	Upcoming Appointments

	Service
	Date and Time
	Provider Name and Location

	[fill in the service to be provided (e.g. PAP smear, Diagnostic Mammogram, Office Visit, etc.)]
	[fill in date and time of appointment scheduled]
	[fill in information for provider, including name, address and phone number]
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Inter-Agency Breast and Cervical Health Screening Voucher





Please accept this screening voucher for the following woman. Services have been approved through [insert approving program/agency name here (e.g. State Breast and Cervical Health Program].


Name 		Birth Date 	


Address 		Phone # 	


City 	 State 	 	Zip Code 	





Eligibility Confirmed by  		Enrollment Date 	








(Signature)





        (Date)





If you have questions, contact 		Phone 	


Referring Agency Name 			


Address 			


City 	  	 State 		Zip 		








If needed, include a section for the providers with information about where to submit claims for reimbursement, additional eligibility information, or other important information helpful to your agency





Use this space for eligibility verification such as the signature line (shown above) or another verification method you choose (e.g. authorization stamp).





Replace with your logo.








