Annexure - II

MINISTRY OF HEALTH 

DEPARTMENT OF PUBLIC HEALTH

PAP SMEAR REQUEST FORM

----------------------------------------------------------------------------------------------------------------------------------
Pap Smear No: 

Name





Age





ID Card No:





Occupation





Husband’s name





Address





Telephone no:

Date of collection

----------------------------------------------------------------------------------------------------------------------------------
Marital status




:
Single/married/divorced/widow:

No. of marriages



:

No. of marriages of husband


:
No. of pregnancies



:

Age at 1st pregnancy



:

Sexual activity

: 
presently active/formally active

Sexual partners ever had


: 
one/two/>three

Age at 1st marriage (years)


:
< 15/15-19/20-24/25-29/>30

Past history of STD



: 
never/once/twice/>3

Contraception




:
 nil/barrier/OCP/DMPA/IUD/TL/VO

Any hormonal Therapy


:

Previous Pap smear (Yes/No) 




If yes, Pap smear No:



Result……….
………………………….



Date of result:

If result abnormal, what treatment given:

If Hysterectomy, done for what and when:

Date of LMP



Last delivery/abortion



:

Intermenstrual bleeding


:
Yes/No

Postcoital bleeding



:
Yes/No

Contact bleeding



:
Yes/No

Cervical erosion



:
Yes/No

Specimen 




:       Cervix/Vagina/Vault

Summary of present symptoms, if any:
Discharge/bleeding/pruritus/low abd. pain

Treated for Ca Cx
- Surgery

:
Yes/No




- Radiotherapy

:
Yes/No




- Chemiotherapy
:
Yes/No




- When treated

- Biopsy Number and date of report:


Smear Taken By (Name)


:

INSTRUCTIONS:

1. Use same client number on every subsequent Pap smear for the same patient.

2. Do not take smears when there is bleeding PV

3. Fill in the form on the reverse side completely and clearly

4. Screen all women who are sexually active (20 – 60 years)

5. If there is

:
intermenstrual bleeding

:
Postcoital bleeding

:
Any abnormality of the cervix (except erosion)


Send the patient to a gynecologist, do not take Pap smear

