DI;L Diagnostic Reference Laboratories

4800 SW 35th Dr., Gainesville, FL 32608 UF&Shands

Complete For All Patients The University Of Florida Health System
Patient Name (Last) (First) (M.L) Patient ID # Date of Birth Sex
/ / M F
Street Address City State Zip Patient Phone
Ordering Physician Duplicate Report Sent To: Bill To: o Client o Patient
o Insurance o0 Mcare/Mcaid
Complete To Bill Third Party
Primary Insurance Name Address City State Zip
Subscriber ID # Group # Subscriber Name DOB
Secondary Insured Name Address City State Zip
Subscriber ID # Group # Subscriber Name DOB
Patient relationship to insured: o Self o Spouse o Dependent Collection Date/Time:
Physicians
u] u] u] u] u]
GYN SPECIMEN GYN REQUIRED MEDICAL NECESSITY INFO.
(1) Anatomical Source(s): SCREENING PAP
o V76.2  Routine cervical PAP smear without gyn exam**
o Cervix/Endocervix 0 Vagina 0 Vaginal cuff o Anal o Other 0 V7231 AnnualRoutine PAP smear with gyn exam**
o V7232  Follow-up of normal PAP with history of previous abnormal
o V76.47 Routine PAP smear-vagina (patient w/out cervix)**
(2) Clinical History: Last Pap LMP 0 V22.1  Supervision of normal pregnancy, other
o0 V22.0  Supervision of normal first pregnancy
o Bilat, tubal ligation o H/O Abnormal PAP 0 V222 Pregnancy, incidental, NOS . .
UD O Post menopausal 0 V15.89 Childbearing age & abnormality during any of preceeding 3 years, or
t X p evidence patient is at high risk developing cervical or vaginal cancer
0 Biopsy today o Depo Provera o0 V73.81  Screening exam for HPV
o Hysterectomy o Rad/Chemo therapy 0 V73.88  Screening exam for Chlamydia disease
o Colposcopy o Estrogen replacement therapy 0 V745  Screening - sexually transmitted disease (NG)
o Previous cone/LEEP O Pregnant **Must obtain Advance Beneficiary Notice for Medicare patients
o Oral contraceptives o Other
DIAGNOSTIC PAP
0 622.10  Unspecified dysplasia of cervix
(3) Reason for Pap Smear (Please select only one.): 0 622.11  Mild dysplasia of cervix
O 622.12  Moderate dysplasia of cervix, CIN 2
o Routine Screening o Follow-up of abnormal PAP Test (Diagnostic) 0 233.1  Severe dysplasia, carcinoma in-situ, CIN 3
O 623.0  Dysplasia of vagina
(4) Specimen Preparation (Please select only one.): D 616,10 Vaginitis & vulvovaginitis, unspecified
o 616.0 Cervicitis and endocervicitis
) . o 6273 Postmenopausal atrophic vaginitis
o Slide from spatula and/or brush o Thin Prep O Sure Path 0 626.8  Other disorders of menstruation and other abnormal bleeding
o HPV Only (swab) o Other 0 627.1  Postmenopausal bleeding
0 626.6 Metrorrhagia
. . O 626.2  Excessive or frequent bleeding
(5) HPV Testing (Please select only one.): 5 56944  Dysplasia of anus, AIN 1 & 2
o 230.6 Severe dysplasia of anus, carcinoma in-situ, AIN 3
o HPV only
0 HPV reflex for ASC-US age 21 and over Previous nonspecific abnormal test
o HPV concurrent age 30 and over Abnormal glandular cells, NOS
o HPV concurrent under the age of 30 (Insurance may not cover.)*** 0 795.00-Cervix 0 795.10-Vaginal 0 796.70-Anal
. Low grade intraepithelial lesion (LSIL)
o HPV declined

0 795.03-Cervix 0 795.13-Vaginal o 796.73-Anal
Atypical squamous cells (ASC-US)

0 795.01-Cervix o 795.11-Vaginal o 796.71-Anal
High grade intraepithelial lesion (HSIL)

***Advanced Beneficiary Notice suggested.

(6) Infectious Disease Testing (Select if applicable.): 0 795.04-Cervix 0 795.14-Vaginal © 796.74-Anal
Atypical squamous cells not excluding high grade sq. intraepithelial lesion (ASC-H)

o N. Gonorrhea and Chlamydia Trachomatis, (NAT) Nucleic Acid Test O 795.02-Cervix 0 795.12-Vaginal 0 796.72-Anal
Cervical high risk HPV DNA positive

Source: 0 795.05-Cervix 0 795.15-Vaginal 0 796.75-Anal

0 Liquid base PAP o Urine o Swab Previous Malignant Neoplasm

Note: Please refer to Journal of Lower Genital Tract Disease 2007; 11(4):201-222 OR AJOG 2007; 346-355; for o 180.9  Malignant neoplasm of cervix

guidelines on testing for HPV. HPV testing is not recommended if the test is ASCUS favor high-grade squamous o 182.0 Malignant neoplasm of uterus, corpus uteri

lesion (ASC-H), LSIL, HSIL, AGC-US, or carcinoma. You may also visit www.asccp.org for additional informa- o 183.0 Malignant neoplasm of ovary

tion. Label specimen container with patient’s name, MRN# or DOB, and site of specimen. REV. 08/04/2009 o 184.4 Malignant neoplasm of vulva

Biopsy

o Cervix 0 Endometrial o Vulva o ECC g Other: Description:

352.265.9900 Phone 888.375.5227 Toll Free 352.265.9901 Fax



Advance Beneficiary Notice (ABN)

NOTE: You need to make a choice about receiving your laboratory test.

We expect that your insurance will not pay for your laboratory test. Your Insurance does not
pay for all your health care costs. Your insurance only pays for covered items and services
when the insurance rules are met. The fact that your insurance may not pay for a particular
item or service does not mean that you should not receive it. There may be a good reason
your doctor recommended it. Right now, in our case, your insurance probably will not pay
for your laboratory test, because [_JYour insurance does not pay for this laboratory test as
often as this (denied as too frequent); or our insurance does not pay for this laboratory
test for your condition.

The purpose of this notice is to help you make an informed choice about whether or not you
may want to receive this laboratory test, knowing that you might have to pay for it yourself.
Before you make a decision about your options, you should read this entire notice
carefully.

e Ask us to explain, if you don’t understand why the insurance won't pay.
e The estimated cost of this laboratory test is $ , in case you have to pay for it
yourself.

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.

[ <«—Check here for the OPTION 1. YES.

| want to receive the laboratory test. |
understand that my insurance will not pay
unless | receive the test. Please submit my
claim to my insurance. | understand that you
may bill me for this test and that | may have to
pay the bill. Later, you will refund to me any

payments | made to you that are due to me. If

my insurance denies payment, | agree to be
personally and fully responsible for payment.
That is, | will pay personally, either out of my
pocket or through any other insurance that |
have. | understand | can appeal the Insurance
decision.

[ <«—Check here for the OPTION 2. NO.

| have decided not to receive this laboratory
test. | understand that you will not be able to
submit a claim to my insurance and that | will
not be able to appeal your opinion that the
insurance won't pay. | will notify my doctor who
ordered this laboratory test that | did not
receive it.

Date Signature of beneficiary or person acting on beneficiary's behalf

NOTE: Your health information will be kept confidential. Any information that we collect about
you on this form will be kept confidential in our offices. If a claim is submitted to the insurance,
your health information on this form may be shared with the insurance. Your health information
which the insurance sees will be kept confidential by the insurance.

Adapted: Form No. CMRS-R--L (June 2002); OMB Approval No. 0938-0566




