
BREAST AND CERVICAL CANCER PROGRAM

COLORECTAL CANCER SCREENING PROGRAM

125 South Lynchburg Street
Chestertown, MD 21620

Please complete.
PLEASE PRINT CLEARLY.

Name: _________________________________________________________________________________

Mailing Address:_________________________________________________________________________

Physical address if diff. from mailing:________________________________________________________

Phone (Home) _________________ (Work) ___________________ (Cell) ___________________

Date of Birth _______/_______/______ What is the best time to call? ______________________

What services are you interested in:

__________ Breast and Cervical Cancer Screening (Mammogram and Pap test)

__________ Colorectal Cancer Screening (FOBT/FIT Kit or Colonoscopy)

Are you having a problem or concern now? ________ Yes __________ No

Explain: ________________________________________________________________________________

________________________________________________________________________________________

How many are in your family (that you claim on your income taxes?) _____________

What is your income – (You can state either annual, weekly, or bi-weekly) $ __________________

Today’s Date: ___________________

Please fax this to Andrea Edwards, RN at 410-778-6882 or
Email to aedwards@dhmh.state.md.us

FOR STAFF USE ONLY
Date staff received: ________________________ Date staff contacted: __________________

Outcome:
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Staff initials: _________

mailto:aedwards@dhmh.state.md.us

