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THE NATIONAL CERVICAL SCREENING PROGRAMME

COLPOSCOPY REFERRAL FORM

To: Colposcopy Clinic

WOMAN'’S DETAILS

Previous Address
(if relevant)

Contact Tel. NUMDEI e e e e

CervicalCheck Smear Yes No
Referral Smear Details Date of Smear: .................. Result of Smear: ........cccooviiiiiiiiinnn.
(Please attach a copy of the
referring cytology smear .

resu/t form as necessary) Reportlng Lab: ........................................................................

Past Smear History

Cytology Lab Requisition/Accession Number: ............cocoovveiiiiinnnnn,

Previous Colposcopy Yes

Previous Treatment

DOCtOrS COMM TS ... e

Referring Doctors Stamp:
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