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The Sage Program

History

A First funded by the CDC in 1992 at 2 clinics

A MN one of four states to get initial funding

A Over 160,000 women screened / Over 2,600 cancers detectec
Now

A Statewide access in 86 counties

A Incorporating systems change

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MANISESOT



Sage Screening Programs

A Paying for cancer screening tests at contracted sites

A Systems change work

A Helping spread cancer screening & prevention messages
A Partnering with communities

A Researching how to get more peolereened

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MANISESOT



ﬁ&AG = Sage Program Goals & Objectives

MINNESOTA'S CANCER SCREENING PROGRAM

Help keep Minnesotans healthy through screening and early
detection of breast & cervical cancers.

Help lowincome, uninsured, and underinsured women gain acce
to cancer screening.

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MANISESOT



Covered Services

A Screening and diagnostic services related to breas
cervical cancer for women ages 40 to 64

A Including:
A Screening office visit
A Mammogram every year
A Pap test every 3 years OR every 5 years with HPV test

A Followup office visits and/or diagnostic tests for
abnormal results



Eligibility

A Women ages 4Q 64
A Uninsured/underinsured
ALYO2YS X HpmrE: Ct |

A Eligibility Exceptions



Case Study: Am | eligible?

A Patient is 45 years old

A Patient has insurance (not Medicaid), but her insurance does |
pay for diagnostic testing

A Patient owns her own business and makes a different amount
every month



When Can a Patient Be Enrolled?

A Before Appointment

A During Appointment

A After Appointment



Clinic Processes

1. Enrollment Form/Visit Summary
2. Imaging Summary
3. Pap Summary

4. FollowrUp Forms



Sage Consent/Enrollment Form ot Vo i B i

Sage Eucounter Number

Yersion 3.0

[The Minnesata Departrnent of Health MDH) manages the Sage Scopes Colorectal Cancer Screening Program, the Sage Breast and Cervical
[Cancer Screening Program, and SagePlus (Well Integrated Screening and Evaluation for WOMen Acrcss the Nation/“WISEWOMAN"). These
programs are collectively called “Sage Programs® (wefus/our). Sage Programs are paid for by the Centers for Disease Control and
Prevention {CDC) and the State of Minnesota,

Please read and sign this consent form if you want Sage Programs te pay for your cancer screening.

How to participate. Sage Programs needs to collect some medical and perscnal information from you and your previous doctors, Federal
ancl state laws protect the information that we collect, create, or maintain about you. All of your information will be kept private and we will
ot disclose it ta others except as authorized by you in this form or as allowed or required by Minnesota or federal law.

'You are not required to provide any information to us. however. if you do not provide the requested informatian. vou will not be able to
receive services from Sage Programs. Your Sodial Security number allows us to better coordinate your care, but you may participate in the
program even if you choose not to pravide it

PBage Programs will use your infermation to:

+ Determine your eligibility for the program

= Assure that you receive appropnate preparation, screening, and diagnostic follow-up
- Assist in locating resources to support your treatment (f needed)

» Manage and evaluate the program

» Remind you of future screening oppartunities

If you agree to participate, you authorize your doctors and other medical pr
he following to Sage Programs:

- Al requested persanal information, including your name, date of birth, address. phone number. and Social Security number {if provided)

» Contact information for your dactors and other health care providers

» Medical information collected before or during your participation in the program

- Cost data related to procedures covered by Sage Programs
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clinics, and labs) to give

[You further authorize 5a
contractor wit
lauthar

the CDC and its data

rograms and cancel the permissions authorized in this consent for
st send a letter to Sage Programs. The letter must include the date, your name, date of b
to releace your information, and your signature. PLEASE NOTE: If you cancel your permission, you will
in Sage Programs and may be financially responsible for any outstanding medical bills that we incurred on your behal®
1o participate in the services offered by Sage Programs and agree to the conditions described above.

atient Name: (printed) Date of Birth:

(mo) (day) yr)

ptient Signature: Signature Date: (mo) _ (day) (yr.)

health care providers: This document complies with the requirements of HIPAA (Health Insurance Portability and Accoun
acy Actof 1974, the Minnesota Government Data Practices Act, and the Minnesota Health Records Act, regardi
health information. See CFR § 164.508(c)(1); S US.C 552 Minn. Stat §§ 13.05, subd. 4(d), 144

uof 1974, the Minnesota
CFR. § 164.508(c} (13; 5 U.S.C. 5520 N
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A Consent/Enrollment Form

A Please make sural
patients sign & date this
form



Personal Data: Please provide the following information

1. Name:

First Middle Initial

. Birthdate: 3. Social Security #:

Manth Dey Year

4. Street Address:

S5 City: 6. State: 7. Zip:

8. County: 9. Home phone: () 10. Other phone: ()

11. Email address:

12. Are you Hispanic or Latina? (Mexican, South or Central American, Puerto Rican, Cuban, or other Spanish culture)
O Yes O No

13. What race do you consider yourself? (please check one or more of the following that identifies your race)
O White
O Black or African-American
[ Native Hawaiian or other PacificIslander
O American Indian or AlaskanNative
O Asian(specify)

(Hmong, Vietnamese, Korean, Cambodian, Chinese, Thai, Indian, or any other Asian)
O Other (specify)

14. In what country were you born?

O Associate degree (2-year colleg
O Bachckr’s degree (d-year collegegraduate
Fracke 12 or GED (High School graduate) O Post-griduite degree (Master's Professional, or [ X

Callege or Technical School, but no degree

7. Do you have any health insurance? (Including Medical Assistance, Medicare, Minnesota Care, or private insurance)

O Yes,

\If y33. write the name of' the insuranee)

O No

18. Including yourself, how many people live in your household? (Check one box)

01
07

02
Os

as
a9

D04

0O 10 or more

os o6

. What is your total monthly houschold income before taxes?  § per month

you farm or are self-employed, use net income (after deducting business expenses).

Go to next page

Consent/Enrollment Form

A Patients fill out pages 4.3
Please remember:

A Encounter number

A Name/phone number

A Eligibility Information




VISIT SUMMARY OSage OSagePlus
Name, Visit Date, /

Sage Encounter Number
Assign « niew number for auch visil

( J

Chart #

Patient’s Height___fi, ___in. Weight________Ibs. Blood Pressure_______ [ attoday’s visit
PATIENT HISTORY
Yes = Record month/year Never bad Don't know if
Screcning prior to this visit: of prior exanvfest or examytest or exanfest ever done
Climcal bresst exam a= / n0iyT ] O
Mammogram Os= { moyr m} a
Pap test = / mo'yr O O

Risk Assessment (Breast Cancer) [0 Average [ High [ Not Assessed

SAGE SERVICES PROVIDED THIS VISIT

Results Counseling only, o review prior Sage sereenimg abnormality

O Breast abnormality O Cervical abnomality

Does the patient report breast symptoms?
Does the patient report family history of breast cancer? (parent, sibling, child only?)
Clinical Breast Exam (CBE) done at visit date listed above?
O Yes
(If yes, CBE Findings for this exam)
O Normal CBE, breast cancer not suspected

O Benign CBE, breust cancer nol suspeoted #.e., fibrocystic changes. diffuse
fumpiness, or modularity;

O CBE Suspicious for breast cancer, diagnostic evaluation required. other
than mammegram (i.e, discrete palpable mass, bloody/serous nipple
discharge, rpple/arcolar soul , skan diropling ¢
Suspicions CBIE Description

O Ys O No
O Ye O No

Breast Ultrasound ordered or done this visit?
O  No, not mdicated
O vyes
O Patient Refused
Mammogram ordered or done this visit?
O  Yes, routine screening
O Yes, to evaluate symptoms or prior abn.
O  No. not mdicated
O  Patient refused

O No, CBE not done
O Patient refused CBE

Pap services done at visit date listed HPY services done al visit Colposcopy done ut visit date Indication for Colposcopy this visit:
above? date listed above? listed above? O ASC-US
O Yes, roufine screening Pap 0O Yes, Co-Test O No, not indicated 0 AsC-1
O Yes, surveillance Pap — prior 0O Yes, Reflex O Yos. with Cervical Biopsyand | O LSIL
abnomnal 0O Yes, Pimary HPY only ECS O HsIL
O Yes, after primary HPV 0 No, not indicated O Yes, with Cervical Biopsyonly | O Atypical Glandular Cells
0 No, HPV only O Yes, with ECS only 0O Surveillance Colp.
0 No, notindicated 0O Yes, No pathology sent OOther:
O No, patient had a hysterectomy (ECS=11istological Endoccrvical
Sumpling) IAbnornxd Pap date / !
Mo day yr
Other Cervical Services:
Endometrial Biopsy done at this visit for prior Sage Pap with Glandular or Endometrial Cell findings for woman over 40?7 Ovyess ONo
Risk Assessment (Cervical Cancer) O Average [ High [ Not A d
COMMENTS: Please complete and returnto:
Minnesols Department of Heulth
Canver Contral Seetion
Sage Sercening Program
P.O. Box 64882
St. Paul, MN 551640882
(itev, 472019)
2528598
Py 4
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onsent/Enrollment Form:
Visit Summary

Provider (or assistant)
completes

Clinical breast exam
(CBENot required
(recommended)

At least one service mus
berecorded



= Consent/Enroliment Form:
i SUMMARY  DSage - Da:ISagePlus / [ . ] VI S It S u m m ary

Chart #

Patient’s leight_____ft, __in. Weight________Ibs. Blood Pressure______ [ attoday’s visit
PATIENT HISTORY
Yes = Record month/year Never had Don’t Know if
Screening prior to this visit: of prior exanvtest or exam/test or exanvtest ever done

e Pay attention to these
guestions, especially for

SAGE SERVICES PROVIDED THIS VISIT

%sulls Counseling only, 1o review prior Sage screenmea abnormalily O Breast abnormality O Cervical abnommality

the patient report breast symptoms? O Y O No - .

he patient report family history of breast cancer? (parsnt, sibling, child only?) O Yes O No ‘ e rta I l l at I e n tS
al Breast Exam (CBE) done at visit date listed above?

] Yes

(If yex, CBE Findings for this exam) RBreast Ditrasound ordered or done this vis
O Normal CRE, breast cancer not suspected O No, not indicsted

breast cancer nol suspected e, fibrocystic changes. diffuse

A Does the patient report
2 o breast symptoms?

Pap services done at visit date listed HPY services done at visit Colposcopy dome at visit date Indication for Colposcopy this visit:

above? date listed above? listed ahove? O ASC-US

O Yes, rontine screening Pap O Yes. Uo-lest: 0O No, not indicated 0O AsC-H

O Yes, surveillance Pap — prior O Yes, Reflex O Yes. with Cervical Biopsy and | O LSIL -

abnormal O Yes. Pomary HPV only ECS O HsIL

O Yes, after primary HPY 0O No, not indicated O Yes, with Cervical Biopsyonly | O Atypical Glandular Cells

O No, HPV only O Yes. with ECS only O Sarveillance Colp.

[ No, notindicated 0O Yes, No pathology sent OOther:

O Mo, patient had a hysterectomy (ECS=Ilistological I'ndocervical n ™

Sampling) IAbnorml Pap date ! [ f
Mo day yr

s amily history of breas
Endometrial Biopsy done at this visit for priot Sage Pap with Glandular or Endometrial Cell findings for woman over 407 Oyss ONo
Risk Assessment (Cervical Cancer) [ Average [ High [J Not Assessed

COMMENTS: Pleasc complete and refurnto:

Minnesola Department of Heallh

Caneer Control Seelion

Sage Screening Program

P.O. Box 64882

St. Paul, MN 55164-0882
(e, 42019
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Imaging Summary & Pap Summary




