsure, tell them to call back after checking with their insurance company. 





If they have ANY OTHER TYPE OF INSURANCE BESIDES MEDICARE or IF THEY HAVE INSURANCE THAT COVERS COLORECTAL CANCER SCREENING, tell them they are not eligible. Offer them the names/numbers of providers. Also, ask if they would like to receive ACS materials on Colo-rectal Cancer (or other cancers). If they request educational information, go to #6.





b. “Do you have Medicare Part A ONLY?” 


                I have A only �  (Part A does not cover colonoscopy)   


     I have Medicare Part B �  (Part B does cover colonoscopy)





If MEDICARE, PART A ONLY, go to #4; If MEDICARE, PART B, tell them they are not eligible. Offer them the names/ numbers of providers/programs in their area. Also, ask if they would like to receive ACS materials on Colorectal Cancer (or other cancers). If they request educational information, go to #6.








6. ELIGIBILITY:          YES, possibly eligible �	   NO �





a. If Yes, possibly eligible, ask “Which hospital would you prefer to contact you about screening?” Then, go to #7.


Harbor Hosp. �      Mercy Hospital �      St. AGNES �  	 


Union Mem. Hosp. �           University of Maryland �	�


b. If NO, not eligible, what was the reason? UNKNOWN  �


RESIDENCE �   INSURANCE �  INCOME �  AGE � 





If they request educational information, go to #7 and fill out a-d. Mark d ACS educational info dissemination and send materials. 


  





4. INCOME: (will need to refer to document <250% of Federal Poverty Guidelines)





a. “How many people live in your home?”:  ______________





b. “Is the total income in your home less than $x?:


 (give amount for that household size from guidelines)				                                  YES �   NO �





If they are less than 250% below the poverty level, go to #5; If they are more than 250% above the poverty level, tell them they are not eligible. Offer them the names/numbers of providers/ programs. Also, ask if they would like to receive ACS materials on Colorectal Cancer (or other cancers). If they request educational information, go to #6.

















7. PERSONAL INFO:





a. Name:  ___________________________________________





b. Address: _________________________________________





___________________________________________________


�c. Phone: _____________________  Home � Work � Cell�


    Phone: _____________________  Home � Work � Cell�


   


d. Personal info collected for: 


SCREENING SITE (HOSPITAL) REFERRAL     	�


ACS EDUCATIONAL INFO DISSEMINATION  	�
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