
MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE


 COLON AND RECTAL CANCER CONTROL PROGRAM (CRCCP)


DATA COLLECTION FORM
DEMOGRAPHIC INFORMATION:
CaST ID:                                                             
ENROLLMENT DATE:          /       /                    SSN:               -           -                       .
LAST NAME:                                                              FIRST NAME:                                          
MIDDLE:  __________________  MAIDEN NAME:  _____________           
PRIMARY ADDRESS:                                                                                                         
CITY:                                                 
   STATE:                ZIP: _______
COUNTY OF RESIDENCE:                                                     HOME PHONE: (              )              -                 
WORK PHONE: (           )            -                    .           CELL PHONE: (_________)____________-_____ _______      
DATE OF BIRTH:            /        /                 (mm/dd/yyyy)  


AGE: _________
ALTERNATIVE PATIENT ID:                                                                    .CONTACT PERSON:                                                                                                .
CONTACT ADDRESS:                                                                                                     
CITY:                                                     STATE:               
ZIP: _______ 
CONTACT PHONE NUMBER: (              )              -                  . CONTACT CELL PHONE:  (              )              -                                       .     
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DOES CLIENT HAVE REGULAR SOURCE OF MEDICAL CARE OR A PRIMARY CARE PROVIDER:        Yes           No          Unknown              

            IF YES:    PROVIDER NAME 








       PHONE #  _(__________)__________-________________

                           PROVIDER ADDRESS: 












___________________________
       
	EDUCATION:
	[image: image21.emf] 



	CLIIENT  STATUS:

	[image: image22.emf] 


Less than HS 
[image: image23.emf] 


High School 

[image: image24.emf] 


More than HS

[image: image25.emf] 


Unknown
[image: image26.emf] 



          Female
Male 
	       White                                         Pacific Islander

Black/African American            Native Hawaiian

Asian                                          Aleutian Islander

American Indian                         Unknown

ETHNICITY:



Hispanic origin
       non- Hispanic origin   

       Unknown
	     Active                            
     Deceased                                           Pt Status Date (non-Active):       Inactive                                               

     Out of Area > (Client closed out ;        _____ / _____/ _______   

     Temporary       enter & complete            m m     d  d      y  y  y  y   
        Inactive         Close-out fields.)
 Pt Status Text: ______________________________________
___________________________________________________



	INCOME ELIGIBILITY
	DOES CLIENT HAVE MEDICAID OR MEDICARE PART B
	DOES CLIENT HAVE COMMERCIAL

INSURANCE THAT COVERS SCREENING:
	SMOKING STATUS

	Family Size: ______

Annual Income: $ ________________

      Eligible for Program?

     Yes             No              Unknown
      
       
	      Yes
      
No
       Unknown
	
Yes            
       No                


Unknown

  Is client covered by any type of health plan?

  If  Yes, get copy of  card
	       Never Smoked
      
Quit within last year
       Quit 1 year or more ago
       Current Smoker

        Unknown



	HOW DID CLIENT LEARN OF THE  PROGRAM: REFERRAL SOURCE

	CODE: __________________________  
TEXT:  ________________________________________________________________________________________________________

	IS CLIENT CLOSED OUT OF  PROGRAM
	    IF CLIENT CLOSED OUT, REASON WHY

	            Yes                           No


	
Refused                  Ineligible                 Moved in Maryland                      Closeout Date:

Lost                       Deceased                  Moved out of  Maryland              ____ / ____/ ______   

                                                                                                                     m m       d  d       y  y  y  y   


COMMENTS_______________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
CLINICAL INFORMATION:

CLIENT MEDICAL HISTORY - DOES CLIENT HAVE:

Personal history of Colon/Rectal Cancer (CRC)?
                   
Yes          
No             Unknown

      

 If Yes, date of diagnosis:                                                 ____ / ____/ ______  mm/dd/yyyy  


Type of cancer: ___________________________________________________________

Personal history of polyps?




                               
Yes           
No           
Unknown 

      

 If Yes, Precancerous Polyp(s)/Adenoma(s)?




 Yes           
No           
Unknown 

Family history of first degree relative (parent, sibling)


Yes           
No            
Unknown

 


with CRC or ademonatous polyp(s)?

Personal History of:


Crohn’s Disease?                                                                          
Yes         
No          
Unknown


Ulcerative Colitis (UC)?                                                               
Yes             No         
Unknown
 
Other Inflammatory Bowel Disease (IBD)?                                   Yes           
No           
Unknown


    Specify: ______________________________

Familial Adenomatous Polyposis (FAP)?                                   Yes             No              Unknown


Hereditary Nonpolyposis Colorectal Cancer (HNPCC)?          Yes             No             
Unknown

‘Yes’ to any highlighted condition precludes screening or surveillance through this Program

  


COLON/RECTAL CANCER SCREENING INFORMATION:
 
 


CYCLE #:                           .        LOCATION (PROVIDER):     _______________________.
CLIENT’S CRC SCREENING HISTORY:  HAS CLIENT EVER HAD:
Check box if performed:                  
Date most recent screening  (mm/dd/yyyy)

 Result    
      
Take home FOBT/FIT                        ____ / ____/ ______  


  

Normal/Negative























Abnormal/Positive























Unknown      


Double Contrast                               ____ / ____/ ______  


  

Normal



Barium Enema  (DCBE)













Polyp(s)/Tumor(s)/Cancer






















Unknown     


Sigmoidoscopy                                ____ / ____/ ______  


  

Normal























Polyp(s)/Tumor(s)/Cancer






















Unknown     


Colonoscopy                                      ____ / ____/ ______  


  

Normal























Polyp(s)/Tumor(s)/Cancer






















Unknown    





Comment: 
______________________________________________________________








Other:







  ____ / ____/ ______  


  


Normal























Polyp(s)/Tumor(s)/Cancer


_______________________________________________________


Unknown








Did Client Receive a CRC Screening Test This Cycle? 
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    Yes
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    No
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    Unknown













IF YES, Which Test?  
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    FIT
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    FOBT
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    DCBE 
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    Sigmoidoscopy
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    Colonoscopy
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    Other: __________________________

CaST ID:                                                     
LAST NAME:                                                                  
 FIRST NAME:                                          .
COLON/RECTAL CANCER SCREENING INFORMATION:
                                                      Colonoscopy  

	         CPT code 1:     _______________

         CPT code modifier 1:   _______________

         CPT code 2:     _______________

         CPT code modifier 2:   ______________

         CPT code 3:     _______________

         CPT code modifier 3:   _______________

         CPT code 4:     _______________

         CPT code modifier 4:   ______________

         CPT code 5:     _______________

         CPT code modifier 5:   ______________

Indication (for first test in cycle only)

            Screening

           Surveillance

           Diagnostic

           Unknown
Appointment Date:               /         /                .   mm / dd / yyyy)

Location (Provider) _______________________
Date Performed:                 /     /            .  (mm / dd / yyyy)
Paid by CRCCP Funds:

             Yes            No          Unknown 
Funding Source: 


CDC/CRCCP Funded 

       Cigarette Restitution Fund (CRF)


Non-Program Funded


Maryland Cancer Fund


Other

Results of Colonoscopy (before pathology results:        
           Normal/Negative/Diverticulosis/Hemorrhoids
           Polyps or Lesions, suspicious for cancer

           Inadequate/Incomplete

          Pending

          Unknown

          Other findings, not cancer or polyps (specify below):

             Text: _______________________________________
Date final results received:             /     /         (mm/dd /yyyy)
Date patient notified of results:             /     /            . 
                                                                             (mm / dd / yyyy)
Biopsy Performed:       Yes          No          Unknown 
       (if Yes, complete histology and size questions)
	Bowel Preparation Adequate:
             Yes            No          Unknown
Cecum Reached:          Yes          No          Unknown 
Outcome:         Complete             Incomplete/Inadequate
Recommended Follow-up within this cycle:

           None (Cycle complete)

           Colonoscopy 

           DCBE

           Sigmoidoscopy 

           Surgery to complete diagnosis (complete surgery info)
           Other:   ____________________________________

Histology of Most Severe Polyp or Lesion (when Bx done): 

           Adenocarcinoma (cancer), invasive

           Adenonoma, with high grade dysplasia (includes in situ ca)
           Adenonoma, mixed tubular villous (no high grade dysplasia noted)
           Adenonoma, NOS (no high grade dysplasia noted)
          Adenonoma, serrated (no high grade dysplasia noted)
           Adenonoma, tubular (no high grade dysplasia noted)
           Adenonoma, villous (no high grade dysplasia noted)
          For all above histologies enter total number of adenomatous    

           polyps/lesions removed.
                  ___  ___   (01-97 for exact known number of polyps removed; 

                                       97 where 97 or more polyps removed)
                            At least 1 polyp removed, exact number unknown

                             Unknown if any polyps removed

           Cancer, other 
          Normal or other non-polyp histology
           Hyperplastic polyp

           Non-adenomatous polyp (inflammatory, hamartomatous, etc.)
           Unknown/other lesions ablated, not retrieved or confirmed
Largest adenomatous polyp/lesion removed (when Bx done): 

  ___ ___ ___ size in mm (001 – 989; 989 if larger than 989 mm )

          990 - Microscopic focus or foci only; no size of focus given
          992 - Described as between 1 cm and 2 cm
          993 - Described as between 2 cm and 3 cm

          994 - Described as between 3 cm and 4 cm
          995 - Described as between 4 cm and 5 cm
          998 - Diffuse

          999 - Unknown, size not stated

        < 1 cm  

        >= 1 cm
Endo/DCBE Complications: (check all that apply):

           No complications reported
           Bleeding, transfusion NOT required

           Bleeding, transfusion required

           Bowel perforation
           Cardio-pulmonary event (hypotension, hypoxia, arrhythmia, etc.)                 Anesthesia related complications
           Post-polypectomy syndrome/excessive abdominal pain

           Other: _______________________________________

           Unknown


CaST ID:                                            
 LAST NAME:                                                            
    FIRST NAME: _________________________

                              COLON/RECTAL CANCER SCREENING INFORMATION:   
           



Fecal Occult Blood Test (FOBT)
           






   Fecal Immunochemical Test (FIT)
	          CPT code 1:     _______________

        CPT code modifier 1:   _______________

        CPT code 2:     _______________

        CPT code modifier 2:   _______________
 Indication 

            Screening

Date Kit Sent:               /         /                .     ( mm / dd /   yyyy)

Location (Provider) _______________________
Date Performed/Kit Returned:                 /     /            .  (mm / dd / yyyy)
Paid by CRCCP Funds:

             Yes            No          Unknown 
Funding Source: 


CDC/CRCCP Funded 

       Cigarette Restitution Fund (CRF)


Non-Program Funded


Maryland Cancer Fund


 Other

Results:            
           Negative

           Positive

           Pending

           Unknown

Date results received:             /     /            .  (mm / dd / yyyy)
Date patient notified of results:             /     /            .
.                                                                            (mm / dd / yyyy)
 Outcome:         Complete             Incomplete/Inadequate
Recommended Follow-up:

           None (Cycle complete)

           Colonoscopy 

           DCBE

           Sigmoidoscopy 

           Surgery to complete diagnosis (complete surgery info)
           Other:    ____________________________________    


CaST ID:                                                                    LAST NAME:                                                                  FIRST NAME: _______________    




COLON/RECTAL CANCER SCREENING INFORMATION :
                                 Double Contrast Barium Enema (DCBE)  

	         CPT code 1:     _______________

         CPT code modifier 1:   _______________

         CPT code 2:     _______________

         CPT code modifier 2:   ______________

         CPT code 3:     _______________

         CPT code modifier 3:   _______________

         CPT code 4:     _______________

         CPT code modifier 4:   ______________

         CPT code 5:     _______________

         CPT code modifier 5:   ______________

Indication 
           Diagnostic

Appointment Date:               /         /                .   mm / dd / yyyy)

Location (Provider) __________________________
Date Performed:                 /     /            .  (mm / dd / yyyy)
Paid by CRCCP Funds:

             Yes            No          Unknown 
Funding Source: 


CDC/CRCCP Funded 

       Cigarette Restitution Fund (CRF)


Non-Program Funded


Maryland Cancer Fund


 Other

Results:            
           Normal/Negative/Diverticulosis/Hemorrhoids
           Polyps or Lesions, suspicious for cancer

           Inadequate/Incomplete
          Pending
          Unknown
          Other findings, not cancer or polyps (specify below):
             Text: _______________________________________


	Date results received:           /       /             (mm/dd/yyyy)
Date patient notified of results:             /     /            .
.                                                                            (mm / dd / yyyy)
Bowel Preparation Adequate:
             Yes            No          Unknown 
Outcome:         Complete             Incomplete/Inadequate
Recommended Follow-up within this cycle:

           None (Cycle complete)

           Colonoscopy 

           DCBE

           Sigmoidoscopy 

           Surgery to complete diagnosis (complete surgery info)
           Other:   ____________________________________

Endo/DCBE Complications: (check all that apply):

           No complications reported
           Bleeding, transfusion NOT required

           Bleeding, transfusion required

           Bowel perforation
           Cardio-pulmonary event (hypotension, hypoxia, arrhythmia, etc.)                         Anesthesia related complications
           Post-polypectomy syndrome/excessive abdominal pain

           Other: _______________________________________
           Unknown



CaST ID:                                            
 LAST NAME:                                                            
    FIRST NAME: _________________________




COLON/RECTAL CANCER SCREENING INFORMATION: 

                                                      Sigmoidoscopy  
	         CPT code 1:     _______________

         CPT code modifier 1:   _______________

         CPT code 2:     _______________

         CPT code modifier 2:   ______________

         CPT code 3:     _______________

         CPT code modifier 3:   _______________

         CPT code 4:     _______________

         CPT code modifier 4:   ______________

         CPT code 5:     _______________

         CPT code modifier 5:   ______________

Indication (for first test in cycle only)

            Screening

           Surveillance

           Diagnostic

           Unknown
Appointment Date:               /         /                .   mm / dd / yyyy)

Location (Provider) _______________________
Date Performed:                 /     /            .  (mm / dd / yyyy)
Paid by CRCCP Funds:

             Yes            No          Unknown 
Funding Source: 


CDC/CRCCP Funded 

       Cigarette Restitution Fund (CRF)


Non-Program Funded


Maryland Cancer Fund


Other

Results of Colonoscopy (before pathology results:        
           Normal/Negative/Diverticulosis/Hemorrhoids
           Polyps or Lesions, suspicious for cancer

           Inadequate/Incomplete

          Pending

          Unknown

          Other findings, not cancer or polyps (specify below):

             Text: _______________________________________
Date final results received:             /     /         (mm/dd /yyyy)
Date patient notified of results:             /     /            . 
                                                                             (mm / dd / yyyy)
Biopsy Performed:       Yes          No          Unknown 
       (if Yes, complete histology and size questions)
	Bowel Preparation Adequate:
             Yes            No          Unknown
Cecum Reached:          Yes          No          Unknown 
Outcome:         Complete             Incomplete/Inadequate
Recommended Follow-up within this cycle:

           None (Cycle complete)

           Colonoscopy 

           DCBE

           Sigmoidoscopy 

           Surgery to complete diagnosis (complete surgery info)
           Other:   ____________________________________

Histology of Most Severe Polyp or Lesion (when Bx done): 

           Adenocarcinoma (cancer), invasive

           Adenonoma, with high grade dysplasia (includes in situ ca)
           Adenonoma, mixed tubular villous (no high grade dysplasia noted)
           Adenonoma, NOS (no high grade dysplasia noted)
          Adenonoma, serrated (no high grade dysplasia noted)
           Adenonoma, tubular (no high grade dysplasia noted)
           Adenonoma, villous (no high grade dysplasia noted)
          For all above histologies enter total number of adenomatous    

           polyps/lesions removed.
                  ___  ___   (01-97 for exact known number of polyps removed; 

                                       97 where 97 or more polyps removed)
                            At least 1 polyp removed, exact number unknown

                             Unknown if any polyps removed

           Cancer, other 
          Normal or other non-polyp histology
           Hyperplastic polyp

           Non-adenomatous polyp (inflammatory, hamartomatous, etc.)
           Unknown/other lesions ablated, not retrieved or confirmed
Largest adenomatous polyp/lesion removed (when Bx done): 

  ___ ___ ___ size in mm (001 – 989; 989 if larger than 989 mm )

          990 - Microscopic focus or foci only; no size of focus given
          992 - Described as between 1 cm and 2 cm
          993 - Described as between 2 cm and 3 cm

          994 - Described as between 3 cm and 4 cm
          995 - Described as between 4 cm and 5 cm
          998 - Diffuse

          999 - Unknown, size not stated

        < 1 cm  

        >= 1 cm
Endo/DCBE Complications: (check all that apply):

           No complications reported
           Bleeding, transfusion NOT required

           Bleeding, transfusion required

           Bowel perforation
           Cardio-pulmonary event (hypotension, hypoxia, arrhythmia, etc.)                 Anesthesia related complications
           Post-polypectomy syndrome/excessive abdominal pain

           Other: _______________________________________

           Unknown


CaST ID:                                            
 LAST NAME:                                                            
    FIRST NAME: _________________________

COLON AND RECTAL CANCER DIAGNOSTIC AND TREATMENT INFORMATION:


                   Histology From Surgery Performed to Complete Diagnosis:
                                  Adenocarcinoma, invasive

                                  Adenonoma, with high grade dysplasia (includes in situ carcinoma)
                                  Adenonoma, mixed tubular villous (no high grade dysplasia noted)
                                  Adenonoma, NOS (no high grade dysplasia noted)
                               Adenonoma, serrated (no high grade dysplasia noted)
                                  Adenonoma, tubular (no high grade dysplasia noted)
                                  Adenonoma, villous (no high grade dysplasia noted)
                                  Cancer, other

                                  Normal or other non-polyp histology
                                  Hyperplastic polyp

                                  Non-adenomatous polyp (inflammatory, hamartomatous, etc)
                                  Unknown/other lesions ablated, not retrieved or confirmed

                                  Surgery recommended but not performed
                                              Date Surgery Performed:   _____/_____/______ (mm/dd/yyyy)
Cycle Disposition

	STATUS of FINAL DIAGNOSIS:

                               Complete                                  Refused

                               Pending                                    Irreconcilable/Incomplete
       
                 Lost to follow-up      



     





	FINAL DIAGNOSIS
(select most severe diagnosis):

         Adenomatous polyp(s) with high grade dysplasia

       Adenomatous polyp(s), no high grade dysplasia

 Cancer
       Hyperplastic polyp(s)
       Normal/negative
  Date of Final Diagnosis:   _____ /_____ /______                                                                        mm /  dd     /    yyyy.
	IF CANCER DIAGNOSED,
RECURRENT  CANCER STATUS
      New CRC Primary


Non-CRC primary (metastasis from another organ)
 Recurrent CRC
      Unknown




                                        COLON/RECTAL CANCER TREATMENT STATUS
                                              (cancer and adeno polyp with high grade dysplasia diagnoses only)
                                                                 Treatment Started and/or completed       

                                                           Treatment not indicated due to polypectomy                                        

                                                           Treatment not recommended              

                                                           Treatment  Pending
                                                           Refused

                                                           Lost to follow-up
                                                           Unknown

                                             Date of  Treatment Disposition:   ______ /_____ /________  ( mm / dd / yyyy ).
CaST ID:                                                             
LAST NAME:                                                         
 FIRST NAME__________________





 COLON AND RECTAL CANCER FOLLOW-UP INFORMATION

	             FOLLOW-UP  RECOMMENDATON FOR NEXT CYCLE:
                                            [image: image10.emf] 

   FIT (take home)






   [image: image11.emf] 

   FOBT (take home)
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   DCBE 
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   Sigmoidoscopy
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   Colonoscopy
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   None 
   Indication for Next Cycle:
                 [image: image16.emf] 

  Screening

 [image: image17.emf] 

   Surveillance after positive colonoscopy and/or surgery
                                        (for findings of adenomas or CRC)
  Number of months - next Cycle:   _________
   






CaST ID:                                                             
LAST NAME:                                                         
 FIRST NAME__________________

RACE  (CHECK ALL THAT APPLY):





GENDER: 








DOES CLIENT CURRENTLY REPORT ANY CRC SYMPTOMS? :    � Yes      � No     � Unknown





                                          IF YES, WHICH SYMPTOMS? (check all applicable Sx)





		�   Bloody Stools (within the past 6 months)         


	�   Change in Bowel Habit--Constipation (more than 1-2 weeks duration not clinically evaluated)	 


		�   Change in Bowel Habit--Diarrhea (more than 1-2 weeks duration not clinically evaluated)	 


		�   Persistent Abdominal Pain    


		�   Rectal Bleeding (within the past 6 months) 


                	�   Unexplained weight loss of more than 10% 


Applicants presenting with symptoms above may not be eligible for screening, depending on:


severity of symptoms, 


onset of symptoms, and 


whether applicant has had clinical evaluation for the symptoms, and 


whether a clinical evaluation determined that symptoms are NOT suggestive of CRC.


If clinical evaluation determined that symptoms are NOT suggestive of CRC, please check top box as “NO”





Additional symptom information:  ______________________________________________________________


____________________________________________________________________________________________


____________________________________________________________________________________________


____________________________________________________________________________________________                                                   
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