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See over for Billing Policy and Privacy Note
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FOR HOSPITAL PATIENTS
 

specimen was collected:  yes no
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2. Private patient in a recognised hospital
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Fasting 

Non Fasting 

Pregnant 

Horm Therapy 

  LNMP

   EDC
   CERVICAL CYTOLOGY

   SITE Cervix

Vaginal Vault

Endometrium

Other

Post Natal

Post Menopausal

Radio Therapy

IUCD

Abnormal Bleeding

   Benign   
    Suspicious

APPEARANCE
OF CERVIX

This document is issued in
accordance with the NATA/RCPA

accreditation requirements

IMPORTANT NOTE: 
payable if that pathologist performs the service. You should discuss this with your doctor.

PRIVACY NOTE:  
is authorised by provisions of the Health Insurance Act 1973. The information may be disclosed to the Department of Health or to a person in the medical practice associated with this claim, or as authorised/required by law.
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CLINICAL NOTES
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FOR HOSPITAL PATIENTS
 

specimen was collected:  yes no
 

or approved day hospital facility 
2. Private patient in a recognised hospital
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