CCSC HO Memo #10-02—Attachment 3
LOCAL LETTERHEAD

[Square Bracketed and underlined blanks material needs to be modified or deleted.]
[Date]

Dear [Client Name], 
This letter is in follow-up to your colonoscopy on _____________________.    

[Choose from Options 1-4 and insert the appropriate paragraph(s)]
[Option 1 – choose Option 1 if discharging client from program]

Dr. ______ recommended that you have your next colonoscopy in [year or month, year].   We regret that you will need to find another way to get your colonoscopy paid for at that time.  Due to a decrease in our funding, our colorectal cancer program no longer has enough funds to pay for colonoscopy for all those in need of this service.
[Option 2 –choose Option 2 for the letter if the doctor has set a new, later recall that the LHD plans to pay for]

We have contacted Dr. ______ who performed your colonoscopy.  He [She] reevaluated the date for your next colonoscopy based on current guidelines.  Dr. ______ recommends that you have your next colonoscopy in [year or month, year].   Please call us at that time to see if funds are available and if you are still eligible for our program. 

[Option 3 – choose Option 3 if client will be >75  years of age at date of recall colonoscopy and that is beyond the age of your eligibility]
Because of funding cuts to our program, we have changed our program eligibility.  

At the time of your next recommended colonoscopy in [Year, month], you will not be eligible for our program because you will be over 75 years of age, which is beyond the age range of our screening program.  We are discharging you from our program at this time.  Please talk to your doctor to get his/her colorectal cancer screening recommendation.
[Option 4 – choose Option 4 if client will be eligible for Medicare at recall colonoscopy and you have chosen not to accept clients who have Medicare]
Because of funding cuts to our program, we have changed our program eligibility.  
At the time of your next recommended colonoscopy in [Year, month], you will be eligible for Medicare and no longer eligible for our program.  We are discharging you from our program at this time.  Please talk to your doctor to get this recommended screening for colorectal cancer.
If you develop any symptoms of colon cancer (blood in your stool, change in bowel habits, cramping, or, narrowing of your stool), or if a brother, sister, or child develops colorectal cancer or adenomatous polyps, please call [_________ or Dr. _________] to see what you should do.  Also, because screening recommendations may change, please call _______ at _______ if you want to find out the latest screening recommendations. 
If you have any questions, you may call your doctor or call me Monday-Friday, ____ a.m., to ____ p.m. at ________________.

Sincerely,
ccsc10-02--att3_dear_client_re_budget_cuts

