
The guidelines for cervical screening are complex. For the laboratory to perform the correct 
tests, offer the correct clinical recommendation and bill Medicare appropriately, it is important 
that you complete the pathology request form correctly. Below are guidelines for requesting 
depending on the clinical scenario.

Cervical Screening – What do I put 
on the pathology request form?

ASYMPTOMATIC PATIENTS

Women over 25 will receive a postal invitation from the National Cancer Screening Register (NCSR) for a routine 5-yearly 
cervical screening test. Most of your patients will fall in this category, and will have no significant previous history or 
symptoms. 
For these cases, please clearly request “Cervical Screening Test, Routine” on the pathology request form.  
The laboratory will do HPV testing and/or liquid-based cytology as appropriate.

SYMPTOMATIC PATIENTS

Patients of any age who are symptomatic (e.g. abnormal vaginal bleeding) may require cervical co-testing (i.e. HPV 
+ Cytology) as part of their investigations. In these cases, it is important that you very clearly state “Cervical Co-Test, 
Symptomatic” on the pathology request form. In addition, description of the relevant symptom (e.g. post-menopausal 
bleeding) would be helpful.

FOLLOW UP OF PREVIOUS ABNORMAL CERVICAL SCREENING TEST RESULT

If your patient’s previous Cervical Screening Test showed a positive HPV result and follow up testing was recommended, 
please clearly state “Cervical Test, follow up of previous abnormal result”. 

TEST OF CURE

Patients with previously treated high grade squamous intraepithelial lesion (HSIL or CIN2/3) require 2 consecutive 
negative HPV tests, and negative cytology tests 12 months apart, before they are considered to be cured and can go back 
to routine 5-yearly screening. 

In these cases, please state “Cervical Co-Test, Test of Cure”. 

PREVIOUS ENDOCERVICAL ADENOCARCINOMA IN SITU (AIS)

Patients with previously treated AIS require annual co-testing. Please state “Cervical Co-Test, Previous AIS”.

CYTOLOGY ONLY

“Cytology Only“ should be requested when patients have had a previous positive HPV test from a self-collect sample or 
a previous unsatisfactory cytology result. Please state ‘Cytology Only” as patients are not eligible for a second HPV test 
under these circumstances. 

>>> CONTINUED OVERLEAF
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Cervical Screening – What do I put 
on the pathology request form?

WHAT ABOUT THE TICKBOXES ON THE REQUEST FORMS?

The tickboxes on pathology request forms provide additional useful information for the laboratory. The format of the 
tickboxes on Pathology request forms can vary, depending on pathology provider, version of form or independent GP 
practice management software. Please continue to complete all relevant tickboxes. 

If you use independent software to electronically complete request forms, you may also wish to set up this software to 
include terminology as described above.

OPTING OFF THE REGISTER 

It is now the responsibility of the patients or their medical practitioner to notify the NCSR if patients wish to “opt off” the 
National Cancer Screening Register. This function can no longer be performed by the laboratories.

>>> CONTINUED FROM OVERLEAF

 MEDICARE CARD NUMBER

 PATIENT LAST NAME                                                                        GIVEN NAMES

 PATIENT ADDRESS
  POSTCODE 

 TEL (HOME & MOBILE)  TEL (BUS)

 DATE OF BIRTH  FILE No.SEX

 PATIENT LAST NAME                                                                        GIVEN NAMES

 PATIENT ADDRESS
  POSTCODE 

 TESTS REQUESTED

  PATIENT COPY

 TEL (HOME & MOBILE)  TEL (BUS)

 DATE OF BIRTH  FILE No.SEX

REQUESTING DOCTOR (PROVIDER NUMBER, SURNAME, INITIALS, ADDRESS)

REQUESTING DOCTOR (PROVIDER NUMBER, SURNAME, INITIALS, ADDRESS) COPY REPORTS TO:

 HOSPITAL/WARD

     TESTS REQUESTED

  LABORATORY COPY
     CLINICAL NOTES

         STANDARD PRECAUTIONS    PRIVATE & CONFIDENTIAL    CUMULATIVE

 URGENT ■ PHONE ■ FAX ■ BY TIME:

 PHONE/FAX No:

 QML Fee  ■ S.F. ■ B.B. or D.B. ■
 VET AFFAIRS No:

……………………………………………………………………/………/………

DOCTOR’S SIGNATURE AND REQUEST DATE

Doct

Copy 1

Copy 2

Copy 3

Hosp/Ward

a. a private patient in a private hospital
 or approved day hospital facility
b. a private patient in a recognised hospital
c. a public patient in a recognised hospital
d. an outpatient of a recognised hospital

Was or will the patient be, at the time of the service or when 
the specimen is obtained: (✓ appropriate box)

yes no

  SELF DETERMINE

PATIENT’S SIGNATURE AND DATE
MEDICARE ASSIGNMENT (Section 20A of the Health Insurance Act 1973)
I offer to assign my right to benefits to the approved pathology practitioner who will render the requested 
pathology service(s) and any eligible pathologist determinable service(s) established as necessary by the 
practitioner. In the alternate, I authorise that APP to submit my unpaid account to Medicare so that Medicare can 
assess my claim and issue me a cheque payable to the APP for the Medicare Benefit.

SIGNATURE X ................................................................................. X DATE     /     /        

Practitioner’s Use Only ............................................................................................................................................
        (Reason patient cannot sign) 
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PERSON DRAWING BLOOD
I certify that the blood specimen(s) accompanying this request was 
drawn from the patient named above. I established the identify of 
this patient by direct inquiry and/or inspection of wrist band and 
immediately upon the blood being drawn I labelled the specimen(s).

Signature

....................................................................................................................................

   Collect Date   Coll. Time    Test Codes    Branch    Ref. No.    Lab. No.

   Received Date   Rec. Time     B/C    Clinic
L U
A S
B E

Attachments: Yes / No (please circle)
If yes, no. of pages:

Description &     Collector 
Containers

 MEDICARE CARD NUMBER
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PRIVACY NOTE: The information provided will be used to assess any Medicare benefit payable for the services rendered and to facilitate the proper administration of government health programs, and may 
be used to update enrolment records. Its collection is authorised by provisions of the Health Insurance Act 1973. The information may be disclosed to the Department of Health and Ageing or to a person in the 
medical practice associated with this claim, or as authorised/required by law.

692250_NTH_Jul17

USE OF PATIENT CONTACT INFORMATION       I consent to my contact details (and no clinical information) being used by QML Pathology for marketing communication purposes.  PATIENT SIGNATURE X ................................................................................. X DATE     /     /        

Fasting ■

Non Fasting ■

Pregnant ■

Horm Therapy ■
LMP ___ / ___ / ___

EDC ___ / ___ / ___

Cervical Screening

Cervix ■

Vagina ■ 

Self Collect ■ 

Post Natal ■

IUCD  ■

PCB/PMB ■

Abnormal Bleeding ■

Cx Suspicious ■

Previous AIS ■

Radiotherapy  ■

Immune deficient  ■

PATHOLOGY
REQUEST

WHAT TEST IS REQUIRED? 

In “Tests Requested” area, enter one of the following:

Cervical Screening Test, Routine

OR

Cervical Co-test, Symptomatic

OR

Cervical Test, follow up of  
previous abnormal result

OR

Cervical Co-test, Test of Cure

OR

Cervical Co-test, Previous AIS

OR

Cytology Only

ANY OTHER INFORMATION REQUIRED?

Other useful clinical information includes:

• Immunodeficient

• Previous hysterectomy

• Self-collected sample

• Abnormal uterine bleeding

• DES exposure

Cervical Screening Test, Routine

Immunodeficient


