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BREAST & CERVICAL CANCER TREATMENT PROGRAM APPLICATION 

 
 
Date _____/_____/______ 
 
County ___________________ Program Code __V__ SSN _____ - ____ - _____ 
 
Copy of SSN attached resident of Kentucky? Y  N  
 
Name_________________________________________________________________ 
(First) (Middle I.) (Last) 
 
Home Address  
 
_________________________________________________________________ 
 
City _________________________________ State ____________ Zip________ 
 
Mailing Address____________________________________________________  
 
_________________________________________________________________ 
(ENTER IF DIFFERENT THAN HOME ADDRESS) 
 
City ________________________________ State ____________ Zip ________ 
 
Home Phone (_____) ______ - ________ Work Phone (____) ______ - _______ 
 
Birth Date ______________ Age ______ Sex______ Race: _________________ 
(Month/Date/Year) 
 
Are you currently covered by other medical insurance? Y  N  
 
***If “YES”, provide copy of insurance card or coverage 
 
Is applicant a U.S. citizen or qualified alien? Y  N  
 
 
If qualified alien, enter the appropriate immigration and naturalization service (INS) 
Number _______________________________________________________ 
 
Was applicant screened by the KWCSP in the prior 3 months and have unpaid medical 
bills those same 3 months? Y  N  
 
 
MONTHS: __________ __________ __________ 
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I certify all that entries are correct and true to the best of my knowledge and 
belief. I understand that this information will be used to determine eligibility for 
benefits from the Department for Medicaid Services. I understand that if I give 
false information or withhold information in order to receive assistance, I may be 
subject to prosecution for fraud. I understand that I have the right to request a 
Fair Hearing before an impartial hearing officer if I am dissatisfied with any 
Agency action. I understand that Social Security numbers will be used for various 
state and federal matches thorough the Income and Eligibility Verification System 
(IEVS) under the authority of IEVS benefits. This information will be disclosed to 
other agencies only as permitted by law. I understand that in accepting Medicaid, 
I assign my rights to third party payments from any source, including hospital or 
health insurance policies, and am willing to cooperate with the Department for 
Medicaid Services. I further understand that if I refuse to assign my rights to third 
party payments to the Department for Medicaid Services, I will be ineligible to 
receive a medical card. I understand that when I obtain medical services with a 
Medicaid card issued to the case member, I am responsible for notifying the 
medical provider of any hospital or health insurance policy covering me. I agree 
to reimburse the Medicaid Program for services received which are later covered 
by insurance settlements or payments. I further give my consent to the 
Department for Medicaid services to make any necessary contacts to verify my 
statements or gain additional pertinent information.  The following are prohibited 
acts under federal and state law. Persons found guilty of these acts can be fined, 
imprisoned, and/or disqualified from receiving future medical assistance benefits 
for up to one year for the first offense: 
 
• Lending your Medical Card to another person, 
• Providing false information in order to gain or retain medical benefits, 
• Concealing information in order to gain or retain medical benefits, including the 
existence of other medical insurance, 
• Failing to report changes in order to gain or retain medical benefits, 
• Applying for medical benefits for another person and using the card for yourself 
or someone else who is not eligible, 
• Aiding someone else to do any of the above to gain medical benefits for a 
person who is not eligible.  
 
Signature _________________________________ Date______/______/______ 
 
Witness, if signed with a mark:  
 
_________________________________________ 
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______________________________________________________________________ 
 

AGNECY USE ONLY 
 
 
 
Applicant has been screened by the KENTUCKY WOMEN'S CANCER SCREENING 
PROGRAM (KWCSP) and is in need of treatment for breast and/or cervical cancer, 
including a pre-cancerous condition or early stage cancer of the breast and/or cervix. 
 
Applicant needs treatment for: 
 

 Breast Cancer (4 months) 
 

 Cervical Cancer (3 months) 
 

 Precancerous Cervical or Breast Disorder (2 months) 
 
Physician’s estimated date for treatment to be completed:  
 
_________________________ 
 
Nurse Case Manager  
 
___________________________________________________ 
(Signature) 
 
Designated Health Provider  
 
Address:  
 
_______________________________________ 
 
_______________________________________ 
 
County: _____________________________________ 
 
Phone # (_____) ______ - _______ 
 
FAX # (_____) _______ -________ 
 


