ENROLLED MEDICAL SERVICE PROVIDERS

A. General Description

An enrolled medical service provider’s role is to provide direct clinical screening services to
MCCP clients and to complete the MCCP data collection forms.

Indian Health Service (IHS) and compacted tribal reservation clinics are enrolled in the
program as health care facility/clinic. Cancer control specialists answer provider questions
about the program and assist with orienting providers to the program.

B. Medical Service Provider Enrollment

1. Eligibility

The types of medical service providers eligible for enrollment are:

Any licensed qualified health department
Community health centers

Non-profit health centers

Other health care facilities and clinics
Individual providers

Laboratories

Radiology facilities

Naturopathic physicians

To be eligible for enroliment, medical service providers must meet all the following

criteria:

Be licensed in the state of Montana

Have the required insurance

Meet the certification requirements of the Health Care Financing Administration
Clinical Laboratory Improvement Act of 1988 (HCFA CLIA [1988]) and the Food
and Drug Administration’s Mammography Quality Standards Act of 1992 (FDA’s
MQSA [1992)), if applicable to the services provided.

2. Enrollment

Cancer control specialists will act as a liaison between the MCCP and the enrolled
medical service providers in each multi-county area. All enrolled medical service
providers may use the cancer control specialist to address client and program issues.

To enroll in the MCCP, contact the cancer control specialist in the appropriate
geographic area or Montana Medical Billing in Helena (Provider Assistance at 1-888-
227-7065).



During enrollment, each enrolled medical service provider will be required to:

Complete and sign a provider enrollment application.

Submit the necessary certificates and forms with the enroliment packet:

o Certificate of Assurances: Non-Construction Programs (standard form
424BCRev 7-97)

o MDPHHS Certificate of Compliance

o Disclosure of Lobbying Activities (if applicable)

o W-9

Attend an orientation session provided by a MCCP cancer control specialist.

C. Scope of Services: Service Requirements

1. General Description

The services for which enrolled medical service providers will be reimbursed include an
office visit for the purpose of:

Client education

Obtaining a health history

Determining appropriate referral services

Performing a risk assessment

Performing a clinical breast exam

Performing a bimanual pelvic exam

Obtaining a specimen for cervical cancer diagnosis

Providing a means for collection of stool specimen for fecal occult blood testing
(FOBT)

Enrolled medical service providers include those who provide consulting services for
diagnostic procedures. MCCP defines a consultation as a service provided by a
physician whose opinion or advice regarding evaluation and/or management of a
specific problem is requested by another enrolled medical service provider.

All enrolled medical service providers will refer to the American Medical Association
current procedural terminology (CPT) manual, which further defines each service code
and the level of responsibility and appropriateness for breast, cervical and colorectal
cancer screening and detection.

Medical service providers must be enrolled with the MCCP to provide screening services

and receive reimbursement from the MCCP.

2. All Enrolled Medical Service Providers

All enrolled medical service providers agree to:

Obtain consent from MCCP clients prior to releasing screening results to the
MCCP; the consent must meet the requirements of Section 50-16-526, Montana
Code Annotated.

Follow the algorithms, guidelines and conditions outlined in the MCCP Policy and
Procedure Manual.
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Attend at least one program orientation provided by the MCCP regarding the
breast, cervical and colorectal cancer screening program before providing
screening services.

o Orientation programs will be provided at the enrolled medical service
provider’s office whenever possible in order to facilitate participation by the
enrolled medical service provider and their staff.

Ensure that all members of their staff who provide MCCP services have current

knowledge of the latest breast, cervical and colorectal cancer screening

techniques and recommendations.

Ensure that all delegated services or tasks associated with the performance of

their agreement with the MCCP are in accordance with the guidelines outlined in

the MCCP Policy and Procedure Manual.

Provide the MCCP, upon request, information needed to correct, complete or

clarify the MCCP data collection forms, reports or claims.

Provide referral to the MBCCTP if necessary.

3. All Primary Health Care Providers

All primary health care providers must provide the services in Part C-2 above and in
addition must:

Provide an office visit annually or as indicated, including a brief medical history,

bimanual pelvic exam, Pap smear (if indicated), clinical breast exam, means for

stool collection for FOBT (if indicated) and education on the importance of

regular breast, cervical and colorectal cancer screening, in accordance with the

MCCP Policy and Procedure Manual.

Provide referral for a screening mammogram or screening colonoscopy based on

guidelines described in the MCCP Policy and Procedure Manual.

Notify the client of both normal and abnormal screening results within 10 working

days after receiving screening results.

Work with the MCCP cancer control specialist to ensure that all screening

participants are notified of the need for rescreening (i.e., mammograms, Pap

smears, clinical breast exams, FOBT and colonoscopies) in a timely manner.

Notify the administrative site within 10 working days after receiving screening

results for an MCCP client by forwarding the MCCP data collection forms.

Ensure that the following diagnostic services are provided to MCCP clients, if

indicated by abnormal screening test results:

o Repeat office visit(s), repeat Pap smear, colposcopy directed biopsy or
referral for these services

o Repeat clinical breast exam, referral for diagnostic mammogram, ultrasound,
fine needle aspiration or other diagnostic procedures reimbursed by the
MCCP

o Diagnostic colonoscopy.

Assist the MCCP cancer control specialist to identify and access resources

available for additional diagnosis, follow-up and treatment and make referrals to

the MBCCTP for MCCP clients whose clinical findings indicate treatment is

needed.
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e Report all clinical screening test results to the cancer control specialist on the
MCCP data collection forms.

o The forms must be received within the timelines set by the administrative site.
o The forms must be complete, accurate and signed by the enrolled medical
service provider.

e Ensure that all cytology and/or tissue specimens will be submitted to laboratories
that are certified and in compliance with the HCFA’s CLIA (1988) and ensure that
laboratories report all Pap test results using the current Bethesda System for
cervical cancer screening. (In order to determine if a laboratory is CLIA-certified,
contact the MDPHHS’s Certification Bureau at 406-444-1451.)

e Ensure that all referrals for mammography will be made only to radiology facilities
that are fully accredited under the FDA’'s MQSA (1992).

The enrolled medical service provider must ensure that all mammaography results are
reported using the second edition of the American College of Radiology (ACR) Breast
Imaging and Reporting Data System (BI-RADS), 2nd edition.

Radiology Providers

All radiology facility providers must provide the services in Part C-2 above and in
addition must:

e Provide the result(s) to the primary care provider or referring medical specialist
using the ACR BI-RADS within 10 working days after interpreting and/or
receiving the result(s) of the procedures provided for MCCP clients.

e Provide documentation that the facility is currently certified as meeting the
provisions of the FDA’s MQSA (1992) upon enroliment.

Laboratory Service Providers

All laboratory service providers must provide the services in Part C-2 above and in
addition must:

e Interpret cytology and/or tissue specimens from MCCP clients that are submitted
by MCCP enrolled medical service providers.

e Provide the result(s) using the Bethesda System to the enrolled medical service
provider, along with recommendations for further follow-up and/or treatment,
within 10 working days.

e Provide documentation that the laboratory is in compliance with the HCFA’s CLIA
(1988) upon enroliment.

Colorectal Screening and Diagnostic Tests

We recommend endoscopists follow the standardized colonoscopy reporting and data
system (CO-RADS). [Gastrointest Endosc. 2007 May;65(6):757-66]



7. Consulting Specialists

MCCP defines a consultation as a service provided by a physician whose opinion or
advice regarding evaluation and/or management of a specific problem is requested by
another enrolled medical service provider. All consulting specialists must provide the
services in Part C-2 and Part C-3 (with the exception of C-3.b) above and in addition

must:
°

Notify the client’s primary care provider of test result(s), along with
recommendations for further follow-up and/or treatment, within 10 working days
after interpreting and/or receiving the results.

Notify the MCCP cancer control specialist of the above result(s) on the MCCP
data collection forms for abnormal breast and/or cervical screening results or
notify the client’s primary health care provider of the result(s). The primary health
care provider will then record the result(s) on the MCCP data collection forms.

8. Anesthesiology Specialists

All anesthesiology specialists must provide the MCCP, upon request, information
needed to correct, complete or clarify the MCCP claims.

9. Surgical Facilities

All surgical facilities must provide the services in Part C-2 above.

D. Record Maintenance and Retention

1. Record Maintenance

Enrolled medical service providers must establish a medical file* for every MCCP client.
Each file must:

Include a signed and dated “Informed Consent and Authorization to Disclose
Health Care Information” and must be maintained in accordance with accepted
medical standards.

Contain medical entries that are each signed and dated by the clinician making
the entry and that include the clinician’s title.

Be treated as confidential, secured by lock when not in use and in all respects
safeguarded against loss or use by unauthorized persons.

Be shared freely with the medical service provider who accepts a referral for
additional diagnostic tests.

Be in compliance with the Health Insurance Portability and Accountability Act
(HIPAA) regulations, if applicable.

! The term “medical file” refers to records kept in the enrolled medical service provider’s office. “Client record”
refers to the MBCHP data collection forms and supporting documentation.
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2. Record Retention

To comply with MCCP record retention and audit requirements, all enrolled medical
service providers must:

Retain all records, documents and correspondence relative to an MCCP client for

a period of not less than 5 years from the date of the last entry made in the

client’s medical file.

Retain all financial records, supporting documents, statistical records and other

pertinent records for a period of 3 years or until an audit has been completed and

guestions resolved, whichever is later.

Participate in reviews and audits of the records and documents related to MCCP

clients, which may be conducted at any reasonable time by state personnel or

other persons duly authorized by the MDPHHS. The reviews may include:

o Meetings with consumers

o Review of medical records

o Review of policies and procedures

o Meetings with any staff directly or indirectly involved in the provision of
services

E. Claims and Reimbursement

1. General Requirements

In order to receive payment for providing comprehensive screening services to MCCP
clients, a medical service provider must:

Be enrolled as an MCCP medical service provider.

Accept MCCP reimbursement or a combination of other party payment and
MCCP funds as payment in full for the allowed services. The total reimbursement
to an enrolled medical service provider will not exceed the allowable Medicare
reimbursement rate.

Refrain from charging an MCCP client for any breast, cervical or colorectal
screening services allowed through the MCCP.

Complete all MCCP data collection forms and submit them to the administrative
site.

Submit claims to Montana Medical Billing.

The sequence of events for claims and reimbursement is as follows:

Enrolled medical service providers send all claims to Montana Medical Billing. All
claims should be made on CMS-1500 or on UB-92 forms. If further instruction is
needed to complete forms please contact Montana Medical Billing, P O Box
5865, Helena, MT 59604 or 1-800-227-7065.

Montana Medical Billing reviews all claims and designates reimbursement as
either “pending”, “approved” or “denied”. Reimbursement is issued to medical
service providers upon receipt of valid claims made on behalf of eligible MCCP
clients. Enrolled medical service providers receive an explanation of benefits for
each claim.
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2. MCCP as Payer of Last Resort

The MCCP is the payer of last resort except for Indian Health Service. The enrolled
medical service provider must determine whether a client is covered for the breast,
cervical or colorectal cancer services provided completely or partially by any other
sources. If the client is covered by other sources, providers must collect payment from
these other sources before requesting reimbursement from MCCP.

Other sources of payment may include, but are not limited to:

Private insurance

Medicare (see eligibility guidelines for Medicare Part B recipients.)

Medicaid Title X Family Planning

Other private or public funded programs

Note: Through a Memorandum of Understanding with the Billings area Indian Health
Service (IHS) and with tribal health units, the MCCP will reimburse enrolled medical
service providers for procedures outlined on MCCP Reimbursement/Fee Schedule.
Indian Health Service is the payor of last resort.

F. Service Restrictions

Please contact the regional cancer control specialist for all questions concerning medical
service provider enroliment and medical service claims and reimbursement. In addition,
please note the following service restrictions:

e MCCP funds may be used to reimburse enrolled medical service providers for
allowed procedures only.

e Enrolled medical service providers may submit claims for usual and customary
charges for each of the allowable CPT codes. The MCCP will only reimburse at the
allowable Medicare rate.

e Any claim submitted for unallowable services will be denied.
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Montana Cancer Screening Program
Provider Enrollment Application

Please type or print the requested information as completely as possible. If any field is not applicable, please enter
N/A. If you need extra space to answer any question, please attach an additional page.

Provider Name: or Clinic Name:

Board Certified (Y/N) ___ Certification Date / / # Medicare Participating: (Y/N)
Phone # ( ) Fax # ( )

Street Address: City: State: ZIP:
Mailing Address (if different): Contact Person:

E-mail: County: Federal Tax ID #:

Payment Mailing Information (Complete only if different than provider information above):

Name of office where check is to be sent:

Phone #: Fax #: E-mail:
Mailing Address:
City: State: ZIP:

Contact Person:
1

Provider Credentials
Montana providers must complete all required information below. Out-of-state providers must also attach copies of all
required certifications.

Provider License Number - required for all practitioners and non-practitioner entities.
Physician Assistants list the name of supervising MD and include his/her license:

CLIA (Clinical Laboratory Improvement Act-) - required of all laboratories.

MQSA (FDA- Mammography Quality Standards Act) - required of all radiology facilities.

Insurance and/or Medicare Certification Number:
required for all practitioners and non-practitioner entities.

PRACTITIONERS ORGANIZATIONS or NON-PRACTITIONER
ENTITIES
Practitioner Name Printed Authorized Representative Name Printed
Practitioner Signature Title/Position of Authorized Representative Printed
NP1 # Authorized Representative Signature
Date: / / NP| #
Date: / /
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PROVIDER AGREEMENT & SIGNATURE

THE PROVIDER CERTIFIES THAT THE INFORMATION PROVIDED ON THIS ENROLLMENT FORM IS, TO THE BEST OF
THE PROVIDER’S KNOWLEDGE, TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ THIS
ENTIRE FORM BEFORE SIGNING. IN CONSIDERATION OF PAYMENTS MADE FOR AUTHORIZED SERVICES TO
ELIGIBLE CLIENTS, AND IN ACCORDANCE WITH ANY RESTRICTIONS NOTED HEREIN, THE PROVIDER AGREES TO
THE FOLLOWING:

The Provider agrees to offer screening and diagnostic services within the Provider’s general area of practice, in accordance with the
Montana Cancer Screening Program (MCSP) Policy and Procedural Manual (the “MCSP manual™), to clients determined eligible by
the Department of Public Health and Human Services (the “Department”) through its MCSP.

The Provider agrees to comply with Title XV of the Public Health Service Act (42 U.S.C. 201 et seq.); the Breast and Cervical Cancer
Mortality Prevention Act of 1990 (Public Law 101-354) and its amendments; the Breast and Cervical Cancer Amendments of 1993
(Public Law 103-183); the Clients’ Health Research and Prevention Amendments of 1998 (Public Law 105-340); the program policies
and procedures in the MCSP manual; any relevant provisions of applicable state and federal laws and regulations; and the terms of this
document. (Note: Copies of the above documents are available upon request from the MCSP.)

Before requesting reimbursement for services provided to an eligible client, the Provider agrees to confirm with reasonable certainty
that the client is not covered, completely or partially, for services by other possible first paying sources: private insurance, Medicare,
Medicaid, Title X Family Planning, Indian Health Service and other private or public funded programs. If a service is partially
covered, the Provider agrees to bill the Department only the portion for which there is no coverage.

The Provider may bill the Department (a) for any service to an eligible client, including those not designated by a CPT code in the
MCSP manual; and (b) at a level that is customary and usual for those services. The Department agrees to reimburse the provider only
for services with CPT codes and rates outlined in the current MCSP fee schedule, which will be amended at least annually.

The Provider agrees to refrain from charging an eligible client or any member of the client’s family for any services billable to that
client under the MCSP. The Provider may bill an eligible client for services NOT covered by the MCSP provided that the client
understands that the services being provided are not MCSP covered services and agrees in writing to pay for the services prior to their
delivery.

The Provider agrees to maintain at its cost, throughout the term of this agreement, primary standard general liability insurance
coverage inclusive of bodily injury, personal injury and property damage. The insurance must cover claims as may be caused by any
act, omission, or negligence of the Provider, its officials, agents, employees, representatives, assigns or subcontractors. The general
liability insurance coverage must be obtained with combined single limits of $1,000,000 per occurrence and $2,000,000 aggregate per
year, from an insurer with a Best’s Rating of no less than A-.

The Provider agrees to maintain at its cost, throughout the term of this agreement, professional liability insurance coverage against
claims for harm to persons that may arise from the professional services provided through this agreement. The insurance must cover
claims as may be caused by any act, omission, or negligence of the Provider, its officials, agents, employees, representatives, assigns
or subcontractors. The Provider must provide occurrence coverage professional liability insurance with combined single units of
$1,000,000 per occurrence and $2,000,000 aggregate per year, from an insurer with a Best’s Rating of no less than A-.

The Provider agrees to, in accordance with relevant laws, regulations, and policies, to protect the confidentiality of any material and
information concerning an applicant for, or recipient of MCSP services. The Provider agrees to obtain consent from eligible clients
prior to releasing screening results to the Department or its representatives; the consent must meet the requirements of Section 50-16-
526, Montana Code Annotated (MCA).

The Provider agrees to make and maintain records that fully document the extent, nature and type of services provided to MCSP
clients that support the fee charged, or payment sought for the service, and demonstrates compliance with all applicable requirements.
All records, documents and correspondence relative to this agreement must be retained for a period of five (5) years after either the
date of the last record entry or, if an audit commences during that period, until the audit is completed and resolved, whichever date is
later. Failure to retain adequate documentation for services billed may result in recovery of payments for services not adequately
documented.

The Provider agrees to provide the United States Department of Health and Human Services, the Department, the Legislative Auditor,
or their authorized agents, access to any records, documents, and correspondence necessary to determine compliance with this
agreement.

The Provider agrees to comply with those federal requirements and assurances for recipients of federal monies listed in the
Department’s Certification of Compliance (6-99) (Attachment A) and OMB Standard Form 424B (7-97) (Attachment B), which are
applicable to the Provider. The Provider is responsible for determining which requirements and assurances are applicable to the

Provider Enrollment 2007 3-9



Provider. The Provider shall provide for the compliance of any subcontractors with applicable federal requirements and assurances
and any related reporting requirements.

As required by 31 U.S.C. 1352 and 45 CFR 93.100 et seq., the Provider may not use federally appropriated monies to influence or
attempt to influence an officer or employee of any agency, a member of the U.S. Congress, an officer or employee of the U.S.
Congress, or an employee of a member of the U.S. Congress in connection with the awarding of any federal contract, the making of
any cooperative agreement, or the extension, continuation, renewal, amendment or modification of any federal contract, grant, loan, or
cooperative agreement.

The Provider may not use any funds received under this agreement (a) other than for normal and recognized executive-legislative
relationships, to fund publicity or propaganda, or the preparation, distribution, or use of any kit, pamphlet, booklet, publication, radio,
television, or video presentation designed to support or defeat legislation pending before the U.S. Congress, a state legislature, or a
local legislative body, except in presentation to the U.S. Congress or a state or local legislative body itself; or (b) to pay the salary or
expenses of any grant or contract recipient, or agent acting for the recipient, related to any activity designed to influence legislation or
appropriations pending before the U.S. Congress, a state legislature, or a local legislative body.

The Provider assures the Department that the Provider is an independent contractor providing services for the MCSP and that neither
the Provider nor any of the Provider’s employees are employees of the MCSP under this agreement or any subsequent amendment.
The Provider is solely responsible for and shall meet all legal requirements, including payment of all applicable taxes, workers
compensation, unemployment and other premiums, deductions, withholdings, overtime and other amounts which may be legally
required with respect to the Provider and the employment of all persons providing services under this agreement.

The Provider agrees to indemnify, defend, and hold harmless the State of Montana, its officials, agents, and employees from any
breach of this contract by the Provider, from any matters arising from the provision of services by the Provider under the contract, or
from the Provider’s failure to comply with any federal, state, or local laws, rules, or ordinances applicable to the services to be
provided under this contract. This indemnification applies to all claims, obligations, liabilities, costs, attorney’s fees, 10sses, or suits
resulting from any acts, errors, omissions or negligence, whether willful or not, of the Provider; the Provider’s employees, agents,
subcontractors, or assignees; and any other person or entity performing services or providing materials under this contract.

The Provider agrees to comply with the Montana Human Rights Act, the Civil Rights Act of 1964 (42 U.S.C. 2000d, et seq.), the Age
Discrimination Act of 1975 (42 U.S.C. 6101, et seq.), the Americans with Disabilities Act of 1990 (42 U.S.C. 12101, et seq.), and
Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. 794).

The Provider may not, on the grounds of race, color, national original, creed, sex, religion, political ideas, marital status, age or
disability exclude persons from employment in, deny participation in, deny benefits to, or otherwise subject persons to discrimination
under the MCSP or any activity connected with the provision of MCSP services. All hiring done in connection with this agreement
must be done on the basis of merit qualifications genuinely related to competent performance of the particular occupational task. The
Provider, in accordance with federal Executive Orders 11246 and 11375 and 41 CFR Part 60, must provide for equal employment
opportunities in its employment practices.

Either party may terminate this agreement by giving notice in writing to the other party 30 days prior to termination, except that the
Department may, by written notice to the Provider, immediately terminate this agreement if the Provider fails to (a) perform any
requirement of this agreement or (b) comply with any law, regulation or licensure and certification requirement. The Provider agrees
to notify patients in writing of their withdrawal from the program prior to rendering additional services.

Prior to the signing of this agreement, the Provider must complete and submit to the Department: (a) a certificate of coverage for
Workers’ Compensation insurance or, if appropriate, an independent contractor’s exemption; (b) a certificate of insurance indicating
compliance with the requisite insurance coverages; (c) the Department’s Certification of Compliance (June 1999); and (d) OMB
Standard Form 424B (7-97). The Provider must submit a revised form or certification immediately upon any change in circumstances
that effect a substantive change in the information or assurances provided through any particular form or certification.

The Provider acknowledges that this enrollment is effective only for the MCSP services noted above. | UNDERSTAND THAT
PAYMENT OF CLAIMS WILL BE FROM FEDERAL FUNDS AND THAT ANY FALSIFICATION OR CONCEALMENT OF A
MATERIAL FACT MAY BE PROSECUTED UNDER FEDERAL OR STATE LAW.
Please return completed forms to your Administrative Site or mail to:

Montana Medical Billing — MCSP Unit

PO Box 5865

Helena, MT 59604

(406) 227-7065 or 1-888-227-7065
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Department of Public Health & Human Services
Cogswell Building, 1400 Broadway
P.O. Box 202951
Helena, MT 59620-2951

Dear Health Care Provider:

Thank you for your interest in participating in the Montana Cancer Screening Program (MCSP). Please
complete the Provider Enrollment Application in the following manner:

1. Complete and sign the enclosed application.
o |f the application is for an individual, the individual who will be providing the service must sign it.

o |f the application is for a facility, an individual authorized to enter the facility into a legal contract
must sign it.

e Providers are required to have one enrollment application for each provider and/or facility.
Example: If you have a group of providers in one clinic, each applicant must complete an MCSP
application.

2. Ifyou are an out-of-state provider, please attach all license, certification and insurance information to the
application. If you are an in-state provider, please reference your required documentation (you do not need
to attach copies) the MCSP will verify your information. You may be required to enclose a photocopy of
your Medicare Certification Notice.

3. If you are enrolling to bill for a service you have already provided, all required paperwork must be
completed prior to approval. Retroactive enrollment is limited to 30 days from the date services were
provided to the date enrollment the application was received. Retroactive enroliment is not guaranteed.

You will be notified in writing of the disposition of your enrollment request. Please do not bill Montana
Medical Billing for any MCSP services until you have received approval, effective date, and a provider
number.

If you have any questions regarding information required for the fields on the enroliment application,
please contact:

Montana Medical Billing
MBCHP Unit at (406) 227-7065 or toll free at (888) 227-7065.
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o W-9

(Rev. January 2003)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

Name

Business name, if different from above

Individual/

Check appropriate box: I:l Sole proprietor I:l Corporation

I:l Partnership I:l Other » ...

Exempt from backup
I:l withholding

Address (hnumber, street, and apt. or suite no.)

Print or type

Requester’s name and address (optional)

City, state, and ZIP code

List account number(s) here (optional)

See Specific Instructions on page 2.

Taxpayer |dentification Number (TIN)

Enter your TIN in the appropriate box. For individuals, this is your social security number (SSN).
However, for a resident alien, sole proprietor, or disregarded entity, see the Part | instructions on |
page 3. For other entities, it is your employer identification number (EIN). If you do not have a number,

see How to get a TIN on page 3.

Note: If the account is in more than one name, see the chart on page 4 for guidelines on whose number

to enter.

Social security number

L+ [+ [ ]|

or

Employer identification number

S I

Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has

notified me that | am no longer subject to backup withholding, and

3. lam a U.S. person (including a U.S. resident alien).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your correct TIN. (See the instructions on page 4.)

Sign Signature of
Here U.S. person P

Date »

Purpose of Form

A person who is required to file an information return with
the IRS, must obtain your correct taxpayer identification
number (TIN) to report, for example, income paid to you, real
estate transactions, mortgage interest you paid, acquisition
or abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding,
or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.

Note: If a requester gives you a form other than Form W-9
to request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

Foreign person. If you are a foreign person, use the
appropriate Form W-8 (see Pub. 515, Withholding of Tax on
Nonresident Aliens and Foreign Entities).

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement that specifies the following five
items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.

3. The article number (or location) in the tax treaty that
contains the saving clause and its exceptions.

4. The type and amount of income that qualifies for the
exemption from tax.

5. Sufficient facts to justify the exemption from tax under
the terms of the treaty article.

Cat. No. 10231X
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Form W-9 (Rev. 1-2003)

Page 2

Example. Article 20 of the U.S.-China income tax treaty
allows an exemption from tax for scholarship income
received by a Chinese student temporarily present in the
United States. Under U.S. law, this student will become a
resident alien for tax purposes if his or her stay in the United
States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30,
1984) allows the provisions of Article 20 to continue to apply
even after the Chinese student becomes a resident alien of
the United States. A Chinese student who qualifies for this
exception (under paragraph 2 of the first protocol) and is
relying on this exception to claim an exemption from tax on
his or her scholarship or fellowship income would attach to
Form W-9 a statement that includes the information
described above to support that exemption.

If you are a nonresident alien or a foreign entity not
subject to backup withholding, give the requester the
appropriate completed Form W-8.

What is backup withholding? Persons making certain
payments to you must under certain conditions withhold and
pay to the IRS 30% of such payments (29% after December
31, 2003; 28% after December 31, 2005). This is called
“backup withholding.” Payments that may be subject to
backup withholding include interest, dividends, broker and
barter exchange transactions, rents, royalties, nonemployee
pay, and certain payments from fishing boat operators. Real
estate transactions are not subject to backup withholding.

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make
the proper certifications, and report all your taxable interest
and dividends on your tax return.

Payments you receive will be subject to backup
withholding if:

1. You do not furnish your TIN to the requester, or

2. You do not certify your TIN when required (see the Part
Il instructions on page 4 for details), or

3. The IRS tells the requester that you furnished an
incorrect TIN, or

4. The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or

5. You do not certify to the requester that you are not
subject to backup withholding under 4 above (for reportable
interest and dividend accounts opened after 1983 only).

Certain payees and payments are exempt from backup
withholding. See the instructions below and the separate
Instructions for the Requester of Form W-9.

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIN
to a requester, you are subject to a penalty of $50 for each
such failure unless your failure is due to reasonable cause
and not to willful neglect.

Civil penalty for false information with respect to
withholding. If you make a false statement with no
reasonable basis that results in no backup withholding, you
are subject to a $500 penalty.

Criminal penalty for falsifying information. Willfully
falsifying certifications or affirmations may subject you to
criminal penalties including fines and/or imprisonment.
Misuse of TINs. If the requester discloses or uses TINs in
violation of Federal law, the requester may be subject to civil
and criminal penalties.

Specific Instructions

Name

If you are an individual, you must generally enter the name
shown on your social security card. However, if you have
changed your last name, for instance, due to marriage
without informing the Social Security Administration of the
name change, enter your first name, the last name shown on
your social security card, and your new last hame.

If the account is in joint names, list first, and then circle,
the name of the person or entity whose number you entered
in Part | of the form.

Sole proprietor. Enter your individual name as shown on
your social security card on the “Name” line. You may enter
your business, trade, or “doing business as (DBA)” name on
the “Business name” line.

Limited liability company (LLC). If you are a single-member
LLC (including a foreign LLC with a domestic owner) that is
disregarded as an entity separate from its owner under
Treasury regulations section 301.7701-3, enter the owner’s
name on the “Name” line. Enter the LLC’s name on the
“Business name” line.

Other entities. Enter your business name as shown on
required Federal tax documents on the “Name” line. This
name should match the name shown on the charter or other
legal document creating the entity. You may enter any
business, trade, or DBA name on the “Business name” line.

Note: You are requested to check the appropriate box for
your status (individual/sole proprietor, corporation, etc.).

Exempt From Backup Withholding

If you are exempt, enter your name as described above and
check the appropriate box for your status, then check the
“Exempt from backup withholding” box in the line following
the business name, sign and date the form.

Generally, individuals (including sole proprietors) are not
exempt from backup withholding. Corporations are exempt
from backup withholding for certain payments, such as
interest and dividends.

Note: If you are exempt from backup withholding, you should
still complete this form to avoid possible erroneous backup
withholding.

Exempt payees. Backup withholding is not required on any
payments made to the following payees:

1. An organization exempt from tax under section 501(a),
any IRA, or a custodial account under section 403(b)(7) if the
account satisfies the requirements of section 401(f)(2);

2. The United States or any of its agencies or
instrumentalities;

3. A state, the District of Columbia, a possession of the
United States, or any of their political subdivisions or
instrumentalities;

4. A foreign government or any of its political subdivisions,
agencies, or instrumentalities; or

5. An international organization or any of its agencies or
instrumentalities.

Other payees that may be exempt from backup
withholding include:

6. A corporation;

7. A foreign central bank of issue;

8. A dealer in securities or commodities required to register
in the United States, the District of Columbia, or a
possession of the United States;
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9. A futures commission merchant registered with the
Commodity Futures Trading Commission;

10. A real estate investment trust;

11. An entity registered at all times during the tax year
under the Investment Company Act of 1940;

12. A common trust fund operated by a bank under
section 584(a);

13. A financial institution;

14. A middleman known in the investment community as a
nominee or custodian; or

15. A trust exempt from tax under section 664 or
described in section 4947.

The chart below shows types of payments that may be
exempt from backup withholding. The chart applies to the
exempt recipients listed above, 1 through 15.

If the payment is for . . . THEN the payment is exempt

for...

Interest and dividend payments All exempt recipients except

for 9

Broker transactions Exempt recipients 1 through 13.
Also, a person registered under
the Investment Advisers Act of

1940 who regularly acts as a

broker

Barter exchange transactions
and patronage dividends

Exempt recipients 1 through 5

Payments over $600 required
to be reported and direct
sales over $5,000 *

Generally, exempt recipients
1 through 7 2

! See Form 1099-MISC, Miscellaneous Income, and its instructions.

?However, the following payments made to a corporation (including gross
proceeds paid to an attorney under section 6045(f), even if the attorney is a
corporation) and reportable on Form 1099-MISC are not exempt from backup
withholding: medical and health care payments, attorneys’ fees; and payments
for services paid by a Federal executive agency.

Part I. Taxpayer Identification
Number (TIN)

Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an
SSN, your TIN is your IRS individual taxpayer identification
number (ITIN). Enter it in the social security number box. If
you do not have an ITIN, see How to get a TIN below.

If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, the IRS prefers that
you use your SSN.

If you are a single-owner LLC that is disregarded as an
entity separate from its owner (see Limited liability
company (LLC) on page 2), enter your SSN (or EIN, if you
have one). If the LLC is a corporation, partnership, etc., enter
the entity’s EIN.

Note: See the chart on page 4 for further clarification of
name and TIN combinations.

How to get a TIN. If you do not have a TIN, apply for one
immediately. To apply for an SSN, get Form SS-5,
Application for a Social Security Card, from your local Social
Security Administration office or get this form on-line at
www.ssa.gov/online/ss5.html. You may also get this form
by calling 1-800-772-1213. Use Form W-7, Application for
IRS Individual Taxpayer Identification Number, to apply for an
ITIN, or Form SS-4, Application for Employer Identification
Number, to apply for an EIN. You can get Forms W-7 and
SS-4 from the IRS by calling 1-800-TAX-FORM
(1-800-829-3676) or from the IRS Web Site at www.irs.gov.

If you are asked to complete Form W-9 but do not have a
TIN, write “Applied For” in the space for the TIN, sign and
date the form, and give it to the requester. For interest and
dividend payments, and certain payments made with respect
to readily tradable instruments, generally you will have 60
days to get a TIN and give it to the requester before you are
subject to backup withholding on payments. The 60-day rule
does not apply to other types of payments. You will be
subject to backup withholding on all such payments until you
provide your TIN to the requester.

Note: Writing “Applied For” means that you have already
applied for a TIN or that you intend to apply for one soon.

Caution: A disregarded domestic entity that has a foreign
owner must use the appropriate Form W-8.
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Part Il. Certification

To establish to the withholding agent that you are a U.S.
person, or resident alien, sign Form W-9. You may be
requested to sign by the withholding agent even if items 1, 3,
and 5 below indicate otherwise.

For a joint account, only the person whose TIN is shown in
Part | should sign (when required). Exempt recipients, see
Exempt from backup withholding on page 2.

Signature requirements. Complete the certification as
indicated in 1 through 5 below.

1. Interest, dividend, and barter exchange accounts
opened before 1984 and broker accounts considered
active during 1983. You must give your correct TIN, but you
do not have to sign the certification.

2. Interest, dividend, broker, and barter exchange
accounts opened after 1983 and broker accounts
considered inactive during 1983. You must sign the
certification or backup withholding will apply. If you are
subject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2
in the certification before signing the form.

3. Real estate transactions. You must sign the
certification. You may cross out item 2 of the certification.

4. Other payments. You must give your correct TIN, but
you do not have to sign the certification unless you have
been notified that you have previously given an incorrect TIN.
“Other payments” include payments made in the course of
the requester’s trade or business for rents, royalties, goods
(other than bills for merchandise), medical and health care
services (including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat
crew members and fishermen, and gross proceeds paid to
attorneys (including payments to corporations).

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 529),
IRA or Archer MSA contributions or distributions, and
pension distributions. You must give your correct TIN, but
you do not have to sign the certification.

What Name and Number To Give the

Requester

For this type of account:

Give name and SSN of:

1. Individual

2. Two or more individuals (joint
account)

3. Custodian account of a minor
(Uniform Gift to Minors Act)
4. a. The usual revocable
savings trust (grantor is
also trustee)

b. So-called trust account
that is not a legal or valid
trust under state law

5. Sole proprietorship or
single-owner LLC

The individual

The actual owner of the account
or, if combined funds, the first
individual on the account *

The minor 2
The grantor-trustee *

The actual owner !

The owner 2

For this type of account:

Give name and EIN of:

6. Sole proprietorship or
single-owner LLC

7. A valid trust, estate, or
pension trust

8. Corporate or LLC electing
corporate status on Form
8832

9. Association, club, religious,
charitable, educational, or
other tax-exempt organization

10. Partnership or multi-member
LLC

11. A broker or registered
nominee

12. Account with the Department
of Agriculture in the name of
a public entity (such as a
state or local government,
school district, or prison) that
receives agricultural program
payments

The owner 2

Legal entity *

The corporation

The organization

The partnership

The broker or nominee

The public entity

' List first and circle the name of the person whose number you furnish. If only
one person on a joint account has an SSN, that person’s number must be

furnished.

2 Circle the minor’s name and furnish the minor’s SSN.

®You must show your individual name, but you may also enter your
business or “DBA” name. You may use either your SSN or EIN (if you have

one).

“List first and circle the name of the legal trust, estate, or pension trust. (Do
not furnish the TIN of the personal representative or trustee unless the legal
entity itself is not designated in the account title.)

Note: If no name is circled when more than one name is
listed, the number will be considered to be that of the first

name listed.

Privacy Act Notice

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons who must file information returns
with the IRS to report interest, dividends, and certain other income paid to you, mortgage interest you paid, the acquisition or
abandonment of secured property, cancellation of debt, or contributions you made to an IRA or Archer MSA. The IRS uses the
numbers for identification purposes and to help verify the accuracy of your tax return. The IRS may also provide this information
to the Department of Justice for civil and criminal litigation, and to cities, states, and the District of Columbia to carry out their
tax laws. We may also disclose this information to other countries under a tax treaty, or to Federal and state agencies to enforce

Federal nontax criminal laws and to combat terrorism.

You must provide your TIN whether or not you are required to file a tax return. Payers must generally withhold 30% of taxable
interest, dividend, and certain other payments to a payee who does not give a TIN to a payer. Certain penalties may also apply.

®
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

Fublic reporting burden for this collection of information is estimated to average 15 minutes per response, including time for
reviewing instructions, searching exisling data sources, gathering and maintaining the data needed, and completing and
reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to the Office of Management and Budget, Paperwork Reduction

Project (0348-0040), Washington, DC 20503.

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET.
SEND IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.

Note:

Certain of these assurances may not be applicable to your project or program. If you have questions,

please contact the awarding agency. Further, certain Federal awarding agencies may require applicants to
certify to additional assurances. If such is the case, you will be notified.

. Has the legal authority to apply for Federal
assistance, and the institutional, managerial and
financial capability (including funds sufficient to pay
the non-Federal share of project costs) to ensure
proper planning, management and completion of
the project described in this application.

2. Will give the awarding agency, the Comptroller

General of the United States, and if appropriate, the
State, through any authorized representative,
access to and the right to examine all records,
books, papers, or documents related to the award:
and will establish a proper accounting system in
accordance with generally accepted accounting
standard or agency directives.

3. Will establish safeguards to prohibit employees from

using their positions for a purpose that constitutes
or presents the appearance of personal or
organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the

applicable time frame after receipt of approval of the
awarding agency.

5. Will comply with the Intergovernmental Personnel

Act of 1870 (42 U.S.C. §§4728-4763) relating to
prescribed standards for merit systems for
programs funded under one of the nineteen statutes
or regulations specified in Appendix A of OPM's
Standard for a Merit System of Personnel
Administration (5 C.F.R. 900, Subpart F).

6. Will comply with all Federal statutes relating to

nondiscrimination. These include but are not limited
to: (a) Title VI of the Civil Rights Act of 1964 (P.L.
88-352) which prohibits discrimination on the basis
of race, color or national origin; (b) Title 1X of the
Education Amendments of 1972, as amended (20
U.S.C. §81681-1683, and 1685- 1686), which
prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as
amended (29 U.S.C. §§794), which prohibits
discrimination on the basis of handicaps; (d) the
Age Discrimination Act of 1975, as amended (42
U.S.C. §§6101-6107), which prohibits discrimination
on the basis of age;

As the duly authorized representative of the applicant | certify that the applicant:

(e) the Drug Abuse Office and Treatment Act of
1972 (P.L. 92-255), as amended, relating to
nondiscrimination on the basis of drug abuse; (f) the
Comprehensive Alcohol Abuse and Alcoholism
Prevention, Treatment and Rehabilitation Act of
1870 (P.L. 91-616), as amended, relating to
nondiscrimination on the basis of alcohol abuse or
alcoholism; (g) §§523 and 527 of the Public Heaith
Service Actof 1912 (42 U.S.C. §§290 dd-3 and 280
ee-3), as amended, reilating to confidentiality of
alcohol and drug abuse patient records; (h) Title VI
of the Civil Rights Act of 1968 (42 U.S.C. §§3601
et seq.), as amended, relating to non- discrimination
in the sale, rental or financing of housing; (i) any
cther nondiscrimination provisions in the specific
statute(s) under which application for Federal
assistance is being made; and (j} the requirements
of any other nondiscrimination statute(s) which may
apply to the application.

. Will comply, or has already complied, with the

requirements of Title Il and Il of the Uniform
Relocation Assistance and Real Property Acqui-
sition Policies Act of 1970 (P.L. 91-846) which
provide for fair and equitable treatment of persons
displaced or whose property is acquired as a resuit
of Federal or federally assisted programs. These
requirements apply to all interests in real property
acquired for project purposes regardless of Federal
participation in purchases.

. Will comply with the provisions of the Hatch Act (5

U.S.C. §§1501-1508 and 7324-7328) which limit the
political activities of employees whose principal
employment activities are funded in whole or in part
with Federal funds.

. Will comply, as applicable, with the provisions of the

Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the
Copeland Act (40 U.S.C. §276¢ and 18 U.S.C.
§874), and the Contract Work Hours and Safety
Standards Act (40 U.S.C. §§327- 333), regarding
labor standards for federally assisted construction
subagreements.

Standard Form 424B (Rev.7-97)
Prescribed by OM8 Circular A-102



10. Will comply, if applicable, with flood insurance

11.

12.

purchase requirements of Section 102(a) of the
Flood Disaster Protection Act of 1973 (P.L.
93-234) which requires recipients in a special flood
hazard area to participate in the program and to
purchase flood insurance if the total cost of
insurable construction and acquisition is $10,000
or more.

Will comply with envircnmental standards which
may be prescribed pursuant to the following: (a)
institution of environmental quality control
measures under the National Environmental Policy
Act of 1969 (P.L. 21-190) and Executive Order
(EO) 11514; (b) notification of violating facilities
pursuant to £EO0 11738; (c) protection of wetland
pursuant to EO 119890; (d) evaluation of flood
hazards in floodplains in accordance with EQ
11988; (e) assurance of project consistency with
the approved State management program
developed under the Costal Zone Management
Act of 1972 (16 U.S.C. §§1451 et seq.); (f)
conformity of Federal actions to State (Clear Air)
Implementation Plans under Section 176(c) of the
Clear Air Act of 1955, as amended (42 U.S.C.
§§7401 et seq.); (g) protection of underground
sources of drinking water under the Safe Drinking
Water Act of 1974, as amended, (P.L. 93-523);
and (h) protection of endangered species under
the Endangered Species Act of 1973, as
amended, (P.L. 93-205).

Will comply with the Wild and Scenic Rivers Act of
1968 (16 U.S.C. §§1271 et seq.) related to
protecting components or potential components of
the national wild and scenic rivers system.

13.

14,

15.

16.

17.

18.

Will assist the awarding agency in assuring
compliance with Section 106 of the National
Historic Preservation Act of 1966, as amended (16
U.S.C. §470), EO 11593 (identification and
protection of historic properties), and the
Archaeological and Historic Preservation Act of
1974 (16 U.S.C. §§ 469a-1 et seq.).

Will comply with P.L. 93-348 regarding the
protection of human subjects invoived in research,
development, and related activities supported by
this award of assistance.

Will comply with the Laboratory Animal Welfare
Act of 1966 (P.L. 89-544, as amended, 7
U.S.C. §§2131 et seq.) pertaining to the care,
handling, and treatment of warm blooded animals
held for research, teaching, or other activities
supported by this award of assistance.

Will comply with the Lead-Based Paint Poisconing
Prevention Act (42 U.5.C. §§4801 et seq.) which
prohibits the use of lead based paint in con-
struction or rehabilitation of residence structures.

Will cause to be performed the required financial
and compliance audits in accordance with the
Single Audit Act of 1984,

Wiil comply with all applicable requirements of all
cther Federal laws, executive orders, re- gulations
and policies governing this program.

SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL

TITLE

APPLICANT ORGANIZATION

DATE SUBMITTED

SF-424B {Rev. 7-97) Back



CERTIFICATION OF COMPLIANCE WITH CERTAIN REQUIREMENTS
FOR DEPARTMENT OF PUBLIC HEALTH & HUMAN SERVICES
MONTANA CANCER SCREENING PROGRAM PROVIDERS
(June 1999)

The Provider, , in relation to the performance of services under the
proposed enrollment application and agreement, certifies to the Montana Department of Public Health &
Human Services the following:

A

That the Provider has not acted in collusion with other providers for the purpose of gaining unfair
advantages  for it or other providers or for the purpose of providing the services at a noncompetitive
price or otherwise in a noncompetitive manner.

That the Provider, if receiving federal monies, nor any of its employees or a significant subcontractor in
the performance of the duties and responsibilities of the proposed contract, are currently suspended,
debarred, or otherwise prohibited from entering into a federally funded contract or participating in the
performance of a federally funded contract.

That the Provider, if receiving $100,000 or more in federal monies, will submit to the Department the
federal form “Certification Regarding Debarment, Suspension, Ineligibility and Voluntary
Exclusion - Lower Tier Covered Transactions.” Copies of the form are available from the Department.

That the Provider, if receiving federal monies, will not expend federal monies in violation of federal
legal authorities prohibiting expenditure of federal funds on lobbying federal and state and local
legislative bodies or for any effort to persuade the public to support or oppose legislation.

That the Provider, if receiving $100,000 or more in federal monies, will submit to the Department a
certification statement as required by 45 CFR 93.110 and in the format presented in Appendix A to 45
CFR Part 93 certifying that no federal monies have been used in contravention of the lobbying
prohibitions. Copies of the form are available from the Department.

That if any funds other than Federal appropriated funds have been paid or will be paid to any person for
influencing or attempting to influence an officer or employee of any agency, a member of the U.S.
Congress, an officer or employee of the U.S. Congress, or an employee of a member of the U.S.
Congress in connection with this agreement, the Provider will submit to the Department a disclosure
form as required by 45 CFR 93.110 and in the format presented in Appendix B to 45 CFR Part 93, to
report those funds. Copies of the form are available from the Department.

That the Provider prohibits, as required by federal legal authorities, smoking at any site of federally
funded activities that serves youth under the age of 18. This is not applicable to sites funded with

3-18



Medicaid monies only or to sites used for inpatient drug or alcohol treatment.

E. That the Provider, if receiving federal monies, maintains drug free environments at its work sites,
providing required notices, undertaking affirmative reporting, et al., as required by federal legal
authorities.

F. That the Provider, if receiving federal monies, is not delinquent in the repayment of any debt owed to a

federal entity.

G. That the Provider, if expending federal monies for research purposes, will comply with federal legal
authorities relating to use of human subjects, animal welfare, biosafety, misconduct in science and
metric conversion.

H. That the Provider, if receiving $100,000 or more in federal monies, will comply with all applicable
standards and policies relating to energy efficiency which are contained in the state energy plan issued in
compliance with the federal Energy Policy and Conservation Act.

Not all of these assurances may be pertinent to the Provider’s circumstances. This certification form, however,
is standardized for general use and signing it is intended to encompass only provisions applicable to the
circumstances of the Provider in relation to the federal monies that are being received.

These assurances are in addition to those stated in Standard Form 424B(Rev. 7-97) of the federal Office of
Management of the Budget (OMB). Standard Form 424B is an assurances form that must be signed by the
Provider if the Provider is to be in receipt of federal monies.

There may be program specific assurances, not appearing either in this form or in the OMB Standard Form
424B, that the Provider may have to provide by certification.

This form, along with OMB Standard Form 424B, are to be provided with original signature to the
Department’s contract liaison. The completed forms are maintained by the Department in the pertinent
purchase and contract files.

Further explanation of several of the requirements certified through this form may be found in the Department’s
standard Request For Proposal format document, standard contracting policy statement, and standard contract
provisions. In addition, detailed explanations of federal requirements may be obtained through the Internet at
sites for the federal departments and programs and for OMB and the General Services Administration.

(Date)

(Name of responsible officer)

(Title of responsible officer
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Breast and Cervical

Eligibility and M_@NTANA

Enrollment Form Department of Public Health & Human Services
Eligibility Information
What is your age? Do you have Medicare Part B? | Do you have Medicaid?
[JYes [INo [1Yes [INo
Do you have health insurance that

Family’s yearly income before taxes Might cover these services? [Yes [INo

Insurance Company

Number of people in household

Enrollment Information

Last Name First Name Middle Other Last Names Used
Initial
Date of Birth Social Security Number State County
Mailing Address Street Address City
Home/Cell Phone Work/Message Phone Zip
Ethnic Ba_cquqund Medical Background
Are you Hispanic? (Spanish/ Hispanic / Latino) Are you having any breast problems? 0 Yes 0 No
O Yes O No 0 Unknown -
Do you have breast implants? O0Yes ONo
Race: Check all races that apply. Have you ever had amammogram? O Yes ONo
O White Date of last mammogram
O American Indian or Alaska Native
0 Black or African American Have you ever had a Pap test? OYes ONo
O Asian Date of last Pap
O Native Hawaiian or Other Pacific Islander
0 Unknown Have you ever had a hysterectomy? OYes ONo

[ Do you use tobacco? - If yes, refer the client to the MT Quit Line.

How did you hear about the program? Please check all that apply.

U Radio [ Presentation U Pink/Purple Card (Pamphlet) I Special Promotion/Event/Ad
aTv [ Medical Provider [ Government Office [ Newspaper/Newsletter
U Internet 0 MAIWHC [J Re-screen/Previously Enrolled [ Fair-Job/Health or Pow Wow
[ Family/Friend/Word of Mouth []

PLEASE READ AND SIGN THE o
INFORMED CONSENT AND AUTHORIZATION TO DISCLOSE HEALTH CARE INFORMATION
Office Use Only Fiscal Yr Admin Site # State ID
Form(s) submitted (] New Screening Cycle [ Re-submitted with revisions
Eligibility determined by (please print) Date
Client under age - prior approval given by Date

[ Client under age (18-29) - meets criteria

Data Collection Forms Version Jan 2010 Printed: June 24, 2010 3-20



Please Read and Sign _[\MNTANA

Department of Public Healln & Human Services

Client Name: Social Security Number:

Informed Consent and Authorization to Disclose Health Care Information

The Montana Cancer Screening Program (MCSP) receives funds from the Center for Disease Control and Prevention (CDC) to
provide cancer screening for age and income eligible Montana residents. Montana men and women can be screened through this
program for colorectal cancer and women can also receive breast and cervical cancer screenings. Each time a client is screened for
colorectal cancer, they may receive either an FOBT/FIT test or a colonoscopy. If any of the initial tests for colorectal cancer are
abnormal, further diagnostic testing may be required, which may include a diagnostic colonoscopy and/or biopsy of colon tissue.
Each time a client is screened for breast cancer, they may receive a clinical breast exam and breast X-ray called a mammogram. for
cervical cancer, a client may receive a pelvic examination and a Pap test. If any of the initial tests for breast and cervical cancer are
abnormal, further diagnostic testing may be required, which may include a diagnostic mammogram, ultrasound, and/or biopsy of
the breast or cervical tissue. MCSP will provide case management services that will help you complete all the diagnostic tests and
find resources that may help for treatment (if necessary). By enrolling in the MCSP you are accepting responsibility for keeping
appointments and completing all the screening and diagnostic tests that are recommended by your medical provider.

Services Not Covered

The MCSP only provides services for colorectal, breast and cervical cancer screening and limited diagnostic tests. The program

does not cover services for other health conditions, some diagnostic services, or cancer treatment. If | need services that are not

covered, the MCSP staff will refer me to agencies that may help provide treatment. | understand that I may be billed for services
not covered by the MCSP.

Insurance Information

I understand | have met the eligibility guidelines for the MCSP. | may have insurance coverage and still be eligible to participate.
However, my insurance will be billed first for cancer screening services. If the services are not fully reimbursed by my insurance,
the MCSP will pay the unpaid balance up to the maximum allowable Medicare reimbursement rate.

Confidentiality

Any information provided by me will remain confidential, which means that the information will be available only to me, my
health care provider, and to the MCSP staff. The MCSP staff means those personnel and the Montana Department of Public Health
and Human Services, administrative site and the tribal organizations and Indian Health Service Units who are specifically
designated to work in the MCSP. Program reports will include information on groups of clients and will not identify any client

by name or tribal affiliation.

Authorization to Disclose Health Care Information

I consent to and authorize the mutual exchange of screening and diagnostic records among the MCSP staff, my health care
provider(s), the laboratory reading my FIT and/or Pap smear, and the radiology facility where my mammogram is performed with
respect to MCSP related services received by me up to six months after the date indicated below. This authorization expires thirty
months after the date I signed below.

I have read the information provided herein, discussed this and other information about the MCSP and agree to participate in the
program. | have had an opportunity to ask question about the MCSP and have received answers to any question | had. All
information, including financial and insurance benefits, | have provided to the MCSP is, to the best of my knowledge, true. |
understand that my participation is voluntary and that | may drop out the MCSP at any time.

Client Signature: Date:

Print Full Name:
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Breast and Cervical

MEADNTANA

- Screening Form Department of Public Health & Human Services
Client Name Phone Number State ID
Date of Birth Admin Site # [ Revised

Social Security Number

CERVICAL CANCER SCREEN RESULTS

Date of Pap test

[J Liquid
Adequacy of Pap specimen [J Satisfactory [] Unsatisfactory
Result of screening Pap test

[J Negative for intraepithelial lesion or malignancy

[J ASC-US

[J Low Grade SIL (including HPV changes)

[] ASC-H

J High Grade SIL

[J Squamous Cell Carcinoma

[] Abnormal Glandular Cells

Date of HPV/DNA test
High Risk HPV/DNA test results if done

Pap specimen type [J Conventional

[] Positive [] Negative
Paid by MCSP Pap test JYes [No
HPV/IDNAtest [1Yes [INo

Reason for Pap test

[J Routine screening

[] Surveillance, follow-up of previous abnormal

[J Done outside the MCSP, diagnostics only

[J Not done, diagnostics only

[] Breast record only

Date referred to the MCSP for diagnostic workup

Date referred
Additional procedures

[J Not planned, normal follow-up
[J Planned, further diagnostic tests needed

Next Pap test or follow-up due
Recommendations/comments

Provider’s signature

Print provider’s name

Respond for ALL clients screened for cervical cancer

Has this client had a hysterectomy? [1Yes [INo
If “Yes” was the hysterectomy

Due to cervical neoplasia? Yes [INo
Is the cervix still present? UYes [No

A client who has had a hysterectomy is eligible for an MCSP Pap test if the
hysterectomy was due to cervical neoplasia or the cervix is present.

Respond for clients with a NORMAL Pap test result
Recommend the cervical cancer screening interval for this client.
[J Short term follow-up, abnormal protocol

[J Annual, conventional Pap test
[J Every 2 years, liquid based cytology
[] Every 3 years, 3 normal Pap tests within 60 months

BREAST CANCER

SCREEN RESULTS

Date of Clinical Breast Exam

Clinical Breast Exam (CBE) findings
(] Normal exam

(] Benign findings

[J Abnormal, suspicious for cancer
(] CBE not done

Date of Mammogram
Mammogram type [l Digital

[0 Conventional

Mammography test results - BI-RAD Categories

[] Negative: Category 1

(1 Benign: Category 2

[] Probably benign short interval follow-up suggested: Category 3
[] Suspicious Abnormality: Category 4

[] Highly suggestive of malignancy: Category 5

[] Assessment Incomplete: Category 0

Paid by the MCSP CBE
Mammogram

[1No
(] No

[1Yes
[lYes

Reason for Mammography test

[J Routine screening

[] Evaluate symptoms, positive CBE/prev abnormal mammogram

[ Done outside the MCSP, diagnostics only

[J Not done only received CBE or diagnostics

[] Cervical record only

Date referred to the MCSP for diagnostic workup
Date referred

Additional procedures

(] Not planned, normal follow-up

(] Planned, further diagnostic tests needed

Next breast screening or follow-up due

Recommendations/comments

Provider’s signature

Print provider’s name

Data Collection Forms Version Jan2010
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Breast and Cervical

MEARDNTANA

= Abnormal Form Department of Public Health & Human Services

Client Name Phone Number State ID
Social Security Number Date of Birth Admin Site # (] Revised
Additional Procedures Date Results 0 Diagnostics Paid by MCSP
Imaging Procedures Result of imaging procedure

Additional mammographic views I__1 U Done

Ultrasound Y S 0 Done

Film comparison (to evaluate ) [ Done

assessment incomplete)
Final imaging outcome 00 Negative (1) 0 Suspicious Abnormality (4)
(Includes all imaging procedures and film / / 0 Benign (2) 0 Highly suggestive of malignancy (5)
comparisons done.) 0 Probably Benign (3)
Surgical consult, repeat breast exam / / [0 Normal: probably benign [0 Abnormal: suspicious for cancer
Fine needle biopsy/cyst aspiration I O Normal: probably benign O Abnormal: suspicious for cancer
Incisional biopsy / / [0 Normal: probably benign O Abnormal: suspicious for cancer
Excisional biopsy / / [0 Normal: probably benign [ Abnormal: suspicious for cancer
Colposcopy directed biopsy/ECC I O Normal: probably benign O Abnormal: suspicious for cancer
Diagnostic LEEP / / [0 Normal: probably benign [ Abnormal: suspicious for cancer
Diagnostic cold knife cone / / 0 Normal: probably benign [ Abnormal: suspicious for cancer
Diagnostic endocervical curettage / / [0 Normal: probably benign [ Abnormal: suspicious for cancer
Gyn consult / / [0 Normal: probably benign [ Abnormal: suspicious for cancer
Other - list: 1 O Normal: probably benign O Abnormal: suspicious for cancer

Breast Final Diagnosis

O Cancer not diagnosed
O Cancer, in-situ - LCIS
O Cancer, in-situ - DCIS

O Cancer, invasive

Cervical Final Diagnosis
0 Normal/benign/inflammation
0 HPV/condylomata/Atypia
0 Mild dysplasia/CIN 1 (bx dx)
O Low grade SIL (bx dx)
O Moderate dysplasia/CIN Il (bx dx)
0 High grade SIL (bx dx)
O Severe dysplasia/CIN I11/Carcinoma in situ (bx dx)
O Invasive cervical carcinoma (bx dx)
0 Other - List:

Complete for Breast and /or Cervical Findings

Status of final diagnosis/imaging: (date is required)

0 Workup complete Date / /
0 Workup refused Date / /
O Lost to follow-up Date / /

Comments

Status of treatment: (required for bolded final diagnoses)

0 Started Date / /
0 Refused Date / /
O Lost to follow-up ~ Date / /
Next screening or follow-up due /
Month Year

Provider's signature

Print provider's name

Data Collection Forms version Jan2010
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C Colorectal Eligibility Mﬁi_ﬁzNTAN A
= & En rOI I ment Fo rm Department of Public Health & Human Services
Last Name First Name Middle Other Last Names Used (If Applicable)
Initial
Birth date Gender Social Security Number State County
[]Male []Female - -
Mailing Address City Zip
Family Income Number of People Home/Cell Phone Work Phone
before Taxes in Household
Do you have Medicare Do you have Medicaid? Do you have health insurance Insurance Company
Part B? that might cover
[Yes [1No TYes [1No these services? [1Yes [INo
Ethnic Background Are you Hispanic? (Spanish/ Hispanic / Latino) How did you hear about the program? Please check all that apply.
[J Yes [JNo [J Unknown [J Doctor [J Other Health Care Provider L] Friend
Race: Check all races that apply. [J Newspaper [1 NBCCEDP/Colorectal Program [TV
[J White UJ American Indian or Alaska Native [J Mailing Flyer [J Magazine Article [J Radio
[ Asian [J Native Hawaiian /Other Pacific Islander [J Family Member [J Community Event
[l Unknown [ Black/African American [] Other

[] Do you use tobacco? - If yes, refer the client to the MT Quit Line.

Ofﬁ ce U se On Iy kkkkkkkkkkkkkkkkkkkkkkkkk

Screening History/Risk Assessment Test result
Normal/
Enter data on the colorectal screening tests the client has had. Nﬁg::;tvs of
other than Polyp(s)
polpy(s)/ /
Client had test Normal / | tumor(s) or | Abnormal/ | tumor(s)
Test Date MM/YYYY Yes No Unknown | Negative cancer Positive Icancer | Incomplete | Unknown
CRC Fecal take-home
FOBTI/FIT O |00
Stool DNA oo
Sigmoidoscopy oo
Colonoscopy O |10 |0
O (o g

(DCBE) Double Contrast
Barium Enema

(CTC) Virtual O (0 (0

Colonoscopy
U Yes O No I Unknown Have you been diagnosed with colorectal cancer or precancerous polyps?

U Yes I No I Unknown Has a blood relative been diagnosed with colorectal cancer or precancerous polyps?

Are you currently experiencing colorectal cancer symptoms? Have you been diagnosed with or are you being treated for
O Rectal bleeding, dark stool, blood in the stool within the past 6 months. O A genetic diagnosis of familial Adenomatous Polyposis (FAP)
[0 Prolonged change in bowel habits: diarrhea/constipation for more than 2 weeks. or Hereditary Non Polyposis Colorectal Cancer (HNPCC)?

[ Persistent abdominal pain. O A clinical diagnosis or suspicion of FAP or HNPCC?
0 Symptoms of bowel obstruction, abdominal distension, nausea, vomiting. O Inflammatory Bowel Disease ( Crohn's Disease or Ulcerative
O Significant unintentional weight loss of 10% or more of starting body weight. Colitis)?

O Client Signed Informed Consent.

Admin Site # State ID

Eligibility Determined by: Date Eligible:

Version Jan 2010 Printed: 6/24/10 3-23



Please Read and Sign _[\MNTANA

Department of Public Healln & Human Services

Client Name: Social Security Number:

Informed Consent and Authorization to Disclose Health Care Information

The Montana Cancer Screening Program (MCSP) receives funds from the Center for Disease Control and Prevention (CDC) to
provide cancer screening for age and income eligible Montana residents. Montana men and women can be screened through this
program for colorectal cancer and women can also receive breast and cervical cancer screenings. Each time a client is screened for
colorectal cancer, they may receive either an FOBT/FIT test or a colonoscopy. If any of the initial tests for colorectal cancer are
abnormal, further diagnostic testing may be required, which may include a diagnostic colonoscopy and/or biopsy of colon tissue.
Each time a client is screened for breast cancer, they may receive a clinical breast exam and breast X-ray called a mammogram. for
cervical cancer, a client may receive a pelvic examination and a Pap test. If any of the initial tests for breast and cervical cancer are
abnormal, further diagnostic testing may be required, which may include a diagnostic mammogram, ultrasound, and/or biopsy of
the breast or cervical tissue. MCSP will provide case management services that will help you complete all the diagnostic tests and
find resources that may help for treatment (if necessary). By enrolling in the MCSP you are accepting responsibility for keeping
appointments and completing all the screening and diagnostic tests that are recommended by your medical provider.

Services Not Covered

The MCSP only provides services for colorectal, breast and cervical cancer screening and limited diagnostic tests. The program

does not cover services for other health conditions, some diagnostic services, or cancer treatment. If | need services that are not

covered, the MCSP staff will refer me to agencies that may help provide treatment. | understand that I may be billed for services
not covered by the MCSP.

Insurance Information

I understand | have met the eligibility guidelines for the MCSP. | may have insurance coverage and still be eligible to participate.
However, my insurance will be billed first for cancer screening services. If the services are not fully reimbursed by my insurance,
the MCSP will pay the unpaid balance up to the maximum allowable Medicare reimbursement rate.

Confidentiality

Any information provided by me will remain confidential, which means that the information will be available only to me, my
health care provider, and to the MCSP staff. The MCSP staff means those personnel and the Montana Department of Public Health
and Human Services, administrative site and the tribal organizations and Indian Health Service Units who are specifically
designated to work in the MCSP. Program reports will include information on groups of clients and will not identify any client

by name or tribal affiliation.

Authorization to Disclose Health Care Information

I consent to and authorize the mutual exchange of screening and diagnostic records among the MCSP staff, my health care
provider(s), the laboratory reading my FIT and/or Pap smear, and the radiology facility where my mammogram is performed with
respect to MCSP related services received by me up to six months after the date indicated below. This authorization expires thirty
months after the date I signed below.

I have read the information provided herein, discussed this and other information about the MCSP and agree to participate in the
program. | have had an opportunity to ask question about the MCSP and have received answers to any question | had. All
information, including financial and insurance benefits, | have provided to the MCSP is, to the best of my knowledge, true. |
understand that my participation is voluntary and that | may drop out the MCSP at any time.

Client Signature: Date:

Print Full Name:
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Colorectal Screening M@NTA NA

= Form Department of Public Health & Human Services
Last Name First Name Middle Birth Date Admin Site #
Initial
Social Security Number Phone Number State ID
Date initial test scheduled or fecal kit distributed Screening adherence
[] Test done
Date [ Not done, FOBT/FIT kit not returned
[J Not done, appointment not kept.
Take home FOBT/FIT Provider specialty
Date [J General Practitioner L] Internist [J Family Practitioner
o [J Gastroenterologist [J General Surgeon [J Radiologist
Indication fpr test [J Colorectal Surgeon [J Physician Assistant [J OB/Gyn
L Screening [J Registered Nurse [ Licensed Practical Nurse (] Nurse Practitioner
Result
[J Negative
[] Positive Next test recommended in this cycle
[ Unknown [J Colonoscopy
Outcome [J None, cycle complete
[J Complete
[J Incomplete/Inadequate
Colonoscopy Date Provider specialty
Indication for test [] General Practitioner [ Internist [J Family Practitioner
[J Screening [] Gastroenterologist [] General Surgeon [J Radiologist
[ Surveillance [J Colorectal Surgeon [ Physician Assistant [J OB/Gyn
[J Diagnostic [J Registered Nurse [ Licensed Practical Nurse  [] Nurse Practitioner
Result Was a biopsy/polypectomy performed during the endoscopy?
[J Normal/negative/diverticulitisshemorrhoids g P\l(es
[] Other findings, not suggestive of cancer/polyps Y
[ Polyps/suspicious for cancer/presumed cancer Adequate bowel preparation (decided by the clinician that did endoscopy)
(] Inadequate/Incomplete test with no findings []Yes
Outcome LI No
[ Complete Next test recommended in this cycle
[J Incomplete/Inadequate [J Surgery to complete diagnosis
Was the cecum reached during this colonoscopy? [J Colonoscopy
(] Yes [J None, cycle complete
[JNo
[J Unknown
StaDtugocr): fli:tzl diagnosis Final Diagnosis Recurrent Cancers
7 Pen dFi)ng [ Normal/Negative [ New colorectal cancer, primary
] Refused diagnostic follow-up [] Hyperplastic polyps [J Recurrent colorectal cancer
7 Lost to follow-up before final diagnosis [ Adenomatous polyp, no high grade [] Non colorectal cancer primary
dysplasia (metastasis from another organ)
Date of final diagnosis, refused, or lost to 11 Adenomatous polyp, with high grade [ Unknown
follow up 0 ggzzgs'a

Recommended test for next cycle:
(] Take home FOB/FIT

(] Colonoscopy

[] None

If client has a polypectomy, biopsy or surgery, complete the Colorectal Abnormal Form.

Provider signature Provider name

Version Jan 2010 Printed: 6/24/10 3-24



Colorectal Abnormal Form

MERDNTANA

Department of Public Health & Human Services

Last Name First Name Middle Birth Date Admin Site #
Initial
Social Security Number Phone Number State ID

Histology of most severe polyp/lesion

(Complete if biopsy/polypectomy was done during the colonoscopy)
Normal or other non-polyp histology
Non-adenomatous polyp (inflammatory, hamartomatous, etc.)
Hyperplastic polyp
Adenoma, NOS (no high grade dysplasia noted)
Adenoma, tubular (no high grade dysplasia noted)
Adenoma, mixed tubular villous (no high grade dysplasia noted)
Adenoma, villous (no high grade dysplasia noted) )
Adenoma, serrated (no high grade dysplasia noted)
Adenoma with high grade dysplasia (includes in situ carcinoma)
Adenocarcinoma, invasive
Cancer, other
Unknown/other lesions ablated, not retrieved or confirmed

OOooggooooooogd

Number of adenomatous polyps/lesions
(Complete if result of the histology is Adenoma or Cancer)
(] Less than 97--Enter the number

[ 97 or more adenomatous polyps/lesions
[J At least one adenomatous polyps/lesions, exact number not known
[J Unknown

Size of largest adenomatous polyp/lesion
(Complete if result of the histology is Adenoma or Cancer)

[J Less than 1 cm
[J Greater than or equal to 1 cm
[J Unknown

Complications of endoscopy requiring observation or treatment.
(Report the worst of up to 2 serious complication of CRC testing occurring
within 30 days of the test date and resulting in an ER visit or hospitalization.)

[ No complications

[J Bleeding, transfusion required

[J Bleeding not requiring transfusion

[J Cardiopulmonary events (hypotension, hypoxia, arrhythmia, etc)

[J Complications related to anesthesia

[J Bowel perforation

[J Post-polypectomy syndrome/excessive abdominal pain

[J Death

] Other

Provider’s Signature

Histology from surgical resection
(Complete if surgery was performed to complete diagnosis.)
Surgery recommended but not performed
Normal or other non-polyp histology
Non-adenomatous polyp (inflammatory, hamartomatous, etc.)
Hyperplastic polyp
Adenoma, NOS (no high grade dysplasia noted)
Adenoma, tubular (no high grade dysplasia noted)
Adenoma, mixed tubular villous (no high grade dysplasia noted)
Adenoma, villous (no high grade dysplasia noted) )
Adenoma, serrated (no high grade dysplasia noted)
Adenoma with high grade dysplasia (includes in situ carcinoma)
Adenocarcinoma, invasive
Cancer, other
Unknown/other lesions ablated, not retrieved or confirmed

DOOoooooooogogogg

Date surgery performed

Complete this section if final diagnosis is Cancer

Status of treatment
[J Started and/or complete
[J Not recommended due to polypectomy
[] Not recommended
(] Refused
[ Lost to follow-up

Date of treatment

Recommended test screening or surveillance test for next cycle

[J Take home FOBT
[] Take home FIT

[] Colonoscopy

[ None

Number of months before screening or surveillance test
for next cycle. (If none, leave blank)

Indication for screening or surveillance test for next cycle
[J Screening
[] Surveillance after a positive colonoscopy and/or surgery

Print Provider’s Name

Version Jan 2010
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