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Formulario DE ELEGIBILIDAD DE LA RECIPIENTE  
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SOLO PARA USO DEL PROVEEDOR Eligibility Checklist 
   Supporting documentation on file establishes that recipient: 

 

18. Meets CDP: EWC program age, income and insurance criteria. 
[ > 50 years of age for Breast Services or > 25 years of age for Cervical Services] 
[ < 200% Federal Poverty Level; Payor of Last Resort: Unmet Share Of Cost, Unmet deductible, Exhausted Family PACT, No Medicare Part B] 

19. Signed CDP: EWC consent form 
20. Breast and Cervical Cancer Treatment Program—See next page for additional referral requirements 

 
   I have determined that this woman is eligible for CDP services.* 
 

   ___________________________________________     _______________________ 
Primary Care Provider Staff Certifying Signature             Date Certified 

 
  

*Eligibility determination policies and information are located in the Cancer Detection Programs’ Section of the Medi-Cal Manual. 

Número del historial clínico     Identificación 
                 de la recipiente 

Este sección debe ser completada por la recipiente 
1. Apellido  2. Nombre  3. Inicial del segundo nombre 
 

 

4. Fecha de nacimiento (MM) (DD) (AAAA)          5. Apellido de Soltera de la Madre 

6. Dirección (dirección postal si no tiene hogar):  
 
 

7. Ciudad  8. Estado  9. Código postal  
 

 

10. Teléfono (número dónde contactarla si no tiene hogar):  
 Indo asiática  
 Camboyana  
 China  

11. ¿Es usted hispana ó latina?  Filipinas  
 Sí               No               Etnia desconocida  Japonesa  

 Indo americana ó nativa de Alaska  Coreana  
12. Seleccione todo lo que  Asiática  13.(Seleccione uno si es asiática)  Laosiana  

le sea aplicable:  Negra ó afro americana   Vietnamita  
 De las Islas del Pacífico  De otra parte de Asia  
 Blanca  
 Etnia desconocida  Guam  
  14.(Seleccione uno si es de Hawai  
 las Islas del Pacífico):  Samoa  
  Otra Isla del Pacifico  
15. Número total de miembros de la familia que viven juntos : 
 (solicitante, esposo, hijos de 20 años ó menores):  
  

16. Ingreso mensual neto de los miembros de la familia:  
 
17. No tengo seguro de salud:  Ninguno  
 
      Tengo este tipo de seguro de salud:  Medi-Cal   Medicare Part B 
       Militar    Family PACT 
  Seguro privado   Otro: _________________________ 
 
 
    Yo certifico que la información anterior es correcta y completa:  
 
      __________________________________________  _______________________ 

          Firma de la beneficiaria            Fecha de firma  
 



 

SOLO PARA USO DEL PROVEEDOR  Eligibility Checklist 
   Supporting documentation on file establishes that recipient: 

 

21. Meets CDP: EWC program age, income and insurance criteria. 
[ > 50 years of age for Breast Services or > 25 years of age for Cervical Services] 
[ < 200% Federal Poverty Level; Payor of Last Resort: Unmet Share Of Cost, Unmet deductible, Exhausted Family PACT, No Medicare Part B] 

22. Signed CDP: EWC consent form 
 
   I have determined that this woman is eligible for BCCTP enrollment.* 
 

   ___________________________________________     _______________________ 
Primary Care Provider Staff Certifying Signature             Date Certified 

 
  

*Eligibility determination policies and information are located in the Cancer Detection Programs’ Section of the Medi-Cal Manual. 
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State of California—Health and Human Services Agency California Department of Public Health    
Cancer Detection Programs: Every Woman Counts 

RECIPIENT ELIGIBILITY FORM (continued) 

 
 
BCCTP Enrollment Date: 

 
 
 
The purpose of this enrollment is to only refer the recipient to BCCTP Breast Cancer Treatment: 

 
Breast Final Diagnosis Date:   
 

Breast Final Diagnosis (check one): 
 
 
 
 
 
 
 
 
 
 
 
 
 

The purpose of this enrollment is to only refer the recipient to BCCTP Cervical Cancer Treatment: 
 

Cervical Final Diagnosis Date:   
 

Cervical Final Diagnosis (check one): 

Atypical Ductal Hyperplasia (ADH) 
Lobular Neoplasia 
Lobular Carcinoma in Situ (LCIS) 
Atypical Lobular Hyperplasia (ALH) 
Ductal Carcinoma In Situ, Comedo Type 
Ductal Carcinoma In Situ, Non-Comedo Type 
Infiltrating Ductal Carcinoma 
Infiltrating Lobular Carcinoma 
Medullary Carcinoma 
Mucinous or Colloid Carcinoma 

Papillary Carcinoma 
Tubular Carcinoma 
Paget’s Carcinoma of the Breast 
Malignant Phyllodes Tumor 
Metastatic Cancer with Breast Primary 
Carcinosarcoma 
Primary Non-Hodgkins Lymphoma 
Inflammatory Breast Carcinoma 
Adenoid Cystic Carcinoma 
Breast Malignancy NOS 

High Grade Squamous Cell Intraepithelial Lesion (HSIL) 
Adenoid Cystic Carcinoma 
Cervical Intraepithelial Neoplasia II (CIN II) 
Cervical Intraepithelial Neoplasia III (CIN III) 
Atypical Glandular Cells of Undetermined Significance (AGUS) 
Adenocarcinoma In Situ (ACIS) 
Adenocarcinoma 
Squamous Cell Carcinoma 
Adenoma Malignum 
Adenosquamous Carcinoma 
Glassy Cell Carcinoma 

Carcinoid Carcinoma 
Small Cell Carcinoma or Neuroendocrine Carcinoma 
Metastatic Cancer with Cervical or Endocervical Primary 
Cervical Sarcoma 
Cervical Melanoma 
Mesonephric Carcinoma 
Moderate Dysplasia 
Severe Dysplasia 
Carcinoma In Situ 
Malignant Mixed Mullerian Tumor 
Cervical Malignancy NOS 


