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A Diagnosis MUST be included GYNECOLOGIC INFORMATION
Check one box.
SOURCE: [0 CERVICAL-ENDOCERVICAL-VAGINAL [ VAGINAL

| SCREENING PAP TEST

V726

Screening, no symptoms
V762

CHECK ONLY THE BOXES THAT APPLY

High Risk due to personal Hx.

ABNORMAL GYN HISTORY
(< 5 Years)

[] COLPOSCOPY
DIAGNQSTIC PAP 0 PMB
[J HRT/HORMONAL O PREVIOUS
CONTRACEPTIVE (] HYSTERECTOMY ABNORMAL PAP
O TOTAL DATE: —
Diagnosis: ] PREGNANT [ PARTIAL [] BIOPSY
DATE:

Diagnosis Code: [] POST PARTUM 7] MENOPAUSE [ OTHER
CLINICAL HISTORY: HPV TESTING (Liquid Based Only)

[J HPV (High Risk) Regardless of PAP Test Results

[1HPV (High Risk) ONLY (No PAP Test)
NON GYNSPECIMENSITE Lefi____ Right ______ | NOTE: HPV Testing WILL be performed on ALL “ASCUS” PAPS
! Brushing (Site) [ Ovarian Cyst Fluid unlessepecified | NOEFY TESTING
[0 Washing (Site) O Pelvic Fluid FOR LAB USE ONLY

| OCSF J Peritoneal Fluid

O FNA (Site) [ Pleural Fluid Gross Description Processing
[ Nipple Discharge O Other Volume
{ Sputum Fixed Yes No # Smears/Cytospins
[ Urine — Specify (Voided - Catheter) CRR

Consistency Cell Block
LAB USE ONLY Bloody Yes No

Color Tech Assist

Clotied Yes No
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