	
	

	NAME:____________________  Sponsor’s last four:_______            ______

	
	

	Check any that apply:

	(
	I am no longer eligible for care in the Military Health Care system

	
	

	(
	I do not need colon cancer screening  because I have had my colon removed:

	
	Year:_______________

	
	

	(
	I do not need colon cancer screening because I am receiving treatment for colon cancer

	
	Year:_______________

	
	

	(
	My correct address is:

	
	Street:____________________________________________

	
	City______________________________________________

	
	State__________________________Zip_________________

	
	

	(
	You have the wrong primary care clinic.  I am now enrolled at:

	
	

	
	


