
Cervical Histology Form
INCOMPLETE FORMS MAY BE RETURNED

Personal Public
Service Number

CSP ID

Hospital Chart No.

Date of Birth

Surname Block capital letters to be used in filling out form

First Name

Middle Name

Surname at Birth

Mother’s Maiden Name

Postal Address for Correspondence

Contact Telephone No.

Mobile No.

Numbers

Day Month Year

Letters

WOMAN’S DETAILS Colposcopy Clinic / Gynaecology Service

Hospital / Clinic Name

Consultation Date

Referral Reason

Colposcopy

Impression

Specimen site/type Priority Please tick

1.

2.

3.

4.

Examiner ID           Consultant ID
(MCRN or Bord (MCRN)
Altranais No.)

Index / Referral Smear

Cytology Lab ID

Cytology Lab accession number

Date of Smear

Smear Result

I understand the information given to me
I consent to take part in CervicalCheck

Previous Consent Yes No

or if no prior consent
Woman’s Signature:

Label ID

Specimen No.

HISTOLOGY LABORATORY USE ONLY

Barcode

SNOMED Version

T Code

M Code

CS/F/LAB-1 Rev 3

The National Cancer Screening Service encompasses BreastCheck - The National Breast Screening Programme and CervicalCheck - The National Cervical Screening Programme

For Lab. use only

Day Month Year

Day Month Year

Index / Referral Smear

Cytology Lab ID

Cytology Lab accession number

Date of Smear

Smear Result

Day Month Year


