MICHIGAN BREAST AND CERVICAL CANCER CONTROL 

MEDICAID TREATMENT ACT PROGRAM

LCA Name Kent County Health Department
Date sent to Provider____________

BCCCP Client Name______________________
Date of Birth __________________

Primary Clinician _________________________________________________________

Current Primary Provider
__________________________________________________

Address


__________________________________________________

In order to determine continued eligibility for Medicaid services, please indicate below the status of the above named BCCCP client.  

(
The client is still receiving cancer treatment for (check one)

________breast cancer

________cervical cancer

________CIN II. 

(
The client has completed treatment and can return to routine screening.

________________________________

_______________________

Signature





Date

Additional Information (optional)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

BCCCP AREA:
Cervical Grid 




Breast Grid
Date of DX

____________

Date of DX

____________

MA Effective Date

____________

MA Effective Date
____________

Pap Date #1

____________

Treatment Summary __________________________

Result 


____________

____________________________________________

Pap Date #2

____________

____________________________________________

Result 


____________

____________________________________________

Pap Date #3

____________

____________________________________________

Result 


____________

____________________________________________

Copy of pathology report confirming cancer on file

Yes/No_______________________________________
Copy of patient identity information (’07 requirement) _______________________________________________
MDCH action if any necessary: __________________________________________________________________
BCCCP Staff Signature & Date:________________________________________________________________
