
Florida Breast and Cervical 
Cancer Early Detection Program

(FBCC) Provider Form  

FBCCEDP Region:  _____________________________________________________ 

Date:  ________________________________________________________________ 

Regional Coordinator:  __________________________________________________ 

 

Provider Name:  _______________________________________________________ 

Mailing Address:  ______________________________________________________ 

City:  _________________________________________________________________ 

County:  ______________________________________________________________ 

State:  ________________________________________________________________ 

Zip Code:  ____________________________________________________________ 

Phone Number:  _______________________________________________________ 

Fax Number:  __________________________________________________________ 

Email Address:  ________________________________________________________ 

Services Provided:   Breast      Cervical     Mammogram  Other (Surgery, biopsy, etc.) 

Federally Qualified Health Center (FQHC): 

Mammovan:      Yes       No

 

 

Please fill out the information below. 

Assigned Provider Number: 

For Central Office Use Only

Yes        No

Comments:

Fee Schedule: Global Professional Technical

DOH-FBCC July 1, 2023
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