TN Tennessee Breast & Cervical Screening Program
Department of TBCSP Referral Form
.Health

Client Name: Referred to:

DOB: Physician / Facility:
Address: Address:

Phone: Phone:
Scheduled Appointment Date: Time:

Clinical Information:

Breast Implants: Y/N History of Breast Cancer: Y/N Interpreter needed: Y/ N If yes, language:

SCHEDULED EXAMS

No Prior Authorization or Approval Required Additional Authorization or Approvals Required
() Screening Mammogram () Screening Breast MRl With / Without Contrast
( ) Left / Right / Bilateral Diagnostic mammogram & Ultrasound ( ) Left / Right / Bilateral Diagnostic MRI (Not TennCare
if indicated Eligible*) requires CO approval** With / Without Contrast

() Breast Ultrasound (Diagnostic mammogram if medically indicated) | ( ) LEEP (Not TennCare Eligible) required CO approval

() Core Needle Biopsy and/or Needle Aspiration Left / Right () LEEP (TennCare Eligible) enroll in TennCare

() Ductogram () Other Procedures:

( ) Colposcopy *Patients eligible for TennCare must be enrolled by local Health
Department

() Consult **TBCSP and TennCare do not pay for MRIs to assess breast implant
integrity
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PROVIDER INSTRUCTIONS

*Completion of this form assumes client’s eligibility into TBCSP and the presence of a signed, current consent form

Submit billing to: Submit all reports to:
710 James Robertson Pkwy

8t Floor, Attn: TBCSP

Nashville, TN 37243

Clinic Staff: Date:
PRINT / SIGN
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