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CONTRACTOR INFORMATION
	Agency Name:
	Clinic Name:

	     
	     

	Case Manager Name:
     
	Phone Number:
     
	Email Address:
     

	
CLIENT INFORMATION

	Name (Last, First, MI):
     
	Date of Birth:
     
	Med-IT ID #:
     
	Date of Service:
     

	
	
	
	

	Complication Occurred Following Which Procedure:

	☐ LEEP    ☐  LEEP Conization
	☐ Breast Biopsy 
	☐ Percutaneous

	
	
	☐ Excisional

	
	
	☐ Incisional

	

	TREATMENT/ASSESSMENT OF COMPLICATION 

	List Medical Care/Services Received by Client Following Complication:
	Date of Service:

	     


	     





NARRATIVE:
     
	FOR DSHS USE ONLY – DO NOT WRITE IN THIS AREA

	☐ APPROVED
	☐ DENIED
	REASON:
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