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With reflex to HPV genotyping Other__________________
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__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________

Clinical Information:

Specimen Source:

Cervical

Vaginal

Date: ________/________/_______
Number/Diagnosis:______________________________

Sputum                       Urine                       Anal Pap                   Other:__________            FNA, Source:_________________
Clinical History:___________________________________________________________________________________________________________________

Histology / Surgical Pathology
Specimens(s):

__________________________________________________________________________________________________________________________________________

Hormones_____________________
IUD Present
Hysterectomy (cervix absent)
Hysterectomy (cervix present)
Abnormal bleeding

LMP ______/________/_______

Specimen Source:

Pregnant
Postpartum
Postmenopausal

Non-Gynecological Cytology

ThinPrep Pap® Test

ThinPrep Pap® Test with HPV DNA reflex testing if diagnosis is "ASCUS"

ThinPrep Pap® Test with HPV DNA regardless of the diagnosis

Clinical Information: Previous Pap Smear:

Gynecological Cytology (Pap Smear)
Routine Screening Pap Smear 
(Asymptomatic patient)

Diagnostic Pap Smear (Previous abnormal pap, high 
risk patient, or symptomatic patient)
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