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	Patient Eligibility Form (PEF)

	Instructions

	· If ALL responses are YES, patient is ELIGIBLE. Complete the rest of the form and FAX completed Patient Eligibility Form to Patient Navigator Navigator Name at (xxx) xxx-xxxx.

· If ANY response is NO, patient is INELIGIBLE. Do not complete the rest of the form. Refer patients with symptoms, personal history, or family history, for further evaluation. 

· Exception: Patient may have had colorectal polyps that were not precancerous.

	Yes
	No
	General Requirements

	(
	(
	Patient is a US citizen or a non-citizen in lawful status or has been a permanent resident in the U.S. for 5 years or longer.

	(
	(
	Patient is currently between 50 and 64 years of age.

	(
	(
	Patient’s household income is at or below 200% of the Federal Poverty Level.

	(
	(
	Patient DOES NOT have health insurance that pays for colorectal cancer screening.

	Yes
	No
	Medical Requirements

	(
	(
	Patient HAS NOT had a colonoscopy in the past 10 years, a flexible sigmoidoscopy in the past 5 years, or a fecal occult blood test (FOBT) in the past 1 year.

	(
	(
	Patient HAS NOT had a positive FOBT that has not been worked-up.

	(
	(
	Patient DOES NOT have any of the following:

· Familial Adenomatous Polyposis (FAP)

· Hereditary Non-Polyposis Colorectal Cancer (HNPCC)

· Ulcerative Colitis, Crohn’s Disease, Celiac Disease

· Inflammatory Bowel Disease 

	(
	(
	Patient HAS NOT had colorectal cancer.

	(
	(
	Patient HAS NOT had colorectal polyps.

	(
	(
	· If patient has had colorectal polyps, they WERE NOT precancerous (adenomatous).

	(
	(
	Patient DOES NOT have a first degree relative (parent, sibling, child) diagnosed with adenomatous polyps or colorectal cancer before the age of 60.

	(
	(
	Patient DOES NOT have gastrointestinal symptoms such as:
· Anemia that has not been worked-up.
· Rectal bleeding, blood in stools, or bloody diarrhea within the past 6 months,
· Change in bowel habits, such as diarrhea, constipation, bloating, or persistent abdominal pain, lasting for more than 2 weeks, that has not been clinically evaluated,
· Bowel obstruction (abdominal distension, nausea, vomiting, severe constipation),
· Significant unintentional weight loss of 10% or more.
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	Patient Eligibility Form (PEF)

	Primary Care Provider

	Provider organization
	___________________________________________________________

	Person completing this form
	___________________________________________________________

	Patient Information

	SSN
	__________/_______/_______________
	DOB
	____/____/________

MM     DD     YYYY

	Last
	___________________________________
	First
	_________________________
	Middle
	​​____________________

	Gender
	Ethnicity
	Race (check all that apply)

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Male

Female 

Other or unknown
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Hispanic

Non-Hispanic
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	White

Black or African American

Asian
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Native Hawaiian or Other Pacific Islander 

American Indian or Alaska Native

Unknown

	Address
	_____________________________________________________________________
	Apt/unit
	___________

	City
	______________________________________
	State
	____
	Zip
	_______________
	County
	__________________

	Day phone
	​​_______________________
	Other phone
	____________________

	Emergency contact 
	____________________________________
	Phone
	___________________

	Country of birth
	_________________________
	Primary language
	___________________

	Height
	_________ inches
	Weight
	__________ pounds
	Blood pressure
	_______/________

	Tobacco use
	Referred to Quitline
	Diabetes

	 FORMCHECKBOX 

 FORMCHECKBOX 

	Daily

Declined to answer
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Not at all

Some days
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Yes 

No
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Yes 

No

	Income

	Number in household
	__________
	Household income before taxes
	______________
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Monthly
Yearly
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	Applicant Agreement

	· I want to be part of the Screen for Life program.  

	· I declare that information I have given about my age, household income, insurance, and health history is correct. I understand that the Screen for Life program will look at this information and decide whether I am eligible.  

	· If eligible, I will follow instructions to complete the recommended procedures.  

	· I understand that if I am eligible, Screen for Life colorectal cancer screening services and follow-up diagnostics may be available to me at no cost. I also understand that Screen for Life will assist getting patients into treatment who need it, and treatment may have a share of cost.

	· I understand that no test is 100% accurate.

	· I agree to allow exchange of my health information among Screen for Life, my health care providers, the Florida Department of Health, the Centers for Disease Control and Prevention, and the Florida Cancer Registry. (Your name and social security number will remain confidential)

	· I understand that the Program may contact me by phone or mail about my participation and future follow-up.

	· I understand that taking part in this program is my choice.  I may quit the program at any time.

	· I have read or had the above read to me. 

	Applicant signature 
	_______________________________________
	Date 
	____/____/________
MM    DD    YYYY

	Please initial:
	_____Yes  _____No
	I consent to the use and disclosure of my medical information including medical, dental, HIV/AIDS, STD, TB, substance abuse prevention, psychiatric/psychological, and case management, for treatment, payment and health care operations.

	Provider’s name
	____________________________________________
	Phone
	______________

	Provider’s address
	____________________________________________
	Fax
	______________
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