CCSC HO Memo #10-02—Attachment 4
LOCAL LETTERHEAD

[Square Bracketed material needs to be modified or deleted.]




[Date]

Dear [Name of CRC Screening Provider],

We wish to thank you for your participation in our colorectal cancer (CRC) screening program at the [______________] Health Department funded by the Cigarette Restitution Fund (CRF) Program in Maryland.  
Because of funding cuts to our CRF program, we request that you review the following client(s) and their colonoscopy recall interval(s).  The client(s) listed below either:

· are at average risk, and had adequate colonoscopies with no findings of adenoma or of hyperplastic polyposis, or 
· had a finding of 1-2 tubular adenomas that were <1 cm.  
Current guidelines recommend colonoscopy intervals of 10 years for those with no findings, and 5-10 years for those with 1-2 small tubular adenomas (http://fha.maryland.gov/pdf/cancer/ccsc09-19_att_crc_min_el.pdf ).  

Please notify us whether you will reevaluate the recall date and will change your recall recommendation(s) for each of your clients.  You may complete columns 4 and 5, below, and fax this page back to ___________________.  You may also contact me at ______________ to discuss your recommendation.  If you retain the Current Recall Date, our program [may]  [will] not be able to pay for the colonoscopy; if you lengthen the interval, our program will notify the client(s) and reevaluate at the time of the New Recall Date to determine whether our budget permits screening of the client(s) in our CRF program.  
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	Date of Birth
	Current Recall Date
	New Recall Date
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	Provider Signature:
	Date:


Please Fax to: ________________________ or mail to address above.
Sincerely,
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