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Cervical Histology Form CervicalChec

INCOMPLETE FORMS MAY BE RETURNED THE NATIONAL CERVICAL SCREENING PROGRAMME
WOMAN’S DETAILS Colposcopy Clinic / Gynaecology Service
Numbers Letters.
Personal Public ‘ ‘ ‘ ‘ ‘ ‘ ‘ Hospital / Clinic Name
Service Number
P ID ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Day Month Year
Consultation Date ‘ ‘ ‘ ‘ ‘ ‘
Hospital Chart No. ‘ ‘ ‘ ‘ ‘ } ‘ ‘ ‘ ‘
Day Monh rear Referral Reason
Date of Birth ‘ ‘ ‘ ‘
Surname Block capital letters to be used in filling out form Index / Referral Smear
Cytology LB ID
First Name Cytology Lab
accession number
Day Month Year
Middle Name Date of Smear ‘ ‘ ‘ ‘ ‘ ‘

Smear Result

Surname at Birth

Colposcopy

Mother’s Maiden Name / ) \

\
Postal Address for Correspondence \ |

x\ /
\\\/{/
Impression
Specimen site Priority D Please tick
ContactTe\ephoneNo.‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ 1.
worere [P
. . . 3.
I have read and understood the information given to me
I consent to take part in CervicalCheck
Previous Consent D ves D No Examiner ID Consultant ID
or
Woman’s Signature:

HISTOLOGY LABORATORY USE ONLY

Label ID Barcode

For Lab. use only

Specimen No.

SNOMED Code (CT)
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The National Cancer Screening Service encompasses BreastCheck - The National Breast Screening Programme and CervicalCheck - The National Cervical Screening Programme
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