MICHIGAN BREAST AND CERVICAL CANCER CONTROL 

MEDICAID TREATMENT ACT PROGRAM

CONTINUATION OF MEDICAID COVERAGE AND MEDICAL UPDATE FORM

PATIENT PARTICIPATION DOCUMENT 
In order to continue Medicaid Coverage offered locally through the Women’s Health Network program, we need to update your medical file regarding your care.  Please complete the following information to the best of your ability and return this form with your enclosed Medicaid application.  The Medicaid benefits are offered as continuation of the screening and diagnostic care you have received through the Women’s Health Network and continual updates need to be on file demonstrating your compliance with medical recommendations.  Please contact our office with any questions or concerns regarding this information.  Our program telephone number is 616.632.7294. 
Patient Update:
Full Name: _____________________________________________________________
Date of Birth ____________________________________________________________

Current Address:________________________________________________________
________________________________________________________________________________________________________________________________________________

Current Telephone Number:_______________________________________________

Alternate Telephone Number:______________________________________________

Alternate Telephone Number: _____________________________________________
Medical Provider Update:

We will need to contact your primary medical provider to update your care. The following information will provide us with a simple way of noting your compliance while preserving your privacy.  All information is strictly confidential.
Primary Medical Provider Name:
_________________________________________
Address of Provider: _____________________________________________________
________________________________________________________________________
________________________________________________________________________
Medical Provider Telephone Number: ______________________________________

**Prescriptions related to your original Diagnosis: (Especially important would be any medications to prevent a re-occurrence i.e. Tamoxfen, Arimidex, Femara, etc) 
Please share any other updates, comments, or information:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for your continued participation with the Women’s Health Network! We sincerely appreciate your cooperation with this request(
