CLEAR FORM

m ALBERTA PRECISION
LABORATORIES GYNECOLOGICAL CYTOPATHOLOGY REQUISITION

Leaders in Laboratory Medicine
REQUIRED INFORMATION

PHYSICIAN TO ACT ON RESULTS: (Apply APL Dr. stamp here)

Is patient under 212  nold  ves [

Routine screening of patients under 21 is not recommended. If warranted state clinical
reason. Cervical screening should be considered based on TOP Clinical Practice guidelines.

FOR LAB USE ONLY - ACCESSION NUMBER
CURRENT SPECIMEN TAKEN:
ADDITIONAL COPIES TO:
Date: A___/__/__
1) YYYY MM DD
Last Name Full First Name Office Address/Location
Time: _
2) HH MM
Last Name Full First Name Office Address/Location
GYNECOLOGICAL SPECIMEN SITE
O cervix O vagina O Anal
CLINICAL INFORMATION (please print clearly)
LNMP: _ /[ Cycle: Every days Previous Pap Result: I S S
Y YYY MM DD Y Y Y'Y MM DD
Previous HPV Result: | ____/____ HPVImmunization Series completed? [JYes [ No
YYYY MM DD
[ Hysterectomy (Cervix removed) 0 Menopausal
O b 0 Hormone Replacement Therapy
O ocp O Immunocompromised
O Pregnant __ weeks I First Pap following discharge from Colposcopy
[ Post partum weeks

RELEVANT CLINICAL HISTORY (please print clearly)

COLPOSCOPY CLINIC ONLY

|:| First colposcopy visit

[] Pap taken at Colposcopy IMPRESSION: [0 Negative O HPV/LSIL O HsIL

FOR LAB USE ONLY

Laboratory Information Centre: 403-770-3600 www.albertaprecisionlabs.ca
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