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Application for Mammogram
LLBCF uses the following information to help determine need for free mammograms. LLBCF will not use the following information for any purpose except to qualify patients for our free services.  All information is kept confidential, unless otherwise stated. 


Date: ______________

Name: ______________________________________________

SSN: _________-_______-__________
DOB: ______/______/_________   Age: _______

Address: ____________________________________________________________________________
Home Ph _____/________________ Cell Ph _____/__________________Work Ph ____/____________

Best # to call:  Home / Cell / Work

Best time to call:  Morning / Afternoon / Evening

Email address: _____________________________________   Do you have access to computer? Y/N

Preferred method of contact:  Email  / phone call / letter

Ethnicity/Race: ___________________________
Who referred you to us today? _________________________

Are you currently employed?  Y/N

Do you work:  part-time / full-time 

If yes, who is your employer? __________________________________________________

Do you have insurance?    Y/N  _____________________
Do you have secondary insurance?  Y/N_____________

Primary Care Physician: _________________________  (address _________________________________________)

You MUST have a Doctor’s prescription for a mammogram to qualify for this service, do you?  Y/N

Date of last mammogram: ____________________
Do you have your films? Y/N  (if yes, please bring to appt!)

Where did you get that mammogram: ________________________________

Are you having symptoms? Y/N  __________________________Do you do monthly breast self-exam? Y/N

Family history of breast cancer?  Y/N   Who had it?_____________  How old were they @ diagnosis?______

Household Income:  Self $___________/ Partner $ ______________/ Other $ ____________  Food stamps$_______

(include job income, unemployment, SSI, child support, alimony, etc…)

Rent/Mortgage $__________/month

# adults in household _______/ #kids in household _______

Emergency Contact : ___________________________________ Relationship: __________________

Phone: ____/____________________ 

Service Eligibility & Release of Information Form
Documents needed for service eligibility:

· Copy of Photo ID ______

· Copy of W-2 or last year’s tax return ____

· Last pay stub (if you don’t have W-2 or tax return) ___

· Copy of Prescription _____

Women’s Center for Radiology paperwork needs to be completed before appointment.  

Either attach or fill out online and fax to their office.
Applicants Statement of Understanding

I have read and understand the above and declare the information furnished by me is true and complete to the best of my knowledge.   I consent to the exchange of information between Libby’s Legacy Breast Cancer Foundation and other community agencies to provide needed services.







_______________________________________







Applicant/Responsible Party







_________________________







Date

I hereby authorize Libby’s Legacy Breast Cancer Foundation to disclose appropriate medical information regarding my care to my referring agency, (agency name) _____________________________________ .
  





_______________________________________







Applicant/Responsible Party







_________________________







Date

Libby’s Legacy Breast Cancer Foundation does not discriminate against any person because of their race, creed, religion, sexual orientation, gender, age, or income.

Filled out by LLBCF Staff: ___________________________________
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